OBSTETRIC MEDICAL HISTORY

Patient Name:

Date Form Completed:

* |t you are uncomiforlablg answer]ng'any questio

Palient Addressograph

ns, leave them blank; you can discuss them wilh your goctor Or nurse.

PERSOMAL HEALTH HISTORY

1. O Yes O No Are you allergic to any medicalions?

If yes, please list:

£ von Willebrand's disease or other bleeding disorders

[ Blood clolting disorder (eq, phlebitis)

O Diabetes

O Eating disorder

{2 Depression

0O Aslhma

O Anemia

O Herpsas

0O Sexvally transmitted diseases

2, Pl.ease mark any conditicn that you have or have had in the past:
0 Cancer 0 HIVIAIDS
O Epilepsy [0 Thyroid disarder
(O Heart disease 0O Headaches
(3 High blood pressuwre 0 Arthritis or fupus
(O Kidney disease J Frequent Infections
O Hepalitis " O Bowel disease

0O Recurrent ufinary tract infections

Describe, if needed:

3. Please indicate any surgery thal you have had:

a. Please describe any heaith problems or symptoms that you are having at this time:

5. O Yes C1 No Do you or any family mem

ber have a hislory of problems with anesthesia?

If yes, please descrie:

6. O Yes [3 No Do you have any religious objections to any for

o of medical reatment (eg, refusal of bloed transfusion)?

If yes, please describe:

. A . cee s AAnn Ton Ameriren (Callone nl Obatatricians

and Gynecalogisis, s08 12ih Streal, SW, PO Box 96920. Washington, 0C 20090-6920
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EXPOSURES AFFECTING HEALTH

. Yes O No

Do you smoke cigareiles?

If yes, how many packs pef day?

2. 0 Yes

8 No

Do you drink alcoholic baverages?

If yes, how often?

whal type of drinks?

Please list any medications taken since your last period, including prescriplions, over-the-counter grugs, mullivitamins, other

supplements, and any herbal medicines:

Please list any illicit or recreational drugs used since your last period {eg, cocaine, marijuana):

. O Yes

 Ne

Do you have any reasan lo believe you may have been exposed 1o ADS (eg, & hislory of blood ransfusion, intravenous
drug use, mulliple sexval partners or sexual exposure to a gay or bisexual male, exposure to an intravenous drug user)?

. O Yes

0 No

Are you ever exposed to chemicals or radiation (eg, X-rays)?

if yes, pléase describe:

. 0 Yes

O No

Are you on a restricted diel?

If yes, please describe:

GYNECOLOGIC HEALTH HISTORY

O Yes

0 No

when was your last Pap test?
Have yau ever had an abnormal Pap lest?

If yes, when. and how were you treated?

what was the diagnosis?

. O Yes

0 Mo

Have you ever had gonorihea [, chlamydia [3, or pelvic inflammatory disease 37

if yes, wihen, how, and wherg were you reated?

.0 Yes

O Yes

0 No

0 No

Have you ever had herpes?

It yes. how often do you have outbreaks?

Have you ever had syphilis?

1f yes. how, when, and where were you treated?

. O Yes

O Yes

VEI No

0 Neo

Have you ever used an |UD (intrauterine device) for contraceplion?

If yes, please indicale when:

Did you have any problem with the IUD?

If yes. please describe:

. O Yes

3 No

Have you been treated for infertility?

If yes, please describe when and treatment received:

[=7}

. Yes

0 No

Do you have any alher concerns related to your past health history?

It yes, please list:




Palient Addressograph

DATE
NAME
LAST FIRST MIDOLE
o# HOSPITAL OF QELIVERY
NEVWBORAN'S PHYSICIAN REFEAREDBY . e ——
£INALEDD (o —— PRIMARY PROVIDER/GROUP
BITH DATE AGE RACE MARITAL STATUS ADDRESS
MONTH DAY YEAR $ MWD SEP
OCCUPATION EDUCATION p
(LAST GRADE COMPLETED) e PHONE {1 )
LANGUAGE INSURANCE CARRIERUMEDICAID #
HUSBAND/OOMESTIC PARTNER PHONE POLICY #
FATHER OF BABY PHONE EMERGENCY CONTACT PHONE
TOTAL PREG FULL TEAM PREMATURE AB, INDUCED A8, SPONTANEOUS ECTOPICS MULTIPLE BIRTHS LIVING
MENSTRUAL HISTORY
cMp D) DEFINITE 0 ARPROXIMATE (MONTH KNOWN)  MENSES WonTHUY [ YES (I NO  FREQUENCY.O DAYS MENARCHE (AGE ONSET}
3 UNKNOWN [} NORMAL AMOUNT/OURATION PRIOR MENSES _______ DATFE ON BCP AT ConceEPT [ YES g nNo hCG + /. /
O emaL -
PAST PREGNANCIES (LAST SiX)
DATE LENGTH PAETERM
MONTHS GA OF BIATH | 86X TYPE PLACE OF LABOR  COMMENTS/
| __vesR WEEKS | LABOR | WEIGHT | MF DELIVERY | AMES. DELIVERY YES/NO COMPLICATIONS
N
|
I —
I
MEDICAL HISTORY
O Neg. | DETAIL POSITIVE AEMARKS O e, | DETAIL POSITIVE REMARKS
S Pos. | INCLUDE DATE & TREATMENT © Pos. | INCLUDE DATE & TREATMENT
1. DIABETES 17. O {Ah) SENSITIZED
2. HYPERTENSION 8. PULMONARY (TB, ASTHMA)
3. HEART DISEASE 19, SEASOMAL ALLERGIES
4. AUTOIMMUNE DISORDER 20. ORUG/LATEX ALLERGIES/
REACTIONS
5. KIDNEY QISEASET
6. QOGICKEPILEP |
_NEUROL GIC/EPILEPSY 7. BREAST
. PSYCHIATA
7. PSYCHIATRC 22, GYN SURGERY
8. DEPRESSION/POSTRPARTUM .
 DEPRESSION
, TITISALVER DISEA 23. OPERATIONS/
f’__fm SALVER OISEASE HOSPITALIZATIONS
10. VARICOSITIES/PHLETIS {YEAR & REASON)
1" Y T
1. THYROID OYSFUNCTION — 24, ANESTHETIC COMPLICATIONS
§2. TRAUMAS e
% | 25, HISTORY OF ABNORMAL PAP
13. HISTORY OF TRANSFUS.
3. HISTORY OF 8LO0D s 26. UTERINE ANOMALY/DES
AMTIOAY AMTORC | ¥ YEARS I
PREPAEG PAEG LSE 27. INFERTILITY
14, TOBACCO
— 28, AELEVANT FAMLY HISTORY
15, ALCOHOL
16, ILLICITRECREATIONAL DRUGS 29. OTHER
COMMENTS
45/T6S

o e cmm PO Ao 46320, Washinglon, OC 20030-6920
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Palient Addressugraph

‘SYMPTOMS SINCE LMP
4 GENETIC SCREENING/TERATOLOGY COUNSELING
INGLUDES PATIENT, BABY'S FATHER, ‘OR ANYONE N EITHER FAMILY WETH: )
YES NO YES NO
1. PATIENT'S AGE x 35 YEARS AS OF ESTIMATED OATE OF OCLIVERY 2, HUNFINGTON'S CHOREA
2. THALASSEMIA {ITALIAN, GREEK, MEDITERAANEAN, OR . 13, MENTAL AETARDATION/AUTISM
ASIAN BACKGAQUNC): MCV <80
IF YES, WAS PERSON TESTED FOR FAAGILE X?
3. NEURAL TUSE DEFECT
{MENINGOMYELOCELE. SPINA BIFIDA, OF ANENCEPHALY) 14, OTHER INHERITED GENETIC OR CHROMOSOMAL DISORDER
4, CONGENITAL HEART DEFECT 15, MATEANAL METABOLIC DISOROER {EG, TYPE | DIABETES, PKU)
5. DOWN SYNOROME . 16. PATIENT OR BABY'S FATHER HAD A CHILO WITH BIRTH DEFECTS
NOT LISTED ASCVE
6. TAY-SACHS (EG, JEWISH, CAJUN. FRENCH CANADIAN}
17. RECURRENT PRAEGMANCY LOSS, OA A STRLBIRTH
7. CANAVAN DISEASE . _
- 18, MEOICATIONS (INCLUOKG SUPPLEMENTS, VITAMING, HERBS OR
4. SICKLE CELL DISEASE OR TRAIT (AFRICAN) OTC DAUGSHILLICIT/RECAEATIONAL DARUGS/ALCOHOL SINCE
LAST MENSTRUAL PERICO
9. HEMOPHILIA OR OTRER BLOQO DISORCERS
IF YES, AGENT{S) AND STRENGTHDOSAGE
50. MUSCUILAR DYSTROPHY .
11. CYSTIC FIBACSIS 9. ANY OTHER
COMMENTSICOUNSELING
INFECTION HISTORY YES NO YES NO
1. LIVE WITH SOMEONE WITH T8 OR EXPOSED TO TB 4. HISTORY OF STO, GONCRRHEA, CHLAMYOA, HPY, SYPHILIS
2. PATIENT OR PARTNER HAS HISTORY OF GENITAL HERPES
3. AASH OR VIRAL (LLNESS SINGE LAST MENSTAUAL PERIOD 5. OTHER (Seo Commenis)
COMMENTS
INTERVIEWER'S SIGNATURE
JNITIAL PHYSICAL EXAMINATION 3k Dy F‘ HSUK\
DATE i ! HEIGHT P
1. HEENT [ NOAMAL [ ABNORMAL 12, VULVA O NORMAL [ COMOYLOMA [J LESIONS
2. FUND! D NORMAL O ASNORMAL 13, VAGHVA O wORMAL ‘[ INFLAMMATION 0 GISCHARGE
- 3. TEETH 0 NORMAL (1 ASNORMAL 14. CERVIX ) NORMAL (O INFLAMMATION {1 LESIONS
4. THYROID () NOAMAL (O ASNORMAL 15. UTERUS SIZE WEEKS {1 ABRCIOS
5. BREASTS . [0 NCRMAL (3 ABNORMAL 16. ADMEXA (] NORMAL 7] maSs
6. LUNGS [ NORMAL ()} ABNORMAL §7. AECTUM 0 NORMAL 0 ABNORMAL
7. HEART [J NORMAL () ABNORMAL 18. DIAGONAL CONJUGATE [1 REACHED (M) M
8. ABDOMEN 0 NOAMAL (J A8NORMAL 19. SPINES [0 AVERAGE ] PACMINENT [ BLUNT
9. EXTREMITIES [0 NOAMAL [J AGNORMAL 20. SACAUM [ CONCAVE O STRAIGHT [ aNTERIOR
10, SKIN [ NORMAL (] ASMORMAL 21. SUBPUBIC ARCH O NORMAL 0 WiDE (3 NARROQW
14, LYMPH NODES [J NORMAL (J ASNORMAL 22, GYNECOID PELVIC TYPE 0O Yes 3 N0

COMMENTS (Number and explain abnormals}

EXAM BY
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FAMILY HISTORY & GENETIC SCREENING

i

. O Yes O No Have you or has the baby’s father had a child born with a birth defect?

if yes, please describe:

2 O Yes (J Mo Did either you or the baby's faiher have a birth defec!?

If yes, please describe:

Please describe any abnormaiities that have occurred in chifdren of your family or the baby's [ather's family (eg, mental
retardalion, birth delects, delormities, or inherited diseases such as hermophilia, muscular dystrophy, or eystic fibrosis):

How is this child/pesson related to you?

4. O Yes (1 No Do youordoes the baby's father hava a history of pregnancy tosses (miscarriages or stillborn)?

If yes, have either of you had genetic counseling? OvYes O No
If yes. have elther of you had chromosomal lesting? O Yes (O No

Where and whal were the results?

Scme genelic problems occur more in couples wilth certain racial or ancestral backgrounds. Please check if you are, or the

5
_baby's father is, of one of thess backgrounds:
O Yes O No Easlern Europe Jewish anceslry
If yes, have you had Tay-Sachs screening tesls? OYes 0O No
It yes, have you had a Canavan screening test? OYes O No
" Dale - Result
O Yes O No Afiican American
Il.yes, have you had sickle cell screening? O Yes {3 No
Date Result
0O Yes (J No European Ancestiy
if yes, have you had cystic fibrosis screening? 0 Yes [ No
(0 Yes O No Mediterranean Anceslty or Southeasl Asian Ancestry
if yes, have you had screening lor inheriled forms of anemia such as thalassemia? 0O Yes O No
6. Please fist any other concerns you have about birth delects or inheriled disorders:

7. O Yes O No Will you be 35 years or older al the time the baby is bora?

8. O Yes (1 No Willlhe father be 50 years or older?




PSYCHOSOCIAL SCREENING®

elc.) hat preveni you from keeping your healih care appointments?

1. 0 Yes O Mo Ooyou have any problems {job, {ransporlation,

2. 0 Yes O No Doyou feal unsafe where you live?

3. 1 Yes ()Nc Inthepast2 manths, have you used any form of lobacco?

4, O Yes 03 No Inths past 2 months, have you used drugs of alcohol (including beer, wine, of mixed drinks)?

5 O Yes (1 No Inthe pastyear, have you been threatened, hit, slapped, or kicked by anyone you know?

6. OO Yes O No Hasanyone forced you ta perfoim any sexual act that you did not want to do?

7. On a 1-5 scale, how do you rale your current stress level? Low . i 2 3 4 5 High
‘8. How many times have you moved in the past 12 months?

.9. If you could change he timing of this pregnancy, would you warl it

[ Earlier

0 Later

O Not at all
O No change

“Modified and reprinled with permission from Flofida's Heallhy

y Start Prenatal Risk Screening Inslrument. Flarida Depastmant of Health, OH 3134. September 1997.

Patient Signature

Print Name

Date



