REGISTRATION FORM



Line number: _____

WRITE CLEARLY IN BLOCK LETTERS
Birth date and Norwegian social security number: ____________________________________

You can use our clinic until you turn 25 (if you are born in 1990 or later). 
Name: ___________________________________________________________

______
Address: __________________________________________________________


Postal code: ____________
_________ City: ______________________________


Phone number: _______________________ Bydel (city district): _________________________
I have been at the clinic before:
 FORMCHECKBOX 
 Yes         
 FORMCHECKBOX 
 No      

I have sex with:      

 FORMCHECKBOX 
 Boys 
 FORMCHECKBOX 
 Girls 
 FORMCHECKBOX 
 Boys and
 FORMCHECKBOX 
 Have not had

I have no symptoms:  

 FORMCHECKBOX 


I have symptoms as: _____________________________________________________________
WHAT CAN WE DO FOR YOU?
 FORMCHECKBOX 

Infection testing (STIs): 
 FORMCHECKBOX 
 a test from vagina
 FORMCHECKBOX 
 urine test   FORMCHECKBOX 
 anal test





 FORMCHECKBOX 
 blood sample
 FORMCHECKBOX 
 a test from the throat 

 FORMCHECKBOX 

Contraception/birth control: 

 FORMCHECKBOX 
  
Information and prescription for the first time
 FORMCHECKBOX 

Renew my prescription (that I got here)
 FORMCHECKBOX 

Renew my prescription (that I got from another health care provider)
 FORMCHECKBOX 

Change to another type of contraception
 FORMCHECKBOX 

I need condoms
 FORMCHECKBOX 

Pregnancy test

First day of last menstruation: ________


(You can deliver a urine sample before you see the nurse/doctor. Ask the receptionist.)
 FORMCHECKBOX 
     
Information about abortion
 FORMCHECKBOX 

Other: __________________________________________________



We will only call you if your STI test results come back positive (from phone number 22 99 39 00). If you don’t hear from us within the next 10 days, it means that your test is ok.
