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Pregnancy History Forms

Name _________________________________________ Date ______________ Code _______________Page 1
Check any that apply to THIS pregnancy.   State whether is it resolved or ongoing in the “Comment” space.              Condition:                                Comment:                                  Condition:                            Comment:                                      
	 Excessive Fatigue
	
	 Poor Appetite
	

	 Nausea
	
	 Indigestion
	

	 Vomiting
	
	 Constipation
	

	 Varicose Veins
	
	 Diarrhea
	

	 Hemorrhoids
	
	 Bleeding Gums
	

	 Backache
	
	 Abdominal/Pelvic Pain
	

	 Vag. Discharge/Yeast
	
	 Urinary Complaints
	

	 Vag. Bleeding/Spotting
	
	 Dizziness
	

	 Leg Cramps
	
	 Herpes Outbreak
	

	 Swelling
	
	 Itching or Rashes
	

	 Pain
	
	 Fever, Illness
	

	 Headache
	
	 Accidents, Surgeries
	

	Depression
	
	 Insomnia
	

	 Other:
	
	 Other:
	



Y  N  Have you taken any Prescription drugs?  If yes, list them ________________________________________         Y  N  Have you taken any over the counter medications?  If yes, list them _______________________________                                                                                                                                         Y  N  Have you used any street drugs?  If yes, list them ______________________________________________           Y  N  Do you smoke cigarettes?     How many daily? ________________________  Are you trying to quit?  Y   N             How long have you smoked? __________________________ If you quit, when? ________________________                                                                                                        Y  N   Do you drink alcohol?  How Often? _________________  How much? ____________________________  Y  N   I would be open to using small amounts of alcohol to prevent  contractions if needed during my care.                                         Y  N  Have you been exposed to X-rays?                                                                                                                                      Y  N  Have you had an Ultrasound?                                                                                                                                                          Y  N   Have you been exposed to a significant amount of harsh chemicals or fumes?                                                               Y  N  Have you had sex with more than one partner since conception?                                                                              Y  N  Do you set aside time for relaxation, such as hobbies, or prayer?                                                                                                                                                                                                                             How active are you?  _______Do you exercise regularly?  Y  N   How often?   ________ How intensely?_______                                                            What supplements and herbs are you taking now? _________________________________________________                                                                                                                      ____________________________________________________________________________________________________________________________________________________________________________________                                                                                
Check any of the following alternative health modalities you have used or are familiar with, that we might utilize for your care.   Circle any you would NOT be interested in using.                                                                                  Herbal Preparations                                     Massage                                                           Hydro Therapy                           Chiropractic                                                    Homeopathy                                                    Acupressure                              Acupuncture                                                  Kinesiology                                                                                                                   
Reviewed by___________________________________________________ Date________________________
Name______________________________________Date___________________Code____________Page 2
Y  N    Was this child conceived intentionally?                                                                                                                                         Y  N    Were any fertility drugs, procedures, etc. used to conceive this child?                                                                                                                           How do you feel about this pregnancy? _________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________                                                                                                                          How does your Partner feel about this pregnancy?_________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________ Y  N  Is your current partner the father of this baby? 
Do/does your partner and/or the father of the baby have any of the following issues.                                                                           STD’s                                                                Herpes                                                         Severe emotional problems                                                                                                                                 Severe physiological problems                    Excessive alcohol use                                Drug abuse                                                       Uses tobacco in your home or around you                                                                      Has anger issues
 Y  N  Have you seen another  care provider for this pregnancy?  Who, When?___________________________                                                                                                                      __________________________________________________________________________________________Who is your normal health care provider? _______________________________________________________ Y  N  Have you felt this baby move?  When?   __________________                                                                                       What was the first day of your last menstrual cycle?   __________________ Y  N  Was it when you expected it?         Y  N   Was it completely normal?     Y  N   Have you had any spotting?                                                                            Y  N   Have you gained or lost weight recently?   Explain_____________________________________________  Y  N  Do you drink caffeinated products?  How much?   _____________________________________________   Y  N  Do you have social or family support for your decision to birth at home?                                                                                           Y  N  Have you had any blood incompatibilities in previous pregnancies?                                                                                      Y  N  Have you ever been told you have an issue with your cervix?                                                                                         Y  N  Have you ever had “the blues” or had a hard time recuperating after a pregnancy?                                                    What is your religious affiliation?  ______________________________________________________________  Y  N  Do you have any ethnic, cultural or religious preferences that we should know about?   What are they?  __________________________________________________________________________________________Y  N  Under any circumstances would you ever refuse to transport to the hospital for more advanced care for you or your child?  Explain____________________________________________________________________  __________________________________________________________________________________________Y  N  Under any circumstances would you ever refuse blood or blood products for you or your child? Explain  ____________________________________________________________________________________________________________________________________________________________________________________Y  N  Do you feel you have adequate resources for this pregnancy?                                                                                            Y  N  Are you concerned about food, utilities, shelter or money at this time?

Reviewed by ____________________________________________________ Date_______________________         
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