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Sandyford Sexual Health Minimum Data Set 
 

 
 

 
Episode  Main Reason 

 

 
Medical and 

Family History 

 Allergies and Sensitivities 
 Medication (including contraception & HRT via GP) 
 Medical Conditions (previous STIs, UKMEC, FGM) 
 Procedures (Document relevant procedures) 
 Family History (if relevant to consultation) 

 

 
Lifetime Sexual 

History 
 

 Lifetime Sexually Active Status 
 Gender Previous Sexual 

Partners 
 Sex Overseas National 
 Sex Without Consent 
 Transgender  
 Sexual orientation 

 Age at first Contact 
 No. of Partners 

 

Under 16 
or 

<18 Care 
Experienced 

 
Recent Sexual 

History 

 Current Sexually Active 
 New partner in 12m 
 No. of partners in 12m (3m if 

multiple partners) 
 Gender of partners in 12m 
 Date of last LSI 

 

 
BBV 

 IDU status 
 HIV Test Status 
 HPV vaccine 

 

GBMS
M or 

PWID 

 Hep B test 
 Hep C Test 

 Hep B vaccine status 
 HPV vaccine status 

(GBMSM)  
Repro Health 

 Date LMP 
 Pregnancy status 
 Pregnancy history 
 Cervical Screening 

          history 

Complete the YP 
reporting form 

  
Social History 

• Alcohol Status 
• Smoking Status 
• Substance Misuse Status 
• Gender-based violence 
• Eating disorders  
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Note:  
This is the expected minimum history taking for clinical sexual health services 
excluding counselling, vasectomy, GU/SRH Complex and menopause. It is 
recognised that this may not always be possible due to clinical pressures and 
time constraints such as late attendance for an appointment. In these 
circumstances it would be encouraged that clinicians use a pragmatic approach 
and clinical judgement to cover as much history as feasible and document in 
the clinical note why it was not possible to complete the full dataset. It would be 
encouraged that in these circumstances that as a minimum the patient 
medical history page and GBV section within social history are always 
completed. 
 
 
 

 
Procedure 

 All relevant fields e.g. 
procedure type, procedure 
performed by 

 
Prescription 

 Drug Prescribed 
 If PGD 

 

 
Admin Detail 

 Date Administered 
 Batch Number (Injectibles/Implants/IUDs only) 

 
Patient Order 

 
 All Lab Tests 

 
Clinical Notes 

 Others present during consultation 
 Clear Plan 
 Information Given to patient 

 

 
Examination 

 Consent 
 Chaperone present 
 Chaperone name 

 Weight, Height, BP (Contraception) 


