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IUC (Intrauterine Contraception)

SCREENING AND PROCEDURE 
	NAME

DOB

MRN
PCP
Patient ID / Addressograph


 CLEARED BY ELIGIBILITY FOR IUC REIMBURSEMENT    ( Yes   ( No  Signature ___________________

	SCREENING FOR CONTRAINDICATIONS

	ABSOLUTE CONTRAINDICATIONS

( None

( Undiagnosed vaginal bleeding

( Malignancy of cervix/uterus

( Current cervicitis or PID or septic abortion 

( Hx pelvic Actinomyces

( Copper allergy/Wilson’s dz  (CuT only) 

( Levonorgestrel (LNG) allergy  (Mirena® only)


	RELATIVE CONTRAINDICATIONS

( None

(  Dysmenorrhea/pelvic pain (CuT only)

( Menorrhagia/anemia (CuT only)

( Distorted uterine cavity (including large myomas)

( Hx of Actinomyces on Pap

( Untreated cervical dysplasia or two atypical Paps

( Desires pregnancy before one year

( Hx valve replacement or artificial joint(s)

( Active viral hepatitis, liver tumor, ischemic heart      

     disease (Mirena® only)

( High risk for STD’s (at least one current or recent 

     risk factor below

	LABS
	

	Date

Results

Pap

__________

____________________

GC

__________

____________________

Chlamydia

__________

____________________


	

	RISK FACTORS FOR STDs

( None    ( Multiple partners  
( High-risk partner (Multiple partners) 

( Hx STDs/ PID  -  If checked, most recent STD/PID type(s) _______________________________   Date:  ___________

	Screened by: _____________________ / ______________________________________  CHN #: ____________  Date: ____________

                                    Print Name                                        Signature                                         Title                                            (if applicable)             


PROCEDURE NOTE

IUC PLACEMENT:  Date: ______________
Time: _____________ Gestational Age (if applicable): __________ 

Uterus sounded to ________ cm
    Uterine size: ___________ Position: _________________ Tenderness: __________

Ultrasound guidance for IUC placement ( Yes   ( No


( IUC inserter used 
( Ring forceps used 


Strings  ( Trimmed to ___________ centimeters outside cervix   ( Not trimmed ( ​​​________ centimeters outside cervix)


IUC placed: ( CuT 380a ( LNG (Mirena®)
Lot # ____________
Package expiration date _____  / _______

Comments: ( Uncomplicated placement, one pass only     ( Other ___________________________________________

FOLLOW-UP PLANS:
( SFGHMC 5M   ( SFGHMC FHC   ( New Generation  ( Other ___________________________


________________________________________________________________________________________________________________________
IUC PLACED BY: _____________________ / ____________________________________   CHN ID # _____________





Print name



Signature


Title


  (if applicable)

I was present for the entire procedure

Attending (if appl.): ____________________ / ____________________________________   CHN ID # _____________


                                                      Print name



Signature


Title


  (if applicable)
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