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Reproductive Justice Timeline Activity Key 

 1900’s-1940’s: The process of giving birth becomes increasingly medical, and 
traditional birthing practices decrease under pressure from doctors and medical 
establishment. In 1915, 40% of all births were attended by midwives. By 1935, that 
number had decreased to 10.7%. 
 

 1907: States begin to pass laws mandating the sterilization of people deemed 
inferior and unfit. 
 

 1920: Women get the right to vote. 
 

 1940’s: U.S Public Health Service recommends the teaching of sexuality education 
in public schools. 
 

 1960: The birth control pill is approved for contraceptive use. 

 1965: Griswold v. Connecticut – Supreme decision establishing a married couples 
right to access contraception. 

 1965: On July 30, 1965, President Lyndon Johnson signed this historic legislation, 
creating Medicare and Medicaid health care programs that provide health insurance 
to the elderly and poor in the United States. 

 1967: The United States Supreme Court unanimously ruled in Loving v. Virginia that 
anti-miscegenation laws are unconstitutional. With this ruling, these laws were no 
longer in effect in the remaining 17 states that at the time still enforced. 

 1973: Roe v. Wade – Supreme Court decision establishing a women’s right to 
abortion 

 1979: Hyde Amendment – made it illegal for federal Medicaid to pay for abortions 
except in the case of life endangerment for the pregnant woman. 

 1980’s: Phoenix and Oklahoma City Indian Health Services use DepoProvera on 
Native women with disabilities, despite the fact that it wasn’t approved by the FDA. 
Reason given was for “hygienic purposes” – or to stop the periods of patients with 
developmental disabilities. 1990’s – DepoProvera is given to women of color in 
public health clinics, often without adequate medical information or consent 
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 1993: Under pressure the CDC adds women’s infections to the list of symptoms 
related to AIDS 

 2000’s: States begin passing laws criminalizing women who use drugs while 
pregnant. 

 2003: Parental notification or consent laws pass around the country, restricting 
abortion access for minors under the age of 18. 

 2003: In 2003, several courts ruled favorably towards claims by transgender 
prisoners to be entitled to hormone therapy. Courts have generally recognized the 
responsibility of prisons to continue hormone treatment and psychological therapy, in 
compliance with the Eighth Amendment prohibition of cruel and unusual punishment, 
which courts have interpreted to include the deliberate withholding of medical 
treatment. 

 2007: The Oregon Legislature passes bills creating domestic partnerships for same 
sex couples and anti-discrimination about LGBT people. 

 2010: The Patient Protection and Affordable Care Act was passed providing access 
to a range of preventative service for all people, including no-cost contraception for 
women.  

 2011-2014: During this timeframe alone, states enacted 231 abortion restrictions. 

 2014: The US Supreme Court rules that the Affordable Care Act’s requirement for 
employers to provide their female employees with no-cost access to contraception 
violate the Religious Freedom Restoration Act in Burwell v. Hobby Lobby Stores, Inc.  



 
This training module was adapted from materials created by the Interagency Gender Working 
Group (IGWG) and funded by USAID. These materials may have been edited; to see the original 
training materials you may download this training module in its pdf format). 
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Sensuality 

Awareness and feeling with one’s own body and other people’s bodies, especially the 
body of a sexual partner. Sensuality enables us to feel good about how our bodies look 
and feel and what they can do. Sensuality also allows us to enjoy the pleasure our 
bodies can give ourselves and others. 

Intimacy 

The ability and need to be close to another human being and accept closeness in return. 
Aspects of sensuality can include sharing, caring, emotional risk-taking, and 
vulnerability. 
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This training module was adapted from materials created by the Interagency Gender Working 
Group (IGWG) and funded by USAID. These materials may have been edited; to see the original 
training materials you may download this training module in its pdf format). 
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Sexual orientation and gender identity 

A person’s understanding of who he or she is sexually, including: 

 Gender identity: a person’s internal sense of being a man or a woman, which may or 
may not correspond with the sex assigned at birth.  

 Gender expression: how one’s characteristics and behaviors conform to or transgress 
gender norms and roles of femininity and masculinity. 

 Sexual orientation: whether a person’s primary attraction is to the opposite sex 
(heterosexuality), the same-sex (homosexuality), or both sexes (bisexuality).  

Sexual health and reproduction 

One’s capacity to reproduce and the behaviors and attitudes that support sexual health 
and enjoyment. This includes factual information about sexual anatomy, sexual 
intercourse and different sex acts, reproduction, contraception, STI prevention, and self-
care, among others. 

Sexual behaviors and practices 

Who does what with which body parts, items, and/or partners. 

Sexual power and agency 

Power within sexual relations. This includes: 

 Power within, derived from a sense of self-worth and understanding of one’s 
preferences and values, which enable a person to realize sexual well-being and 
health. 

 Power to influence, consent, and/or decline. 

 Power with others to negotiate and decide. 

 Power over others; using sex to manipulate, control, or harm other people.  
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Anatomy Key 

Sexual Anatomy of a Person with a Vulva and Vagina 

External Genitals 

1. Vulva: proper name for the outer genitals; includes the inner and    
outer lips, opening to the urethra, clitoris, and opening to the 
vagina  

2. Labia majora (outer lips):  skin with sensory nerve endings that 
surrounds the vaginal opening – labia majora come in all shapes, 
sizes, and colors!  

3. Clitoris: a sexual organ that serves no other known purpose 
besides providing sexual pleasure, contains nearly 8,000 
sensory nerve fibers 

4. Opening to the urethra:  opening of the urinary tract, located 
below the clitoris and above the vaginal opening; provides a 
passageway for urine to flow from the bladder to the outside of 
the body 

5. Labia minora (inner lips): skin with sensory nerve endings that 
surrounds the vaginal opening – labia minora come in all shapes, 
sizes, and colors! 

6. Opening to the vagina:  opening of the internal passage that 
leads from the opening of the vulva to the cervix  

7. Anus (not part of the genitals): the opening where the 
gastrointestinal tract ends and exits the body 

 

Internal Reproductive System 

1. Fallopian tubes: narrow tubes attached to the upper part 
of the uterus that allow eggs to travel from the ovaries to 
the uterus 

2. Ovaries: the two organs that store eggs in the body and 
produce hormones, including: estrogen, progesterone, 
and testosterone. Each ovary holds hundreds of 
thousands of eggs; we are born with all of the eggs that 
we will ever have 

3. Uterus: a muscular, pear-shaped organ from which 
menstruation and pregnancy occur 

4. Cervix:  opening of the uterus 
5. Vagina: canal that joins the cervix to the outside of the 

body 
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Sexual Anatomy of a Person with a Penis 

External Genitals 

1. Penis: external reproductive organ, made up of the glans 
(the head), the shaft (the portion that extends from the 
head to the base), and for those who have not been 
circumcised, the foreskin. 

2. Scrotum: little bag of skin lined with muscle that hangs 
below the penis and contains the testes 

3. Foreskin: retractable skin that usually covers the head of 
the penis when it is not erect 

4. Glans: the head of the penis; very sensitive to touch 
5. Opening to the urethra: opening of the passageway that 

carries urine, pre-ejaculate, and semen out of the body 

 

 

 

 

Internal Reproductive System 

1. Vas deferens: the tubes that take sperm up and out of the 
testes and into other ducts so they can be ejaculated as a 
part of semen 

2. Epididymis: small organ that sits on top of the testicles 
that serves as a holding place for sperm 

3. Prostate gland: a large, chestnut-shaped gland that 
marks the spot where the seminal vesicles empty into the 
urethra; the prostate produces a fluid that helps sperm 
move through the reproductive tract 

4. Seminal vesicles: the place where sperm get mixed up 
with other ingredients that make semen 

5. Urethra: the tube that empties the bladder and carries 
urine, pre-ejaculate, and semen out of the body 

6. Testis: produce testosterone and sperm 
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Contraception Activity Key 

Group 1:  

 Shot: An injection of progestin that prevents pregnancy for three months. The shot 
prevents ovulation. Brand name: Depo-Provera  
 Detection notes: Irregular bleeding is common. Periods may stop. This may 

be a less safe option if a partner closely monitors menstrual cycles.  
 Condom: Condoms work by forming a barrier between the penis and anus, vagina, 

or mouth. The barrier keeps one partner's fluids from getting into or on the other. 
Condoms also reduce the amount of skin-to-skin contact. There are two main kinds 
of condoms — those that go on the penis, and those that go into the vagina or anus. 
This is the kind that goes onto the penis. 

 Lubricant: Lubricant is important in safer sex because it also makes condoms and 
dams slippery and less likely to break. Lubricant reduces the chance of sexually 
transmitted infections by making the vaginal or anal area more slippery, thus cutting 
down on the risk of tiny tears that promote the transmission of sexually transmitted 
infections. 

 

Group 2:  

 Pill: Hormonal pills taken daily to prevent pregnancy. Combination pills contain two 
hormones – estrogen and progestin – while progestin-only pills contain only the 
hormone progestin. Birth control pills release hormones to prevent ovulation. Some 
forms make cervical mucus thicker, which prevents sperm from getting to the eggs. 

 Vaginal ring: A small, flexible ring inserted into the vagina once a month to prevent 
pregnancy. It is left in place for three weeks and taken out for the remaining week 
each month. The vaginal ring releases hormones that prevent ovulation and thicken 
the cervical mucus. Brand name: NuvaRing 

 Dental dam: A dental dam is a thin square of latex that can be used to prevent the 
spread of sexually transmitted infections during oral sex.  They can be bought in 
some stores, or you can make your own using a condom or a latex glove. The dental 
dam is placed over the vulva or anus before oral sex is performed. The dental dam 
acts as a barrier between mouth and genitals, helping to prevent the spread of STIs.   

Group 3:  

 Intrauterine Device (IUD): The IUD is a small, ‘T-shaped’ device that is inserted into 
the uterus. Hormonal IUDs release small amounts of progestin, which prevents 
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ovulation, thins the lining of the uterus to prevent implantation, and thickens the 
cervical mucus to block sperm. Brand name(s): Mirena (hormonal – is effective for 5 
years), Skyla (hormonal – is effective for 3 years); Paragard (non-hormonal – is 
effective for 12 years) 
 Detection notes: Non-hormonal IUDs may cause periods to get slightly 

heavier. Period cramping may increase. If a partner is monitoring menstrual 
cycles, a non-hormonal IUD is the least detectable birth control option 
because periods do not get lighter or stop. However, some spotting between 
periods is common at first. Hormonal IUDs have a very small amount of 
hormone that is released which can lessen cramping around the time of a 
period and make periods lighter. Some may stop bleeding altogether. A 
hormonal IUD may be a less safe option if the partner is closely monitoring 
menstrual cycles. The IUD has a string that hangs out of the cervical opening, 
which may be felt when fingers or a penis are in the vagina. If a woman is 
worried about her partner finding out that she is using birth control, she can 
ask the provider to snip the strings off at the cervix (in the cervical canal) so 
her partner can’t feel the strings or pull the device out.  

 Implant: The implant protects against pregnancy for up to three years. The implant 
releases the hormone progestin to prevent ovulation and thicken the cervical mucus. 
Brand name(s): Implanon, Nexplanon  
 Detection notes: It is generally invisible to the naked eye and scarring is rare. 

The implant might be detected if touched. Irregular bleeding is common. 
Periods may stop. This may be a less safe option if her partner closely 
monitors her menstrual cycles. Many bruise around the insertion site. The 
bruising may be noticeable for several days after insertion. 

 Receptive condom (also known as the “female condom”): Condoms work by 
forming a barrier between the penis and anus, vagina, or mouth. The barrier keeps 
one partner's fluids from getting into or on the other. Condoms also reduce the 
amount of skin-to-skin contact. There are two main kinds of condoms — those that 
go on the penis, and those that go into the vagina or anus. This is a receptive 
condom, which is often referred to as a ‘female condom’.  The receptive condom is 
inserted into the vagina or anus before sexual activity occurs. Brand name(s): FC2 
Female Condom    



What is it? How does it work? How long 
is it effective? Helpful hints Risks of detection

Injection
Depo-Provera 
(“The Shot”)

Depo-Provera is a 
hormone shot that 
prevents an egg from 
being released.

3 Months Once administered, 
there is no way to stop 
the effects of the shot.

Irregular bleeding is common. Periods may 
stop.  This may be a less safe option if her 
partner closely monitors her menstrual 
cycles.

Emergency 
Contraception 
(EC)

AKA: The 
Morning After 
Pill, Plan B, 
Next Choice

A single dose of 
hormones given 
by one or two pills 
within 120* hours of 
unprotected sex to 
prevent an egg from 
being released.

Single Dose 
(must be 
taken after 
every instance 
of unprotected 
sex)

Clients can get 
emergency 
contraception to 
keep on hand before 
unprotected sex 
occurs.  EC is NOT 
an abortion; it works 
just like “regular” birth 
control pills. It prevents 
an egg from being 
released.

Clients can remove the pills from the 
packaging so they are easier to hide and 
partners will not know what they are.

Implant 
Nexplanon

A matchstick-sized 
tube of hormones 
inserted just under 
the skin of a woman’s 
upper, inner arm to 
prevent an egg from 
being released.

3 Years Unlike previous 
implantable methods 
(Norplant), it is 
generally invisible to 
the naked eye and 
scarring is rare.

The implant might be detected if touched.

Irregular bleeding is common. Periods may 
stop.  This may be a less safe option if her 
partner closely monitors her menstrual 
cycles.

Many women bruise around the insertion 
site. The bruising may be noticeable for 
several days after insertion.

Intrauterine 
Device 
(IUD) 
ParaGard 
(non-hormonal)

A small T-shaped 
device inserted 
into the uterus to 
prevent pregnancy by 
changing the lining of 
the uterus so an egg 
cannot implant.

10 Years 
(some data 
has shown 
effectiveness 
up to 12 
years)

This IUD contains 
copper.  Periods may 
get slightly heavier. 
Period cramping may 
increase.

ParaGard can be 
used for emergency 
contraception if 
inserted up to 7 days 
after unprotected sex.

The IUD has a string that hangs out of the 
cervical opening, which may be felt when 
fingers or a penis are in the vagina. If a 
woman is worried about her partner finding 
out that she is using birth control, she can 
ask the provider to snip the strings off at 
the cervix (in the cervical canal) so her 
partner can’t feel the strings or pull the 
device out.

If a woman’s partner is monitoring her 
menstrual cycle, this is the least detectable 
birth control option because periods do not 
get lighter or stop. However, some spotting 
between periods is common at first.

Intrauterine 
Device 
(IUD)
Mirena & Skyla 
(hormonal)

A small T-shaped 
device inserted into 
the uterus to prevent 
pregnancy by:
•  making the lining of 

the uterus thin so an 
egg cannot implant

•  thickening cervical 
mucus to prevent 
sperm from entering 
the uterus

•  inhibiting sperm 
from reaching or 
fertilizing an egg 

•  stopping an egg 
from being released 
in some women

Mirena: 
5 Years 
(some data 
has shown 
effectiveness 
up to 7 years)

Skyla: 
3 Years

Hormonal IUDs have 
a very small amount 
of hormone that is 
released which can 
lessen cramping 
around the time of 
a period and make 
periods lighter. Some 
women may stop 
bleeding altogether.
All IUDs can be used 
by women regardless 
of their pregnancy 
history or age, but 
Skyla was FDA-
approved specifically 
for women who have 
never been pregnant 
and younger women.

The IUD has a string that hangs out of the 
cervical opening, which may be felt when 
fingers or a penis are in the vagina. If a 
woman is worried about her partner finding 
out that she is using birth control, she can 
ask the provider to snip the strings off at 
the cervix (in the cervical canal) so her 
partner can’t feel the strings or pull the 
device out.

Irregular bleeding is common, especially 
in the first six months. Periods will change 
and may stop. This may be a less safe 
option if her partner closely monitors her 
menstrual cycles.

Birth Control Methods 
That Can be Used Without a Partner’s Knowledge

*EC packaging may say that the pills should only be taken within 72 hours after unprotected 
sex and, if given the two-pill option, to take the pills 12 hours apart. Research has proven EC 
is effective up to 120 hours after unprotected intercourse (although efficacy decreases after 72 
hours) and, if given two pills, it is more effective to take both pills together rather than 12 hours 
apart. (http://ec.princeton.edu/info/ecminip.html)

Portions of this resource have been adapted from Futures Without Violence’s Healthy Moms, 
Happy Babies training curriculum www.FuturesWithoutViolence.org.  We are indebted to Futures 
Without Violence for permission to adapt their materials and their assistance with this project.

This product is printed 
on eco-friendly paper

www.wcsap.org www.wscadv.org

Funding for this resource was made possible under Grant # SP1AH000015 from the U.S. 
Department of Health and Human Services, Office of the Assistant Secretary for Health, 
Office of Adolescent Health. The views expressed in written materials and by trainers do not 
necessarily reflect the official policies of the Department of Health and Human Services; nor 
does mention of trade names, commercial practices, or organizations imply endorsement by 
the U.S. Government.

www.pregnantsurvivors.org



¿Qué es? ¿Cómo funciona?
¿Por cuánto 

tiempo es 
eficaz?

Consejos útiles Riesgos de detección

Depo-Provera 
(“la inyección”)

Depo-Provera es una 
inyección de hormonas 
que evita que la mujer 
ovule.

3 meses Una vez administrada, no 
hay forma de detener los 
efectos de la inyección.

El sangrado irregular es frecuente. Pueden 
detenerse los períodos. Esto puede ser una 
opción menos segura si su pareja pone 
atención o vigila sus ciclos menstruales.

Anticoncepción 
de emergencia 
(AE)

También 
conocida como: 
la pastilla del día 
siguiente, Plan B, 
Next Choice

Se administra una única 
dosis de hormonas 
mediante unas o dos 
pastillas en un plazo de 
120* horas después de 
tener sexo sin protección 
para evitar que se liberen 
óvulos.

Una sola dosis 
(se debe utilizar 
después de 
cada instancia 
de sexo sin 
protección).

Los clientes pueden 
obtener anticoncepción de 
emergencia para tener a 
mano antes de que ocurra 
el sexo sin protección. 
La anticoncepción de 
emergencia NO es un 
aborto; sino funciona 
igual que las pastillas 
anticonceptivas “comunes” al 
evitar que se liberen óvulos.

Los clientes pueden quitar las pastillas del 
paquete de forma que sean más fáciles de 
esconder y la pareja no sepa qué son.

Implante: 
Nexplanon

Se introduce un tubo 
pequeño de hormonas 
del tamaño de un fósforo 
justo debajo de la piel en 
la parte superior interna 
del brazo de la mujer 
para evitar que se liberen 
óvulos.

3 años A diferencia de métodos 
implántales anteriores 
(Norplant), generalmente es 
invisible a la vista y es raro 
que queden cicatrices.

El implante podría ser detectado al tacto.

El sangrado irregular es frecuente. 
Pueden detenerse los períodos. Esta puede 
ser una opción menos segura si su pareja 
pone atención o vigila sus ciclos menstruales.

Muchas mujeres muestran moretones 
alrededor del lugar de inserción. Es posible 
notar el moretón durante varios días después 
de la inserción.

Dispositivo 
intrauterino 
(DIU) 
no hormonal: 
ParaGard

Se introduce un pequeño 
dispositivo con forma de 
“T” en el útero para evitar 
el embarazo al modificar 
el recubrimiento del útero 
para que el óvulo no 
pueda implantarse.

10 años 
(algunos datos 
han demostrado 
eficacia hasta 
12 años)

Este DIU contiene cobre. 
Los períodos pueden ser 
un poco más abundantes. 
Pueden aumentar los 
calambres durante el 
período.

ParaGard se puede utilizar 
como anticoncepción de 
emergencia si se coloca 
hasta 7 días después de 
tener relaciones sexuales sin 
protección.

El DIU tiene un cordón que cuelga por el 
cuello del útero y que puede detectarse 
cuando se introducen dedos o un pene en la 
vagina. Si a una mujer le preocupa que su 
pareja descubra que está usando un método 
anticonceptivo, puede pedirle a su proveedor 
que corte el cordón que sale por el cuello del 
útero (en el canal cervical) de forma que su 
pareja no pueda sentir el cordón ni tirar de él 
para quitar el dispositivo.

Si la pareja de la mujer pone atención o vigila 
sus ciclos menstruales, esta es la opción de 
anticoncepción menos detectable porque 
los períodos no disminuyen ni desaparecen. 
Sin embargo, al comienzo de usar el DIU 
es normal sangrar poquito entre ciclos de 
menstruación.

Dispositivo 
intrauterino 
(DIU) 
hormonal: 
Mirena y Skyla 

Se introduce un pequeño 
dispositivo con forma de 
“T” en el útero para evitar 
el embarazo:
• al hacer que el 

recubrimiento del útero 
sea tan delgado que no 
se pueda implantar el 
óvulo

• al engrosar el moco 
cervical para evitar que 
el esperma entre al 
útero

• al inhibir que el 
esperma llegue a un 
óvulo o lo fertilice 

• al evitar que se libere 
un óvulo en algunas 
mujeres

Mirena: 
5 años 
(algunos datos 
han demostrado 
eficacia por 
hasta 7 años)

Skyla: 
3 años

Los DIU hormonales tienen 
una pequeña cantidad de 
hormonas que se liberan, las 
cuales pueden disminuir los 
calambres de los períodos y 
hacerlos menos abundantes. 
Algunas mujeres pueden 
dejar de menstruar.

Todos los DIU pueden ser 
utilizados por mujeres sin 
importar sus antecedentes 
de embarazos ni edad, pero 
Skyla fue aprobado por la 
FDA especialmente para 
mujeres que nunca han 
estado embarazadas y para 
mujeres más jóvenes.

El DIU tiene un cordón que cuelga por el 
cuello del útero y que puede detectarse 
cuando se introducen dedos o un pene en 
la vagina. Si a una mujer le preocupa que 
su pareja sepa que está usando un método 
anticonceptivo, puede pedirle a su proveedor 
que corte el cordón que sale por el cuello del 
útero (en el canal cervical) de forma que su 
pareja no pueda sentir el cordón ni tirar de él 
para quitar el dispositivo.

El sangrado irregular es frecuente, 
especialmente durante los primeros seis 
meses. Los períodos cambiarán y pueden 
detenerse. Esta puede ser una opción menos 
segura si su pareja pone atención o vigila  
sus ciclos menstruales.

Métodos Anticonceptivos 
Que se Pueden Utilizar Sin Que su Pareja Tenga Concocimiento de Ellos.

*El envase de la anticoncepción de emergencia puede decir que las pastillas solo deben tomarse en un plazo 
de 72 horas después de tener relaciones sexuales  sin protección y, si se le da la opción de tomar dos pastillas, 
que se deben tomar con 12 horas de separación. Las investigaciones han demostrado que la anticoncepción de 
emergencia es eficaz hasta 120 horas después de tener relaciones sexuales sin protección (aunque la eficacia 
disminuye después de 72 horas) y, si se le dan dos pastillas, es más eficaz tomar las dos pastillas al mismo 
tiempo en lugar de tomarlas con 12 horas de separación. (http://ec.princeton.edu/info/ecminip.html)

Partes de este recurso han sido adaptadas del plan de capacitación Healthy Moms, Happy Babies de Futures 
Without Violence, www.FuturesWithoutViolence.org. Le agradecemos a Futures Without Violence por brindarnos 
su permiso para adaptar sus materiales y por su ayuda con este proyecto.

La financiación de este recurso fue posible por el subsidio n.º SP1AH000015 del Departamento de Salud y 
Servicios Humanos de EE. UU., Oficina del Subsecretario de Salud, Oficina de Salud Adolescente. Las opiniones 
expresadas en el material escrito y por los instructores no reflejan necesariamente las políticas oficiales del 
Departamento de Salud y Servicios Humanos, ni la mención de marcas registradas, prácticas comerciales u 
organizaciones implica apoyo del Gobierno de los EE. UU.

This product is printed 
on eco-friendly paper

www.wcsap.org www.wscadv.orgwww.pregnantsurvivors.org

Todos estos métodos están disponibles solo con receta (excepto la anticoncepción de emergencia, que puede ser comprada sin receta en 
una farmacia). Las personas pueden llamar al 1-800-230-PLAN para encontrar un proveedor de atención médica cerca de ellas que pueda 
recetarles métodos anticonceptivos. Es importante hablar con su cliente sobre un plan de seguridad con respecto a las llamadas de recordatorio 
del consultorio médico y la programación de citas si piensa que estas citas para anticoncepción podrían ponerla en riesgo con su pareja.



              
 

EMERGENCY CONTRACEPTION: A GUIDE FOR PHARMACIES AND RETAILERS (JUNE 2015) 
 
What is emergency contraception (also known as “the morning-after pill”)? 

• Emergency contraception (EC) prevents pregnancy; EC will not disrupt an existing pregnancy. 
• EC pills that contain the progestin hormone, levonorgestrel (LNG), are sold under several names, including Plan B One-

Step®, Take Action®, My Way®, Next Choice One-Dose®, and others.  Most levonorgestrel EC products are available 
over-the-counter (OTC) without age restrictions.  (See reverse side for specific product details.) 

• EC pills that contain ulipristal acetate are available under the brand name ella® and are prescription only.  
• All EC works best when taken as soon as possible after unprotected sex but may be effective up to 5 days after.  
• EC is safe for women of all ages to use.  

 

What are the restrictions for purchasing EC over-the-counter? Do customers need to show ID? 
• For the one-pill LNG EC products containing one 1.5 mg levonorgestrel pill (brand Plan B One Step® and generics), 

there are NO age or point-of-sale restrictions.  Previously, OTC purchases were subject to age restrictions, but 
these have been removed by the U.S. Food and Drug Administration (FDA) and most brands have updated their 
labels to reflect the new regulations.  

o Any woman or man of any age can purchase these EC products without needing to show ID.   
o There is no limit on the number of packages that a person can purchase. 
o Although some of the generic one-pill product labels state that the product is intended for women aged 17 

and older, this is not a restriction on sale (no ID required); it is guidance for the consumer only. 
• For the two-pill LNG EC products containing two 0.75 mg levonorgestrel pills, there are still age restrictions and 

these must be kept behind the pharmacy counter.  A pharmacy staff member must check ID to ensure the person 
purchasing the product is age 17 or older, but a pharmacist consultation is not required. 

 

Where can EC be found within pharmacies and stores?  
• Pharmacies and retailers can sell one-pill LNG EC products directly from store shelves as long as the products have 

updated OTC packaging.  
o Most retailers stock it in the family planning aisle so it can be found easily.  
o There is no need for these EC products to be kept behind the pharmacy counter. 

• Two-pill LNG EC products must still be stocked behind the pharmacy counter. The customer can purchase the product 
without a prescription if they are at least 17 years old. Patients aged 16 or younger will need a prescription.  Some 
states may have protocols that allow the pharmacist to provide a prescription directly to patients. 

o You may consider removing these products from your stock unless they are cheaper than the one-pill 
products.  The one-pill product is easier for patients to take and there’s no chance of not taking the second 
pill at the right time. 

• Ulipristal acetate (ella®) is available by prescription only so it must be kept behind the pharmacy counter.  Some 
states may have protocols that allow the pharmacist to provide a prescription directly to patients. 
 

Why is it important to stock one-pill LNG EC on the shelf? 
• EC is a woman’s last chance to prevent an unintended pregnancy after birth control failure, sexual assault, or 

unprotected sex.   
• EC works best when it’s taken as soon as possible. Convenient and timely access is critically important. 
• Keeping EC behind the counter is an unnecessary and harmful barrier; FDA has approved these EC products to be sold 

on store shelves without any restrictions. 
• Customers may feel embarrassed about purchasing EC; placing it directly on the shelf without locked security boxes 

protects people’s privacy and confidentiality. 
• Pharmacies and stores have an important role to play in helping women prevent unintended pregnancy by maintaining a 

stock of easily accessible EC on the shelf at all times.  
 

Can men purchase LNG EC? 
• Yes, men can purchase over-the-counter LNG EC.  There are no sex/gender restrictions on the sale of any over-the-

counter products. However, prescriptions for EC can only be issued to the patient who will be taking it. 
 

What can I do if my store doesn’t stock one-pill LNG EC on the shelf? 
• If you are the person who makes stocking decisions, you can make space for EC in the family planning aisle. 
• If your store doesn’t sell EC on the shelf, it may be because the regulations around EC have changed frequently in the 

past few years, and it can be confusing. Share these guidelines with your management and encourage them to stock EC 
on the shelf. 

• If you cannot fulfill a customer’s request for EC, please refer them to Not-2-Late’s EC locator: www.not-2-late.com. 
 

American College of Clinical Pharmacy 
Women’s Health                             

Practice & Research Network 

http://www.not-2-late.com/


              
 
 

FDA-APPROVED EMERGENCY CONTRACEPTIVE PILLS AS OF JUNE 2015 
Under current regulations, the products listed below should be made available in the following ways: 

 
 
 

PRODUCT  INFORMATION 
 

Teva EC products (Plan B One-Step®,     

Take Action™, and Aftera™ 
 

 

 
 
 
 

• May be stocked on OTC shelves in stores.  
• Available for purchase over-the-counter for all ages –ID check is not required.   
• Take as soon as possible; may be effective up to 5 days after unprotected sex. 
• 1 tablet (1.5mg levonorgestrel) 
• ~$50/~$40 

 
 

 
Other Generic One-Pill Levonorgestrel 

EC Products 
 

                                    
 

 
 

• May be stocked on OTC shelves in stores. 
• Label indicates that the product is intended for use by women ages 17 and older, but 

ID check is not required.  
• Take as soon as possible; may be effective up to 5 days after unprotected sex. 
• 1 tablet (1.5mg levonorgestrel) 
• ~$40 
 
 
Additional generic one-pill LNG EC products not listed here may become available soon. 

 
Generic Two-Pill Levonorgestrel  

EC Product 
 

 
 

 
• Must be stocked behind the pharmacy counter. 
• Prescription required for those 16 years and younger.  Available for purchase over-

the-counter for those 17 and older. 
• Only EC product that is currently “dual labeled” for prescription and OTC usage. 
• Take both pills together as soon as possible; may be effective up to 5 days after 

unprotected sex. 
• 2 tablets (each 0.75mg levonorgestrel) 
• ~$40 

 
 

ella® 
 

 

 
 

• Must be stocked in the pharmacy as a prescription-only drug. 
• Available for purchase by prescription at the pharmacy (~$50) and through an online 

pharmacy at ella-kwikmed.com ($59 for consultation and medication). 
• Only EC product labeled for prescription use only.   
• Take as soon as possible; effective up to 5 days after unprotected sex. 
• 1 tablet (30mg ulipristal acetate) 

 

 
 

If you have questions or want to share comments about how EC is sold at your store, contact us: 
asec@americansocietyforec.org.  

 
Learn more about EC at www.not-2-late.com and www.rhtp.org. 

 

American College of Clinical Pharmacy 
Women’s Health                             

Practice & Research Network 

mailto:asec@americansocietyforec.org
http://www.not-2-late.com/
http://www.rhtp.org/
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QUESTION: Can our domestic violence/sexual violence programs make OTC* medications, 
  pregnancy tests, and e mergency contraception** available to survivors using our 
  program services?

ANSWER:  Yes! The good news is that we can remove barriers and give survivors access 
  to OTC medications in our programs.

	 	 *non-prescription	
	 	 **Plan	B	One-Step	(levonorgestrel)	is	available	for	all	women	of	child-bearing	
	 	 potential	(one	type	of	emergency	contraception);	other	types	of	non-prescription		
	 	 emergency	contraception	is	available	for	individuals	age	17	and	over.	

THINGS TO CONSIDER 

•  Offering is different from directing: When you offer a bandage to someone who has    
cut themselves, the individual chooses whether or not to use what you are offering. 
By letting folks know that you have Tylenol, Aspirin, children’s cough syrup, pregnancy    
tests, or emergency contraception available, you are providing information, not directing 
someone to use these items.

•  Dispensing is different from informing: The term “dispensing” has legal implications 
in reference to “controlled substances” only. Informing someone that you have OTC 
medication available if they feel the need for it is not the same as dispensing medica-
tion. The individual is choosing to take Tylenol or give their child cough syrup; it is their 
choice. Domestic violence and sexual violence programs are neither prohibited from nor 
directed to make OTC medications available to program participants. See Virginia Code § 
54.1-2519 for “dispensing” and other related definitions.

•  Offering survivors medication enhances empowerment: Survivor-centered, empow-
erment-oriented programs want to avoid controlling survivors’ medications. Survivors 
should be in control of and have immediate and timely access to their own, and their 
children’s, medication. If we make it difficult for survivors to access the medication that 
they may need, we are controlling their choices, and failing to offer a full range of options 
for responding to abuse. Making OTC medications available – just as you would make 
available a Band-Aid, Ace bandage, or ice for a wound – is a way to expand a survivor’s 
control and choices about health and the health of their children. Increasing the ease 
with which a survivor can make choices about OTC medications can impact their life 
beyond the interaction with the program. In particular, making emergency contraception 
available in a timely manner can give a survivor a chance to prevent an unplanned pregnancy.

Frequently Asked Questions: 
Over-the-counter (OTC) medications in domestic violence 
and sexual violence programs
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QUESTION:  How do other domestic and sexual violence programs respond to these needs?

ANSWER:  Individual programs have implemented a variety of creative approaches to 
  meeting the medication and contraceptive needs of survivors. Some examples 
  include:

   •  Provide sample sizes of Tylenol, ibuprofen, aspirin or cough medicine.

   •  Offer the larger-size items and ask for people to take what they need 
       and return it immediately.

   •  Let all program participants know that the programs have pregnancy 
       tests and emergency contraception on site, rather than waiting for 
       someone to specifically ask.

   •  Give everyone an individual lock box for storage of OTC medication 
       and prescription medication.

For more information and sample medication policies for shelters and/or other sexual and 
domestic violence programs, please see the National Center on Domestic Violence, Trauma, and 
Mental Health: Model Medication Policy for DV Shelters

**Modified with permission from the Washington State Coalition Against Domestic Violence

http://www.nationalcenterdvtraumamh.org/wp-content/uploads/2012/01/Model-Medication-Policy-for-DV-Shelters.pdf
http://www.nationalcenterdvtraumamh.org/wp-content/uploads/2012/01/Model-Medication-Policy-for-DV-Shelters.pdf


Sexual coercion involves any behavior intended to maintain power and control in a relationship 
related to sexual activity and sexual health by someone who is, was, or wishes to be involved in 
an intimate or dating relationship with an adult or adolescent.i  Beyond reproductive coercion 
(see Reproductive Coercion Information Sheet), sexual coercion includes a range of behaviors 
that a partner may use that involves pressure, threats, sabotage and/or manipulation to coerce a 
person to engage in sexual activities without using physical force.

Some examples of ways that partners may engage in sexual coercion:ii-iv

 •  Pressure to engage in unwanted sexual activities
 •  Threats to end a relationship if the partner does not engage in sexual activities
 •  Pressure to not use condoms during sex
 •  Breaking condoms on purpose, or taking them off during sex
 •  Tampering with or restricting access to hormones
 •  Manipulating partner to take hormones that they do not want to take
 •  Intentionally exposing a partner to a sexually transmitted infection (STI), 
     including human immunodeficiency virus (HIV)
 •  Threatening retaliation if notified of a positive STI test result
 •  Disregarding “safe words” during sex
 •  Using insults, guilt trips, past consensual sexual activities, or extreme compliments 
     to manipulate partner into engaging in sexual activity
  o  “If you loved me, you would”
  o  “We’ve done it before, so you can’t say ‘no’ now”

Screening for sexual coercion is an important part of providing access to services and options 
that increase safety and positive sexual health outcomes. Many reproductive coercion resources 
present screening in a context that assumes the victim is female and the perpetrator is male. It 
is important during screening that the advocate does not make assumptions based on perceived 
sexual orientation and/or gender identity, therefore leaving out critical screening questions. 

Screening for both reproductive and sexual coercion has implications beyond the needs of 
heterosexual, cisgenderv women. Please review the examples below that illustrate screening 
is applicable to a diversity of people:
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Sexual Coercion Information Sheet
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 •  Some individuals use hormonal birth control methods to manage a variety of medical 
     issues. Advocates should not make assumptions about why someone is taking birth
     control and whether that matches assumptions about their gender identity and sexual 
     orientation. 

Example: 
- A female taking birth control pills to manage irregular periods. Her sexual 
orientation may be other than heterosexual AND it’s still critical to screen 
for reproductive health needs – she may need access to a GYN for contin-
ued medication while in shelter.

 •  When someone identifies as lesbian, advocates should still screen for reproductive 
     and sexual coercion experiences. Do not assume that just because someone has a 
     current female partner that they are not experiencing pregnancy pressure or coercion; 
     or assume that just because someone identifies as lesbian has not experienced 
     reproductive and sexual coercion by a male partner. Sexual orientation is complex 
     and fluid and everyone’s experience of their sexuality is different. 

 •  Some people who identify as transgender may identify as a woman or man (or both 
     or neither) and may need access to a variety of reproductive health services and may 
     experience sexual coercion in ways that might not be congruent with assumptions 
     about their gender identity or sexual orientation. Research has demonstrated that 
      transgender people experience sexual violence at a greater rate than the general 
     population and most often in the context of an intimate relationship. If you are 
     unfamiliar with the medical health needs of transgender people, there are various 
     resources available to help you.

Example: 
- Transgender male who is partnered with a male who tampers with/or 
restricts hormones, which may create a period of fertility. 

- Transgender female whose partner manipulates them into taking 
hormones they do not want to take. 

- Transgender person who does not want certain body parts to be touched 
while being sexually intimate, but those boundaries are violated.  

•  All cisgender men (heterosexual, gay, bisexual) may be at risk for sexual coercion 
   by being pressured to not use condoms during sexual encounters. The risk for STI  
   transmission is greater when people feel they are unable to negotiate safe condom 
   usage in their relationships. 

As a result of increasing your understanding of sexual coercion, survivors will need information 
and services that sexual and domestic violence agencies may not currently provide or know 
about. Agencies must establish clear partnerships with community healthcare providers 
who are able to provide some of these critical services. It is strongly recommended that 
advocates be trained on how to implement sexual coercion screening tools and make 
appropriate referrals BEFORE screening actually occurs.
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iAdapted from American College of Obstetricians and Gynecologists, 2013, Committee Opinion on Reproductive and Sexual Coercion
iiAdapted from Futures Without Violence, June 2011, Reproductive and Sexual Coercion introductory video
iiiFutures Without Violence and American College of Obstetricians and Gynecologists. (2013). Addressing intimate partner violence 

reproductive and sexual coercion: A guide for obstetric, gynecologic, reproductive health care settings. (3rd ed.). Prepared by: 

Chamberlain, L. & Levenson, R. Retrieved from: http://www.futureswithoutviolence.org/userfiles/file/HealthCare/Reproductive%20

Health%20Guidelines.pdf 
ivAdapted from Consent & Coercion, University of Michigan Sexual Assault Prevention & Awareness Center, Retrieved from:

http://sapac.umich.edu/article/49

vCisgender: a person who is assigned a sex at birth that is congruent with their gender identity and expression

 
 

http://www.futureswithoutviolence.org/userfiles/file/HealthCare/Reproductive%20Health%20Guidelines.pdf
http://www.futureswithoutviolence.org/userfiles/file/HealthCare/Reproductive%20Health%20Guidelines.pdf
http://sapac.umich.edu/article/49


Reproductive coercion involves behavior intended to maintain power and control in a relation-
ship related to reproductive health by someone who is, was, or wishes to be involved in an 
intimate or dating relationship with an adult or adolescent.i  Reproductive coercion includes a 
range of behaviors that a partner may use that involves pressure, threats, sabotage, and/or ma-
nipulation. Some examples of ways that partners may engage in reproductive coercion include:ii 

Birth control sabotage: 
 •  Hiding or destroying birth control pills
 •  Pulling out vaginal rings
 •  Manipulating partner to take hormones they do not want to take
 •  Tearing off contraceptive patches
 •  Breaking condoms on purpose, or taking them off during sex
 •  Pressure to not use condoms during sex
 •  Not withdrawing when that was the agreed-upon method of contraception

Pregnancy pressure (physical or verbal threats when a person does not wish to be pregnant): 
 •  “I will hurt you if you don’t become pregnant”
 •  “I will leave you if you don’t become pregnant”
 •  “I will ‘out’ you if you don’t have a baby with me”

Pregnancy coercion:
 •  “He told me what to do with the pregnancy”
 •  “I didn’t have a choice”
 •  “I was afraid of him”
 •  “She said this was the only way we could be a real family”

As a result of increasing your understanding of reproductive coercion, survivors will need 
information and services that sexual and domestic violence agencies may not currently provide 
or know about. Agencies must establish clear partnerships with community healthcare 
providers who are able to provide some of these critical services. It is strongly recommended 
that advocates be trained on how to implement reproductive coercion screening tools and 
make appropriate referrals BEFORE screening actually occurs.

 i Adapted from American College of Obstetricians and Gynecologists, 2013, Committee Opinion on Reproductive and Sexual Coercion
 iiAdapted from Futures Without Violence, June 2011, Reproductive and Sexual Coercion introductory video.

Educational Video 
Click here to watch a reproductive coercion education video: “Making the Connection”
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Reproductive Coercion Information Sheet

https://dl.dropboxusercontent.com/u/37627788/Reproductive%20Coercion%20educational%20video_Futures.mov


Leading. Educating. Advocating.

Feminist
Women’s

Health Center

Cappelletti, M., Gatimu, J., Shaw, G. (2014). Exposing reproductive coercion: A toolkit for awareness raising, assessment, and intervention. FWHC, NCADV, NOMAS.

• Refusing to pull out during sex when previously agreed upon.
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• Refusing to use condoms.

• Poking holes in condoms.
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PREGNANCY OUTCOME CONTROL

• Hurtin
g a woman (or th

reatening to hurt a
 woman) physically or 

emotionally if s
he continues a pregnancy or has an abortio

n.

• Convincing a woman that she has no other option 

but to
 continue a pregnancy or have an abortio

n.

• Pressuring a woman to continue a pregnancy 

or have an abortio
n against her will.

• Making a woman feel guilty for continuing 

a pregnancy or have an abortio
n.

• Physically or economically 

preventing a woman fro
m 

obtaining an abortio
n.

• Physically assaulting 

a woman in an 

attempt to
 induce 

a miscarria
ge.

PHYSICAL ABUSE

• Beating, kicking, hitting, strangling, or using any other form of 

physical violence to force a woman to become pregnant,

 continue a pregnancy, or have an abortion.

• Destroying a woman’s property/possessions to 

pressure her to comply with his reproductive wishes.

• Hurting others, or threatening to hurt others, to force

 a woman to choose a particular pregnancy 

outcome (e.g. hurting children, pets, or etc).

• Raping a woman to get her pregnant.

• Purposefully harming a woman 

so that she miscarries, 

delivers early, or ends 

up having a child 

requiring special 

assistance.
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• Forcing pregnancies and births, one after another in a short tim
e fram

e, 
so that she is unable to w

ork or leave hom
e w

ithout difficulty or risk. 
• R

efusing to help w
ith the costs of raising the child (or other 

shared children) if a w
om

an continues a pregnancy.
• R

efusing to help pay for birth control or an abortion.
• D

estroying a w
om

an’s credit, sabotaging assets, 
or am

assing debt in an attem
pt to force 

her to have a baby, or get an abortion.
• S

abotaging a w
om

an’s ability to earn her 
ow

nincom
e, in an attem

pt to force her to 
have a baby, or get an abortion.

• R
efusing to help pay for

prenatal care and basic 
health needs if a 
w

om
an continues

a pregnancy.

EMOTIONAL ABUSE

• Using a woman’s religious/cultural beliefs to manipulate her into 

choosing a certain pregnancy outcome.

• Convincing a woman that no one would want her if she 

chooses a certain pregnancy outcome.

• Calling a woman names, degrading her, or using 

profanity directed at her, in an effort to coerce.

• Threatening to hurt/kill a woman, to harm 

oneself, or others, in order to coerce a 

woman into choosing a certain

 pregnancy outcome.

• Threatening to “out” a woman for 

an incident/choice/behavior 

if she does not choose 

a certain pregnancy

 outcome.
REPRODUCTIVE

COERCION

          Reproductive health
and intimate partner violence (IPV) wheel

R E P R O D U C T I V E  C O E R C I O N 
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R E P R O D U C T I V E  H E A LT H 

B I R T H  C O N T R O L  S A B O T A G E
• Accusing a woman of infidelity if she wants to use 
  birth control
• Telling a woman that birth control will ruin her 
  future fertility
• Hiding, throwing away, or destroying birth control
• Pulling out contraceptive rings
• Pulling off contraceptive patches
• Poking holes in condoms
• Refusing to pull out during sex when previously 
  agreed upon
• Refusing to use condoms
• Breaking/removing condoms during sex
• Physically or economically preventing a woman 
from obtaining birth control

P R E G N A N C Y  P R E S S U R E 
• Pressuring a woman to get pregnant when she 
  does not want to
• Threatening to hurt a woman physically, 
  economically, or emotionally if she refuses to get 
  pregnant
• Making a woman feel guilty for not wanting to 
  become pregnant
• Accusing a woman of infidelity if she does not 
  want to become pregnant
• Claiming that a woman must not be “in love” if she 
  does not want to become pregnant 

P R E G N A N C Y  O U T C O M E  C O N T R O L 
• Forcing/pressuring a woman to continue a 
  pregnancy or have an abortion against her will
• Making a woman feel guilty for wanting to 
  continue a pregnancy or have an abortion
• Convincing a woman that she has no other option 
  but to continue a pregnancy or have an abortion
• Hurting a woman (or threatening to hurt a woman) 
  physically and/or emotionally if she continues a 
  pregnancy or has an abortion
• Physically or economically preventing a woman  
  from obtaining an abortion
• Physically assaulting a woman in an attempt to 
  induce a miscarriage

I N T I M A T E  P A R T N E R  V I O L E N C E 
 
P H Y S I C A L A B U S E 
• Beating, kicking, hitting, strangling, or using any 
  form of physical violence to force a woman to become 
  pregnant, continue a pregnancy, or have an abortion
• Purposefully harming a woman so that she 
  miscarries, delivers early, or ends up having a child 
  requiring special assistance
• Hurting or threatening to hurt others to force a woman 
  to choose a particular pregnancy outcome
• Destroying a woman’s property or possessions to 
  pressure her to comply with his reproductive wishes
• Raping a woman to get her pregnant

E C O N O M I C  A B U S E 
• Refusing to help pay for birth control or an abortion
• Refusing to help with the costs of raising the child 
  (or other shared children) if a woman continues a 
  pregnancy
• Refusing to help pay for prenatal care and basic 
  health needs if a woman continues a pregnancy
• Forcing pregnancies and births, one after another 
  within a short time frame, so that she is unable to 
  work or leave the home without difficulty or risk 
• Destroying a woman’s credit, sabotaging assets, 
  or amassing deb in an attempt to force her to have a 
  baby, or get an abortion
• Sabotaging a woman’s ability to earn her own income 
  in an attempt to force her to have a baby, or get an 
  abortion

E M O T I O N A L  A B U S E 
• Convincing a woman that no other person would want 
  her if she chooses a certain pregnancy outcome
• Calling a woman names, degrading her, or using 
  profanity directed at her, in an effort to coerce her into 
  choosing a certain pregnancy outcome 
• Threatening to harm oneself, or others, to coerce a 
  woman into choosing a certain pregnancy outcome
• Threatening to hurt/kill a woman if she does not 
  choose a certain pregnancy outcome
• Threatening to “out” a woman for an incident/choice/
  behavior she may want to remain secret if she does 
  not choose a certain pregnancy outcome
• Using a woman’s religious or cultural beliefs to 
  manipulate her into choosing a certain pregnancy 
  outcome
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Name      Intake Date/Time   Staff/Interviewer 
 
Cell Phone Number:      
     
Accommodations Needed?         Yes   No      If so, what?        
              
 
 
Perpetrator Information of Presenting Experience: 
 
Gender:  Female   Race:   African-American/Black   Native American   
   Male       Asian/Pacific Islander    Native Alaskan 
   Transgender      Caucasian     Other 
 
Age:     Relationship:     Acquaintance      Other Household Member 
        Caretaker (non-family)     Parent 
        Cohabiliting Partner/Spouse     Stepparent/Parent’s Dating  
                         (include ex’s)          Partner 
         Dating partner     Stranger 
         Family      Unknown/Other 
      
 
Is there a Protective Order in effect?  Yes   No  
If yes, attach copy. 
 
 
Accompanying Child(ren) Information: 
 
Full Name:     Age:   Gender:   
 
           
 
          
  
          
  
 
 
 
 

Shelter Intake Form: Brief 
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Immediate Needs: 
 
Are you or your children in need of:   food  Need Addressed?  Yes   No    Notes:       
       clothing Need Addressed?  Yes   No    Notes:       
       shoes Need Addressed?  Yes   No    Notes:       
       other  Need Addressed?  Yes   No    Notes:       
 
Do you or your children have any current medical or health related needs?   Yes   No    
           Healthcare information provided. 
 
 
 
Emergency Contact Person: 
 
Name:         Phone Number:       
  
 
By signing below, my signature grants permission for staff to call the above emergency contact person in the case of an emergency. 
 
 
Resident Signature:        Date:     
 
Staff/Interviewer Signature:       Date:     
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Developed by the Haven Shelter & Services, Inc. in Warsaw, Virginia 
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Date:    Time:   Staff/Interviewer: 

Participant Code:       

Gender:    Race:   Age: 

Locality: 

Disability Yes No If yes, is it a result of domestic or sexual violence? Yes  No 

Are you an Immigrant/refugee/asylum seeker? Yes No   LEP 

Are any household member a dependent of, active or retired military? Yes No 

Have you used The Haven Services before? Yes No 

Are you eligible for TANF benefits? Yes No Don’t Know 

Are there concerns for your children who have been exposed to violence? Yes No 

Are you currently enrolled in college? Yes No 

How did you hear about The Haven? 

Reason Shelter Requested  DV SV  FV Homeless Other 

 

Presenting Incident of Violence 

Was there a recent incident of violence that brought you to shelter?  Yes No 

Where did the presenting violence take place? Home Other household School  

      Campus Workplace  Other  

Was the presenting incident reported to law enforcement? Yes No 

Shelter Intake Form: Full 
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Have charges been filed against perpetrator? Yes No If yes,   Misdemeanor   Felony   
Both 

Do you have concerns about custody of your children or child support? Yes No 

If you do not have a protective order, are you interested in more information on how to obtain one?
 Yes No 

 

Impact of Presenting Experience 

What are your primary concerns right now that are a result of your most recent experience? Check all that 
apply. 

Ability to meet financial needs 

Access to affordable and safe housing 

Awareness and access to community resources (how to get more help) 

Family stability 

Impact of the violence on my children 

Impact of the violence on a non-offending partner 

Impact of the violence on a non-offending parent/guardian 

My mental/emotional health and well being 

Immigration Issues 

Legal Issues 

Physical well- Being (Physical health needs) 

Safety (fear of the abuser, feeling unsafe) 

Sexual and Reproductive health and well- being 

Spiritual well-being 

Support Systems/relationships (trust, relationships within communities, family and friends) 

Other 

Of the concerns you have identified above, what are your three most immediate concerns? 
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What have you done to help keep yourself safe in the past, in response to the violence,  that has been 
helpful? 

What have you done in the past that has not been helpful? 

 

 

Asking any questions about history of violence experienced should be prefaced with an explanation and a 
request to continue. “ I would like to ask you a couple of questions about your history with violence and 
whether you have had past experiences with violence, is it alright for me to proceed or would you rather 
not. It is up to you.” Allow the person a few moments to think about what they would like to do. 

 

History of Violence Experienced 

Have you experienced sexual or domestic violence in any other relationship as an adult? Yes No 

More info: 

 

Have you experienced sexual or domestic violence as a child? Yes No 

More info: 

 

Is there anything you would like to share about any experience of violence you have experienced in the 
past? 

 

 

I would like to move on to talk about what brought you to us. The next set of questions is about your most 
recent experiences with violence. Please take your time and feel free to stop if you need to take a break.  

 

Risk Assessment and Safety Planning  

If perpetrator is a former partner/spouse, is the separation recent?  Yes No 

Has the perpetrator ever: 

Stalked you or another family member?  Yes No 

Used a weapon, or an object as a weapon against you or another? Yes No 

Threatened to or used a firearm against you or another? Yes No 
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Made threats of suicide or homicide? Yes No 

Blocked or obstructed your breathing? Yes No 

Hurt or threatened to hurt your children? Yes No 

Hurt or threatened to harm a pet or other animal you or your children care for? Yes No 

Destroyed or threatened to destroy your property? Yes No 

Destroyed or tampered with (messed with) your birth control, refused to use birth control or prevented 
you from using birth control? Yes No 

Forced you to become pregnant when you didn’t want to or to terminate a pregnancy that you didn’t want 
to? Yes No 

If you are dependant on the perpetrator, has the perpetrator kept you from getting help with a personal 
need, such as eating, bathing, toileting, or access to medications?  Yes No 

Are you currently pregnant or concerned about being pregnant?  Yes No 

 

As a result of the violence, have you or your children: 

Sustained physical injuries requiring emergency medical attention? Yes No 

Missed time from school, work or missed scheduled appointments? Yes No 

Experienced a loss of income and or financial security? Yes No 

Become homeless? Yes No 

Had to relocate? Yes No 

Considered suicide? Yes No 

Become pregnant or were worried about being pregnant when you did not want to be? Yes  No 

 

Medical and Health Information 

Do you or your children have any health concerns or medical issues that we should know about? Yes
 No 

If yes, explain. 

 

Are you or your children on any medication that the staff should be aware of? Yes No 
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Do you or your children have any concerns about any health or medical related issues that you would like 
to address? Yes No 

If yes, explain. 

 

Do you have health insurance?  Yes  No 

Do your children have health insurance?  Yes  No 

Would you feel comfortable providing your health insurance information to the staff? Yes No 

(If yes, copy health insurance card/information and attach) 

If you do not have health insurance, would you like help with trying to get it? Yes No 

Do you have a Primary Care Dr.? Yes No Name: 

Would you be interested in speaking with a healthcare professional while you are at the Shelter?  

Yes No Maybe 

 

Housing and Employment 

The following questions are for individuals who express a need in obtaining housing or employment. 

 

Are you currently employed? Yes No 

If not, when and where were you last employed? 

What is the source of your income? Salary  Benefits Child Support   

     Disability/SSI  Other 

What is your current income per month? 

Do you have a prior felony conviction? Yes No 

Have you ever been evicted from housing? Yes No 

Do you know your credit score?  Yes No if so, what is it?  

Would you like help in finding out your credit score? Yes No 

Do you have a car or access to transportation? Yes No 
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Education 

Did you complete high school or do you have a GED? Yes No if no, what grade did you 
complete? 

Are you interested in pursuing a GED at this time? Yes No 

Did you complete college?  Yes No if yes, what was your degree in? 

Are you a registered voter? Yes No 

Would you like to become a registered voter? Yes No 

Is there anything else you would like to tell us about your situation or what you might need from the 
staff?  

 

 

 

 

 

 

 

 

 

 

 

 

 

Developed by the Haven Shelter & Services, Inc. in Warsaw, Virginia 

 



Reproductive and Sexual Coercion Toolkit 
Virginia Sexual & Domestic Violence Action Alliance 

www.vsdvalliance.org 

	
	
This may not be a concern for you right now; however we give this information sheet and this 
safety card to everyone who uses our services. 

Many women who come to our program have experienced situations that put 
them at risk for unwanted or unplanned pregnancies. If you are concerned about 
being pregnant or if you have had unprotected sex in the past 5 days and do not 
wish to become pregnant, please speak with a staff member.  

If you are concerned about being pregnant we can provide you with a pregnancy test. 

If you are concerned because you have had unprotected sex in the past 5 days there is a 
safe medication that you can take called emergency contraception (or the morning after pill). 

Emergency contraception is available at the Health Department at a reduced fee or at a local 
Pharmacy without a prescription if you are 17 years or older. 

Please talk to your case manager about any concerns you have about pregnancy and/or safe 
contraception.  

Below are some resources offering Reproductive Health services: 

 

 

INSERT DETAILS OF MEDICAL CLINICS HERE, INCLUDING 
OPERATING HOURS AND  OTHER IMPORTANT INFORMATION 

 

Health Care Information Sheet 
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R E P R O D U C T I V E  C O E R C I O N 

P R E - S C R E E N I N G  C O N S I D E R A T I O N S  A N D  P R E P A R A T I O N S

When working with people being victimized by their intimate partners, as always, be sure to establish 
a safe, comfortable, private, and supportive environment for whomever you may be speaking with, 
as this may put the person more at ease and promote full disclosure.

You should discuss the limits of confidentiality and mandatory reporting with every individual you 
serve. If you are not familiar with the limits and laws around confidentiality and mandatory reporting 
in your state or territory, contact your state domestic violence coalition or sexual assault coalition 
for information. If you are working with a minor being victimized, contact child protection agencies in 
your city or state for reporting requirements for minors experiencing violence. 

Be sure to incorporate questions and information about reproductive coercion into all of your 
conversations with everyone you serve. A woman may not overtly realize that she is being 
victimized, she may not understand her rights in the relationship, or she may not know how to go 
about obtaining birth control or other family planning services. 

If you haven’t already done so, establish good relationships with organizations in your local area 
and state that provide services for and information about women’s reproductive health and wellness 
so you can refer victims to these places when needed. Feminist women’s health clinics and/or local 
Planned Parenthoods provide non-biased, comprehensive information, resources, and services 
about women’s reproductive health and wellness. 

To find a local 
reproductive health clinic 
or organization, please 
visit: www.ncadv.org/
programs/reproductive-
coercion/Resources.pdf

For more information 
about reproductive 
coercion, please visit:
www.ncadv.org/
programs/reproductive-
coercion/Quick-facts-
awareness-raising.pdf
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R E P R O D U C T I V E  C O E R C I O N 

S A M P L E  S C R E E N I N G  Q U E S T I O N S  F O R  A D V O C A T E S  T O  A S S E S S 
F O R  R E P R O D U C T I V E  C O E R C I O N

• Are you currently pregnant or planning to become pregnant?

I F  S H E  I S  N O T  P R E G N A N T :

• Do you feel safe asking your partner to use birth control/condoms when you have sex?

• Does your partner respect your thoughts and wants around having children?

• Do you feel like your partner is pressuring you to become pregnant?

• Has your partner ever accused you of being unfaithful or tried to make you feel guilty for wanting 
  to use birth control?

• Has your partner ever threatened you in any way in order to get you pregnant, or done something 
  to you because you did not wish to become pregnant?

• Does your partner refuse to use birth control (e.g., condoms) or refuse to allow you to use birth 
  control (e.g., oral contraceptives)?

• To your knowledge, has your partner ever tampered with any birth control method you have used 
  (e.g., poked holes in condoms, purposefully not pulled out before ejaculating into you against your 
  wishes, pulled out a vaginal ring, ripped off contraceptive patches, hid or destroyed birth control 
  pills, pulled out an IUD)?

• Has your partner forced or pressured you to have sex when you did not want to (tried to guilt you, 
  verbally or physically abused you, or threatened you in any way)?  

• Does your partner refuse to help you financially with birth control?

• Has your partner ever forced you to get an abortion?

• Do you secretly use a form of birth control that your partner is not aware of to prevent a pregnancy 
  because you are afraid of his reaction if he found out?

• Has your partner tried to convince you that using birth control is wrong or bad for you?

• Has your partner used language suggesting that if you had a child together you would be bound to 
  him forever?

• Are you interested in obtaining birth control that cannot be easily detected such as an IUD or birth 
  control shot?



I F  S H E  I S  C U R R E N T L Y 
P R E G N A N T

• Is this a pregnancy you wanted and 
  currently want?

• Are you fearful of your partner 
  regarding this pregnancy for any  
  reason?

• Has your partner denied paternity?

• Do you feel your partner is forcing you 
  to have this baby against your will? 

• Do you feel your partner is trying to convince you to terminate the pregnancy against your will?

• Are you receiving prenatal care, and if not, is your partner doing anything to prevent you from 
  doing so?

• Has your partner done anything to hurt you or tried to do something that may make you 
  miscarry?

• Do you feel you have financial support from your partner to help you through this pregnancy 
  (or abortion if chosen)?

• Has your partner threatened you in any way because you want to continue the pregnancy (or 
  because you want to terminate the pregnancy)?

• Has your partner either refused to help pay for the costs of raising the child, or said or done 
  something to make you believe he won’t help you financially? 

• Has your partner’s behavior become more erratic or aggressive since you became pregnant?

• If you are continuing the pregnancy, are you fearful of how your partner may behave after you 
  have the baby?

• Are you fearful or concerned about how your partner may treat the child after it is born?

• Do you feel you have the emotional support you want and need from your partner regarding 
  this pregnancy? 

• Do you feel you have the support you may need after the baby is born either from your partner 
  or from others?
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The [Domestic Violence Program] and the [Family Planning Program] 

This agreement is by and between [domestic violence program] and [family planning program] to 
enhance the response to individuals and families experiencing intimate partner violence in the 
[locality/region] area. 

The parties listed above and whose designated agents have signed this document agree that: 

1) The [domestic violence program] and [the family planning program] agree to work 

collaboratively on increasing reproductive and sexual coercion screening and health related 

referrals to enhance our response to those experiencing intimate partner violence. 

2) The [domestic violence program] will provide training and ongoing technical assistance on 

identifying and responding to intimate partner violence for all staff of [the family planning 

program]. 

3) The [family planning program] will provide training and ongoing technical assistance on 

reproductive health and family planning to all staff of [domestic violence program]. 

4) The [family planning program] agrees to use model interventions identified for screening for 

intimate partner violence and participate in training and evaluation activities. 

5) When intimate partner violence is identified by [the family planning program], staff will review 

advocacy services available in the community and provide referral to the [domestic violence 

program] or other appropriate domestic violence services. 

 

Memorandum of Agreement Sample 
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6) The [domestic violence program] agrees to provide each individual seeking services as a result of 

a referral from the [family planning program] with appropriate safety planning and support 

services to address intimate partner violence. 

7) The [domestic violence program] agrees to provide materials to the [family planning program] 

in support of ongoing training and consultation efforts, as well as awareness materials to 

distribute to the [family planning program’s] clients. 

8) The [domestic violence program] agrees to develop and maintain up-to-date referral and 

resource materials and to make those materials available to the [family planning program]. 

9) Representatives of the [domestic violence program] and the [family planning program] will 

meet at least once annually to ensure an understanding of the scope of services provided by their 

respective programs, review referral policies between agencies, and revisit the terms of this 

agreement. 

 

We, the undersigned, approve and agree to the terms and conditions as outlined in the Memorandum of 
Understanding. 

              
Name       Name 
Executive Director     Title 
Domestic Violence Program    Family Planning Program 
 
              
Date       Date 

 

 

 

Developed by the Haven Shelter & Services Inc. in Warsaw, Virginia and adapted by the Virginia Sexual and Domestic Violence Action 

Alliance 



Local Resources Worksheet 

 

Local Family Planning Clinics 

 Name:  ______________________________________________________ 

 Address:  ____________________________________________________ 

 Phone Number:  _______________________________________________ 

 Hours of Operation: 

 Services Offered:  _____________________________________________ 

 ____________________________________________________________ 

 ____________________________________________________________ 

 ____________________________________________________________ 

 Transportation Options: 

 Emergency Contraception?  ____ Y  ____ N    

Prescription Needed?  ____Y  ____N 

 

Local Pharmacies 

 Name: 

 Address: 

 Phone Number: 

 Hours of Operation: 

 Emergency Contraception Available Over the Counter?   ____ Y  ____N 

  Costs:  $___________ 

Name: 

 Address: 

 Phone Number: 

 Hours of Operation: 

 Emergency Contraception Available Over the Counter?   ____ Y  ____N 

  Costs:  $___________ 
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