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OBSTETRICAL DATABASE 
 
TODAY'S DATE______________________________________  
 
YOUR NAME (Last)___________________________________  (First) ____________________ (M.I.) ______________  
 
BABY’S FATHER’S NAME (Last) ________________________  (First) ____________________ (M.I.) ______________  
 
YOUR PEDIATRICIAN ________________________________  REFERRED HERE BY _________________________  
 
YOUR DATE OF BIRTH _______________________________  YOUR AGE NOW _____________________________  
 

ADDITIONAL HISTORY 
 
What was the FIRST day of the last menstrual period? __________________ Is this date definite? (Y/N) __________ 
 
Cycles regular? (Y/N) ________ Cycle length (avg=28 days) __________ Date of first pos. preg. test _____________ 
 
Conception (check one):     ___normal      est. date of conception ________________       ____ IUI (date__________) 
 
___IVF fresh cycle  (date of egg retrieval _________)       ___ IVF frozen embryo  (date of embryo transfer ________) 
 
What was your weight just before becoming pregnant? ____________ What is your height? ____________________ 
 
When was your last pap smear? ____________ By whom? _______________________ Was it normal?    YES     NO 
 

PAST PREGNANCIES (last five) 
 

(If you have had any miscarriages, please mention how many weeks pregnant you were, 
if any D and C was done, and if there were any complications. 

If you had any terminations, please mention how many weeks pregnant 
you were and if there were any complications.) 

 
Delivery 

Date 
Actual Due 

Date 
Length of 

Labor 
Birth 

Weight 
M/F 

Type of 
Delivery 

Hospital/City Complications/Problems 
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PAST MEDICAL HISTORY 
 

(If you personally have EVER HAD or CURRENTLY HAVE any of the problems listed below,  
please circle YES and explain the situation in the comments section, otherwise please circle NO.) 
 
 

HEALTH CONDITION  
1. DIABETES YES          NO 
2. HIGH BLOOD PRESSURE YES          NO 
3. HEART DISEASE OR PROBLEMS, RHEUMATIC FEVER, RHEUMATIC HEART 

DISEASE or MITRAL VALVE PROLAPSE 
If yes, do you require antibiotics for dental procedures? 

YES          NO 
 

Yes          No 
4. IMMUNE SYSTEM DISORDER (lupus, rheumatoid arthritis) YES          NO 
5. BLADDER INFECTIONS or KIDNEY PROBLEMS (stones, infection) YES          NO 
6. SEIZURE DISORDER (epilepsy) or NEUROLOGIC PROBLEMS YES          NO 
7. MENTAL HEALTH DISORDERS or PROBLEMS YES          NO 
8. DEPRESSION OR POSTPARTUM DEPRESSION YES          NO 
9. LIVER DISEASE or HEPATITIS (yellow jaundice) YES          NO 
10. VARICOSE VEINS, PHLEBITIS or EMBOLISM (blood clots inside the veins) YES          NO 
11. THYROID PROBLEMS YES          NO 
12. MAJOR TRAUMA OR DOMESTIC VIOLENCE YES          NO 
13. BLOOD TRANSFUSION EVER YES          NO 
14. TOBACCO USE PAST or CURRENT 

If yes, how many cigarettes smoked PER DAY now? 
If you quit smoking, when did you quit? 

YES          NO 
Cig/day ___________ 
Quit?______________ 

15. ALCOHOL USE: 
a. ALCOHOL USE CURRENTLY 
b. ALCOHOL USE BEFORE PREGNANCY 

 
YES          NO 
YES          NO 

16. ILLICIT DRUG USE: 
a. ILLICIT DRUG USE CURRENTLY 
b. ILLICIT DRUG USE BEFORE PREGNANCY 

 
YES          NO 
YES          NO 

17. Rh DISEASE OR Rh NEGATIVE YES          NO 
18. ASTHMA, TUBERCULOSIS or LUNG PROBLEMS YES          NO 
19. HAY FEVER OR SEASONAL ALLERGIES YES          NO 
20. A. ALLERGIES TO ANY MEDICATIONS 

If yes, please specify______________________________________________ 
B. ALLERGIES TO LATEX?  

YES          NO 
 

YES          NO 
21. BREAST IMPLANTS, BREAST SURGERY OR ANY PROBLEMS YES          NO 
22. GYNECOLOGIC SURGERY (cervix, uterus, tubes, ovaries-DESCRIBE BELOW) 

This includes freezing of the cervix (CRYO), cone biopsy of the cervix or LEEP, 
ovarian or tubal surgery 

YES          NO 

23. ANY OTHER OPERATIONS or HOSPITALIZATIONS (DESCRIBE BELOW) YES          NO 
24. ANESTHESIA COMPLICATIONS (DESCRIBE BELOW) YES          NO 
25. HISTORY OF ABNORMAL PAP SMEAR (DESCRIBE BELOW) YES          NO 
26. ABNORMAL UTERUS (fibroids, congenital problems, DES daughter) YES          NO 
27. INFERTILITY OR PROBLEMS GETTING PREGNANT YES          NO 
28. IN-VITRO FERTILIZATION YES          NO 
29. ANY TYPE OF CANCER OR MALIGNANCY YES          NO 
30. EASY BLEEDING OR BRUISING BEFORE PREGNANCY YES          NO 
31. CHEMOTHERAPY OR RADIATION TREATMENTS YES          NO 
32. DIETARY RESTRICTIONS OR FOOD INTOLERANCES YES          NO 
33. ANY CONDITION NOT MENTIONED IN THIS QUESTIONAIRRE YES          NO 

 
COMMENTS (please explain any YES answers above) 

 
___________________________________________________________________________________________ 

___________________________________________________________________________________________ 
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GENETIC SCREENING/COUNSELING 
 

(This includes information relating to the baby’s mother, the baby’s father and  
ANY close blood relatives of either – such as siblings, parents, or other children) 

 
1. WILL THE BABY’S MOTHER BE 35 OR OLDER BY THE DUE DATE? YES          NO 
2. HISTORY OF THALASSEMIA OR HEMOGLOBIN DISORDER YES          NO 
3. HISTORY OF NEURAL TUBE DEFECT  (spina bifida) YES          NO 
4. HISTORY OF CONGENITAL HEART DEFECT YES          NO 
5. HISTORY OF DOWN SYNDROME YES          NO 
6. IS EITHER PARENT ADOPTED? YES          NO 
7. IS THE MOTHER OR THE FATHER OF THE BABY JEWISH or CAJUN? 
     If yes, has any genetic testing been done? 

YES          NO 
Yes          No 

8. HISTORY OF CANAVAN SYNDROME (Ashkenazi Jewish Heritage) YES          NO 
9. HISTORY OF FAMILIAL DYSAUTONOMIA (Ashkenazi Jewish Heritage)  
10. A. HISTORY OF SICKLE-CELL ANEMIA 
      B. IS THE MOTHER OR THE FATHER OF THE BABY AFRICAN-AMERICAN? 
                 If yes, has any Sickle-cell Anemia carrier testing been done? 

YES          NO 
YES          NO 
Yes          No 

11. HISTORY OF HEMOPHILIA YES          NO 
12. HISTORY OF MUSCULAR DYSTROPHY YES          NO 
13. A. HISTORY OF CYSTIC FIBROSIS 
      B. IS THE MOTHER OR THE FATHER OF THE BABY CAUCASIAN/EUROPEAN? 
                 If yes, has any Cystic Fibrosis carrier testing been done? 

YES          NO 
YES          NO 
Yes          No 

14. HISTORY OF HUNTINGTON'S DISEASE (HUNTINGTON’S CHOREA) YES          NO 
15. HISTORY OF MENTAL RETARDATION 
                 If yes, was testing for Fragile X chromosome done? 

YES          NO 
Yes          No 

16. HISTORY OF ANY INHERITABLE GENETIC OR CHROMOSOMAL DISORDER YES          NO 
17. HISTORY OF MATERNAL PKU OR OTHER METABOLIC SYNDROME YES          NO 
18. HAS EITHER THE BABY’S MOTHER OR FATHER EVER HAD A  
CHILD WITH ANY BIRTH DEFECTS OF ANY KIND? 

