Date of Birth: Age: Race: Marital Status: Address:
Occupation: Last Grade Completed: Phone:
Language: Insurance Carrier:
Name of Husband/Domestic Partner: Phone:
Name of Father of Baby: Phone: Emergency Contact: Phone:
Pregnancy History
Total times Number of | Number of | Number of Number of Number of | Number of Number of living
you have been | babies born | babies born | elective abortions | miscarriages ectopic pregnancies with | children you have:
pregnant: full term: premature: | you have had: you have had: | pregnancies: | multiple babies:

Menstrual History

1% day of your last menstrual
period:

Do you get your cycle
every month:

Your cycle comes every how many
days?

How old were you when you got
your 1% period?

Was the cycle of normal flow and
duration for you:

Prior Cycle Date:

Were you on birth control at the
time of conception:

What was the date of the 1% positive
pregnancy test:

Past Pregnancies

Please fill out this section in chronological order starting with your 1% pregnancy
If the pregnancy was terminated or a miscarriage please fill out the date, how far along you were and under comments please
indicate if it was elective or spontaneous

Date of | How faralong | Length
delivery | were you when | Of
you delivered? | Labor

Baby’s | Gender
Birth of baby
Weight

Type Of Type of Hospital
Delivery: | anesthesiayou | Of
Vaginal or | received? Delivery
c- section? | Epidural?

Comments/
Complications

Did you suffer
from preterm
Labor with this
pregnancy?




Medical History
Please indicate whether you have or have had any of the following

Details:

Details:

1. Diabetes

17. Do you know your blood
type?

2. High blood Pressure

18. Pulmonary problems like
Tuberculosis or asthma

3. Heart Disease

19. Seasonal Allergies

4. Autoimmune
Disorder/ Lupus

20. Are you allergic to any
medications or to Latex

5. Kidney problems, Frequent
urinary tract infections

21. Breast problems like
fibrocystic breasts

6. Neurological problems/
Epilepsy

22. Have you ever had any
gynecologic surgeries like
LEEPS or Cone Biopsies

7. Psychiatric

23. Please list any Operations
or Hospitalizations

8. Depression/ Postpartum
Depression

24. Problems with anesthesia

9. Hepatitis/ Liver Diseases

25. History of Abnormal Pap
smear? When was your last
pap smear? Was it normal?

10. Varicose veins/ Phlebitis

26. Uterine abnormalities

11. Thyroid problems

27. Problems with Infertility

12. Have you suffered any
Trauma or Violence

28. Relevant Family History:
Anybody in you immediate
family with the above?

13. History of Blood
Transfusion

29. Other

Do you use:

Amount used before conception:

Amount used since last period:

Number of years used:

14. Tobacco:

15. Alcohol:

16. Hlicit/ Recreational
Drugs:




| What Symptoms have you had Since your last period:

Genetic Screening/ Teratologic Counseling
Includes Patient, Baby’s Father, or Anyone in Either Family with:

Yes | No Yes | No
1. Patient’s Age or baby of father > or = to 35 y/o at 12. Huntington’s Chorea
Estimated Date of Delivery
2. Thalassemia (Italian, Greek, Mediterranean, or Asian ) 13. Mental Retardation/ Autism
3. Neural Tube Defect (Meningomyelocele, Spina Bifida, or 14. Other Inherited Genetic or Chromosomal
Anencephaly) Disorder like extra fingers, clef palette , club foot
4. Congenital Heart Defect 15. Maternal Metabolic Disorder
5. Down Syndrome 16. Patient or Baby’s Father has a child with birth

defect not listed above
6. Tay-Sachs (Jewish, Cajun, French Canadian) 17. Recurrent Pregnancy Loss or Stillbirth
7. Canavan Disease 18. Medications/Drugs/Alcohol Since LMP
8. Sickle Cell Disease or Trait (African) If Yes, Agents, Strength and Dose
9. Hemophilia or Other Blood Disorder 19. Any Other
10. Muscular Dystrophy
11. Cystic Fibrosis
Comments:
Infection History
Yes | No Yes | No

1. Live with Someone with TB or Exposed to TB

4. History of STD: Gonorrhea, HPV, Chlamydia,
Syphilis

2. Patient or Partner has History of Genital Herpes

5. Have you had chicken pox

3. Have you had a Rash or Viral Iliness Since your last
period?

6. Do you have cats?

Comments:




