
Client Information

Name 








    Age _______ DOB 

_______

Maiden Name 



_   SSN 



   State of Birth 


    
Address 





______







City 







  State 


  Zip 


 

Mailing address________________________________________________________________________________

Phone_



 Cell________________Work________

 OK to use?__________________

Partner’s name_______________________DOB___________SSN________________State of Birth____________

Children’s name(s)______________________________________________________________________________

Emergency Contact___________________________________Phone_________________Relationship____________

Birth Certificate Information

Client:
Pre-pregnant wt:_________Height________

Ethnic background 





Years in School 

________


Partner:




  
Ethnic Background





Years in School 






Marital status _________________________________ 

Marital status__________________________________

Occupation____________________________________
             Occupation_____________________________________

Employer_____________________________________
             Employer______________________________________

Insurance Information:  Self Pay     Cigna     Blue Cross     Medicaid     Other     (please circle one)

Insurance Co.___________________________________________Phone______________________________

Address___________________________________________________________________________________

Identification #_______________________Group #_________________Group Name____________________

Subscriber______________________________Employer___________________________________________
Menstrual History
Age Began
  # Days between 
 # Days of flow
  Is your cycle usually regular? 

_______

Describe your flow: 



 Do you have PMS/Cramps? Describe 



 

Do you take any medications for menstrual symptoms?








Have you had periods of time when you didn’t menstruate or had unusual periods/bleeding? 



Was this a planned pregnancy? 

   Did you have any problems getting pregnant? 

_______

Have you used oral contraceptives in the last 18 months? 


 If so, when did you stop? 
______ 

Were you using birth control when you conceived? What form? 





_______


LMP 




Was it normal? 

______
Conception date
________

Are you sure of dates? 
______
Did you take a preg. test? 
__
Was it urine or blood? 
________
Date(s) 

_______
_
Results 


________
Felt the baby move? 

_
Had an U/S? 

_______
Date of U/S 

______
Due Date by U/S __________

Your Medical History
Please mark if you have had any of the following. Describe and provide dates below:

Diabetes/sugar_______

Gastrointestinal  issues
 Rubella 



Chicken Pox 




Rheumatic Fever 

 Kidney Disease 


Urinary Tract Infections 

Hypertension 



Severe Headaches 



Epilepsy 



Cardiac Disease 


Tuberculosis 




Asthma 




Allergies 



Thyroid 


 

Anemia 




Liver disease/Hepatitis 


Circulatory issues 



Varicosities 




Cancer/growths 

 

Back problems 

 Arthritis/Rheumatism 

  

Accidents 



Operations 



Eye/vision issues_________

Hemorrhage 




Blood Transfusion 


Yeast Infections


Exposure to Xrays 

 Psychiatric disorder 



Eating disorder 


Blood clotting/bleeding 

disorder            __________

Do you feel you may have been exposed to HIV? 

 If so, when and how? 





Any other medical problems/issues not listed 










Notes: 














 
Your Gynecological History

Please check if you currently have or have had any of the following:

_______Fertility Issues

_______Cervicitis

_______Cervical surgery

_______Cervical polyp

_______Ovarian cyst

_______Fibroids

_______Endometriosis

_______Abnormal bleeding

_______Uterine surgery

_______Breast lumps/surgery

Date of last Pap__________________________

Was it normal?    Y     N

Have you ever had an abnormal Pap smear?   Y   N


Please explain____________________________

_______________________________________

_______________________________________

_______________________________________


Notes:
_______Trichomonas

_______Chlamydia

_______Gardnerella/Bacterial vaginosis

_______Herpes (___oral  ___genital)

_______Gonorrhea

_______Syphilis

_______Pelvic inflammatory disease

_______Genital warts

_______Genital sores

_______Other

Obstetric History

	
	Month/Year
	Weeks

Gestation
	Doctor/

Midwife
	Length

Of 

Dilation
	Length 

Of 

Pushing
	Time

For 

Placenta
	Baby

Sex/

Weight
	Name 

Of 

Child
	Where 

Did 

Birth 

Occur?
	Wt.

Gain

	1
	
	
	
	
	
	
	
	
	
	

	2
	
	
	
	
	
	
	
	
	
	

	3
	
	
	
	
	
	
	
	
	
	

	4
	
	
	
	
	
	
	
	
	
	

	5
	
	
	
	
	
	
	
	
	
	

	6
	
	
	
	
	
	
	
	
	
	

	7
	
	
	
	
	
	
	
	
	
	

	8
	
	
	
	
	
	
	
	
	
	


Details____________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

Previous Pregnancy, Labor, Birth & Postpartum-Write in child’s name where applicable

Premature birth(s)_____________________________________________________________________

Overdue births(s)______________________________________________________________________

Posterior labor__________________________________Breech or Twins_________________________

Induction or augmentation (Pitocin)_______________________________________________________

Fetal distress and/or meconium___________________________________________________________

Vacuum or forceps extraction________________________Episiotomy___________________________

Cesarean birth_________________________________________________________________________

Hemorrhage________________________________________Tears______________________________

Other interventions_____________________________________________________________________

Breastfeeding__________________________________________________________________________

Problems with breastfeeding______________________________________________________________
Lifestyle & Habits

Do you or your partner:





Client

Partner

Comments
smoke tobacco
    
    









drink alcohol
    
    









take prescription drugs
    
    









drink caffeinated beverages
    
    









use medicinal herbs
    
    









Do you have a history of drug use/abuse? Have you ever been in a recovery program?

Client 


 Partner 








Do you have any pets? 


 Are you currently eating raw meat? 





Are you taking any vitamins or supplements?










How would you describe your diet? 










What do you do for exercise? 











Do you have a religion or spiritual practice? 











Present Pregnancy

During this pregnancy have you experienced any of the following:

Abdominal Pain 


Cramping 



Bleeding/Spotting 


Urinary Tract Infection

Fever 




Nausea 



Vomiting 



Poor Appetite 



Pica 




Const/Diarrhea 



Hemorrhoids 



Extreme Fatigue 


Headaches 



Swelling 




Visual probs. 



Dizziness 



Fainting 



Bruising 



Bleeding gums 


X-Ray exposure


Rashes 



Pigment change 


Leg cramps______________
Other discomforts 







Comments: 













































Family History
Please mark if anyone in your immediate family (parents, siblings, grandparents) have any of the following:

Diabetes 



Cancer/growths 


Thyroid disorder


Genetic disorders 


Respiratory illness


Epilepsy 



Kidney disease

 High blood pressure 


Tuberculosis



Cardiac disease


Circulatory problems


Twins 





Any other medical problems/issues not listed 






​​​​​_________
Explanation: 












_______

Family Obstetric History
How many times was your mother pregnant? 

 How many children did she have? 



How many are living now? 

  Did she have any miscarriages? 






Were there any complications in any of her pregnancies? If so please describe. 





Did your mother take DES while she was pregnant with you? 
  What was your birth weight?
 
Did she give birth at home or in the hospital? 

 Did she breastfeed? 





What is her attitude toward birth now? 








 

Has anyone else in your family had complications during pregnancy or birth? 





Comments/Concerns 






















































____________

Father of the Baby Information

Please have the father fill out the following, or fill out to the best of your knowledge if he is unavailable:

Blood type 

     Birth weight 

  Family history of genetic disorders 

______

Please mark and list dates if you have had any of the following:

Hepatitis 

     Blood transfusion 

  Herpes 
 Other STDs 



_____
Do you feel you may have been exposed to HIV? 

 If so, when and how? 





Any other medical problems/issues not listed 
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