Maternat Fotiad Modbirine
HEALTH INFORMATION FORM

NAME: BIRTH DATE: / / TODAY’S DATE: / /
NAME OF SPOUSE/PARTNER: REFERRED BY:
FIRST DAY OF LAST MENSTRUAL PERIOD: / / EsTIMATED DUE DATE: / /

REASON FOR CONSULTATION:

PLEASE LIST ANY PREGNANCY PROBLEMS YOU HAVE NOW:

LIST ANY ALLERGIES TO MEDICATIONS:

Please list your previous pregnancies: (Including miscarriages, stillbirths, ectopics and terminations)

Year Weeks pregnant Birth Weight Boy/Girl Vaginal delivery or Reason for Complications
at delivery cesarean section? cesarean

FAMILY AND GENETIC HISTORY:
PLEASE DESCRIBE ETHNIC BACKGROUNDS (FOR EXAMPLE, IRISH, ITALIAN, JEWISH, AFRICAN AMERICAN, ETC.):
YOUR ETHNIC BACKGROUND:
THE BABY’S FATHER'S ETHNIC BACKGROUND:

PLEASE CHECK (X) IF THE FOLLOWING APPLY TO YOU:

Yes | No Yes | No

You will be 35 or older when the baby is born? X-ray exposure during the pregnancy?
The baby’s father will be 50 or older when the Rash or fever during the pregnancy?
baby is born?
Medication exposure during the pregnancy?
Do You, THE BABY'S FATHER OR ANY FAMILY MEMBERS HAVE ANY OF THE FOLLOWING?

Yes | No Yes | No Yes | No
Mental retardation Mediterranean Anemia Neural tube defect
Down Syndrome Sickle Cell Disease Heart defect
Fragile X Cystic Fibrosis Birth defects
Tay Sachs Muscular dystrophy Other?
GYNECOLOGIC HISTORY - HAVE YOU HAD ANY OF THE FOLLOWING?

Yes | No Yes | No

Infertility Fibroids
Conceived by IVF or assisted reproduction? Abnormal uterus
Previous cervical surgery Abnormal Pap smear
Incompetent cervix History of any sexually transmitted diseases
MEDICAL HISTORY - HAVE YOU HAD ANY OF THE FOLLOWING?

Yes | No Yes | No Yes | No
High Blood Pressure Seizures/epilepsy Anemia/Blood transfusions
Diabetes Hepatitis/ Yellow jaundice Kidney Infections/stones
Asthma Ulcers Arthritis/joint pain
Heart Trouble/murmur Thyroid Disease HIV
Rheumatic Fever Cancer

Other (describe)




Patient Name:

Date: / /

List Current Medications:

List Operations/Hospitalizations/Injuries

Drug Name Dosage

Reason Date

SoclAL HisTory

Habits during pregnancy

Smoking Yes [ No [
Alcohol Yes O No O
Drug Use Yes [ No [
Seat Belt Use Yes O No O
Regular Exercise Yes O No [

REVIEW OF SYSTEMS

Please check (X) if any of the following apply to you now or in the past:

[ Now | Past | Notes

[ Now | Past | Notes

1. Constitutional

7. Gastrointestinal

Fever Diarrhea
Severe fatigue Bloody stool
2. Eyes Nausea/vomiting

Double vision

Constipation

Spot before eyes

8. Skin/Breast

Vision changes Masses

3. Ears/Nose/Throat Rash
Ear aches 9. Neurological
Ringing in ears Dizziness
Sinus problems Seizures
Sore throat Numbness

Mouth sores

Trouble walking

Dental problems

10. Psychiatric

4. Cardiovascular

Depression/Anxiety

Chest pain

Other

Swelling of legs

11. Hemotologic

Palpitations of heart

Bruises, frequent

5. Respiratory

Bleeding does not stop

Wheezing

Enlarged lymph nodes

Spitting up blood

12. Genitourinary

Shortness of breath

Blood in urine

6. Endocrine Urgency
Dry skin
Abnormal thirst

Completed by: Patient O Office Nurse O Physician O

Signature of patient:

Date reviewed by physician with patient:

Physician Signature:

Follow up reviews:

Date reviewed:

Date reviewed:

Physician Signature:

Physician Signature:

Date reviewed:

Physician Signature:




