Pitcairn Practice – Coil Fitting Questionnaire
We would like you to watch the video on what to expect from a coil fitting before completing this form.
I confirm I have watched the video                                            YES  /  NO – delete as applicable
When complete, please email back to Fife.F21204Leuchars@nhs.scot
	Patient Name

	

	Patient Email Address

	

	
Patient Contact Number

	

	
Patient Address

	




	Date of Birth

	

	
Type of Coil Requested

	· Mirena (8 years for contraception/5 years for HRT/heavy periods)
· Copper (5-10 years/no hormones/no period benefit)
· Unsure, would like to discuss

	
Do you have a current coil?

	· Yes
· No

	
Date of last smear, if known

	

	
Result of last smear

	· Normal
· Awaiting treatment
· Other _________________________

	
Any previous surgery or treatment to cervix, e.g. colposcopy?

	· Yes
· No


	Any sexually transmitted infections in the past, e.g. Chlamydia, Gonorrhoea
	· Yes _____________________________
· No

	
Have you had a new sexual partner in the last 3 months?
	· Yes
· No