 
YES          NO 

19. HISTORY OF STILLBIRTH OR REPEATED MISCARRIAGE YES          NO 
20. HAS THE BABY'S MOTHER TAKEN ANY ILLICIT DRUGS SINCE THE LAST 
MENSTRUAL PERIOD? (answers are confidential) 

 
YES          NO 

21. PLEASE LIST ANY MEDICATIONS YOU HAVE TAKEN SINCE MISSING YOUR 
PERIOD, ARE TAKING NOW, OR ARE SUPPOSED TO BE TAKING (Please list 
names, dosages, and timing): 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
Pharmacy Name ____________________________ phone # ____________________ 
 
Pharmacy Address: _____________________________________________________ 

 

 

INFECTION SCREENING 
 
1. DO YOU LIVE WITH SOMEONE WHO MIGHT HAVE TUBERCULOSIS? YES        NO 
2. DO YOU OR YOUR PARTNER HAVE A HISTORY OF GENITAL HERPES or 

ORAL COLD SORES? 
YES        NO 

3. HAVE YOU HAD A SKIN RASH OR VIRAL ILLNESS  
SINCE YOUR LAST PERIOD? 

 
YES        NO 

4. HAVE YOU EVER TESTED POSITIVE FOR HEPATITIS B OR C YES        NO 
5. HAVE YOU EVER HAD GONORRHEA, SYPHYLLIS, CHLAMYDIA OR 

VENEREAL WARTS? (circle any that apply) 
 

YES        NO 
6. DO YOU OR YOUR PARTNER HAVE A HISTORY OF A BLOOD 

TRANSFUSION? 
 

YES        NO 
7. DO YOU OR YOUR PARTNER HAVE A HISTORY OF INTRAVENOUS DRUG 

USE? 
 

YES        NO 
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FAMILY MEDICAL HISTORY 
 

(If ANY close relative of the baby’s mother, the baby’s father – siblings, parents, other children -  
has EVER HAD or CURRENTLY HAS any of the problems listed below, please circle YES and explain the 

situation in the COMMENTS section, otherwise please circle NO.) 
 
1. DIABETES YES        NO 
2. HIGH BLOOD PRESSURE, HEART ATTACK OR STROKE YES        NO 
3. DISEASE OF THE IMMUNE SYSTEM YES        NO 
4. LIVER OR KIDNEY DISEASE YES        NO 
5. TUBERCULOSIS YES        NO 
6. CANCER (any type) YES        NO 
7. SEVERE DEPRESSION OR NERVOUS BREAKDOWN YES        NO 
8. GENETIC DISEASE OR CONGENITAL BIRTH DEFECTS OF ANY KIND YES        NO 
9. LEUKEMIA, LYMPHOMA, IMMUNE SYSTEM DISEASE YES        NO 
10. ANY RELATIVE EVER HAD A BONE MARROW TRANSPLANT YES        NO 

 
COMMENTS (please explain any YES answers above) 

 
___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

ADDITIONAL PREGNANCY ISSUES 
 

1. It is advised to screen all pregnant women for the HIV virus.  
Do we have your permission to do this test? 

YES          NO          TALK TO ME 

2. Cystic Fibrosis Carrier Testing is now routinely advised for patients at 
increased risk. This includes individuals of Caucasian, Ashkenazi Jewish or 
European heritage. Do we have your permission to do this test? 

YES          NO          TALK TO ME 

3. If you will be 35 by the due date, are you considering having an 
amniocentesis for genetic testing? 

YES          NO          MAYBE 

4. Do you get 3 servings per day of dairy products?  
If not, consider a daily Calcium Supplement (Tums, OsCal, CitraCal) 

YES          NO 

5. Do you own any cats? 
If so, it is advised that pregnant women not change cat litter 

YES          NO 

6. Are there any known or suspected hazards in your workplace? YES          NO          MAYBE 

7. Do you have plane trips planned during this pregnancy? 
If so, we generally advise not flying after 32 weeks gestational age 

YES          NO          MAYBE 

8. In the past year, have you been threatened, hit, slapped or kicked by 
anyone you know or do you feel unsafe where you live? 

YES          NO          TALK TO ME 

9. Are you considering having a tubal ligation (permanent sterilization)? YES          NO          MAYBE 

10. If you have a boy, do you want him circumcised? YES          NO          MAYBE 

11. Do you plan to breast feed after delivery? YES          NO          MAYBE 

12. Have you ever had chicken pox? 
If not, have you been vaccinated or have you already tested immune? 

YES          NO          MAYBE 
YES          NO 

13. Have you ever tested positive for a vaginal condition  
called Beta-Strep or Group B Strep? 

YES          NO          MAYBE 

14. Do you plan to save the baby’s umbilical cord blood at the time of 
delivery or would you like more information about this? 

YES          NO          MAYBE 

It is not necessary to have made all of the above decisions yet. We will discuss all pregnancy issues and your 
concerns at your consultation and throughout your pregnancy. The above list is to help you as you begin to explore 
some of these issues.                                                                                                                       Revised January 2007 


