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Patient Information Sticker

Date:
PERSONAL MEDICAL AND OBSTETRICAL HISTORY

Allergies

Medications
Please list all of the medications you are taking, including any vitamins, herbal medicines, and “over-the-counter” medications.

NAME OF MEDICATION DOSE FREQUENCY

Please provide the following information regarding your past OB history , including the number of pregnancies, the date (month/year), type
of delivery ( C-section or vaginal), etc., for each pregnancy. Finish on the back of this sheet, if you need more space.

Total # qf Full Term Premature Abortions Miscarriages Ectopics Twins, etc. # Living
Pregnancies
Date Weeks of | Length of Birth Sex Type of Anesthesia Place of | Pre-Term Name of
Gestation Labor Weight M/F Delivery Delivery Labor Child
Date Complications / Comments
Date of last menstrual period? Date of last Pap Smear?

Any abnormal Pap Smears? 1 YES Q1 NO
Have you ever had a sexually transmitted infection or pelvic inflammatory disease? 1 YES Q1 NO
If yes which one(s)?

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

Q Cancer 4 Thyroid Problems Q Epilepsy 4 Migraine Headaches

U Heart Disease Q Lupus or Arthritis U High Blood Pressure U Bowel / G.I. Problems

U Kidney Disease U Anorexia / Bulimia U Diabetes U Depression / Mental lliness
Q Hepatitis 4 Asthma Q Blood Clots 4 Anemia

U Bleeding Problems QO Herpes Q HIV /AIDS U Sexually Transmitted Infections

U4 Frequent Urinary Tract Infections U None



Surgical History
Have you ever had Surgery? Q YES 1 NO

If yes, please list date and operation

Social History
Are you? Q Married a Single A Divorced Q Separated 0 Widowed 4 Significant Other

Occupation

Religious / Cultural Nneeds?...........c.coovevveeeen... Qyes WNoO

Chemical / Radiation Exposure? .................... dvyes WNO

Pre - Pregnancy tobacco use? ........cccccceee.... Q yes WNO

Pre - Pregnancy cigarettes per day?.............. O YES NO Lessthan|Pack perDay__ (A More than 1 Pack / Day | Other ___
Pre - Pregnancy alcohol use? .............c.......... WU YES NO Pre - Pregnancy alcohol drinks per day?

Current tobacco USE? ......cvevvevviiiiieeiiiieeeee Uvyes WNO

Current cigarettes per day?..........ccceoveeeeeenne. () Less than | Pack / Day ............ ( More than 1 Pack / Day U Other
Current alcohol Use? ..........cccevviiiiiieiiee e dyes WNO Current alcohol drink per day?

Recreational drug use? ..........ccccoeevvieeeenne Qdyes WNo

Restricted diet?.......coccoovureirierinrisieeeeenne d vyes UNO

Family and Genetic History

UNKNOWN?......ovoeeeeeeeeeee e, O YES NO s the patient adopted?.........ccccovvevveveeveeeeeeennn. Q YyEsUNO
Have you or has the baby’s father had a child born with a birth defect? ..., dYyEs ANO
If yes, please describe

Did you or your baby’s father have a birth defect? ... e W vyes ANO
If yes, please describe:

Have you or the baby’s father had any genetic tESHING?.........ovo i W vyes ANO
Do you or does the baby’s father have a history of multiple pregnancy losses ( miscarriages or stillborns)? ................... W vyes ANO

If yes, please describe:

Has anyone in your family or the baby’s father’s family had a child with any abnormality such as mental retardation, birth defects, or

inherited disease like Cystic Fibrosis, Muscular Dystrophy, or HemMOPhIlIa? ...............cooveruieeieeeeeeeeeeeeeeeeeeee e W vyes ANO
If yes please describe

Are you or is the baby'’s father of Eastern European (Ashkenazi) Jewish ANCESTry? .........cooviviiiiiiiiiiee e W vyes ANO
If yes have you had Tay-Sachs screening? ......... dvyes WNO Have you had Canavan screening? ................... Qvyes ANO
Are you or is the baby’s father African or African AMEICANT ...........i i e Qyes ANO
If yes have you had SiCKIE CEll SCrEENING? ........ocuiiieieeeie ettt ettt ettt s e te et e st e e b e s beeabeeaeesbeeasesaesreensesbeebesneesreenns A YES ANO
Are you or is the baby’s father CauCaSIANT ... i ettt W vyes ANO
If yes have you had CystiC FiDrOSIS SCrEENINGT ......couiiiiiiiriie ettt bbb b b dyes UNO
Are you or is the baby’s father of Mediterranean or Southeast Asian ANCeStry?..........cocviiiiiiiiiiiie e W vyes ANO
If yes, have you had Thalassemia (Inherited ANemias) SCreeNING? .........couiiiieieiieieee e A YES ANO
Will you be 35 years old or older at the time of eliVErY?..........oo i Qyes ANO

Psychosocial Screening

Do you have a history of depression, or are you CUrrently dEPreSSEA?............c.vweeveceeeeeeeeeeeeeeeeeeeeeeeee e Qdyes ANO
DO yOU fEEI SAfE WHEIE YOU lIVE? ...ttt ettt et e et sat e et e e st e e te e s ate e ssteeasee e beeeateeenteesnteeaseeenseeenteennes Qyes ANO
Are you currently being physically, emotionally, or sexually mistreated?...........cceeeiieeiiiie e U vyes ANO
Have you ever been physically, emotionally, or sexually mistreated?.............cooo i Qdyes ANO

Are there any problems (job, transportation, etc.) that may make it hard for you to make it to your appointments? ..................... Qyes ANO



