Name: ________________________________

  


      Date: ______________________________


                                         
   NEW PATIENT MEDICAL HISTORY
                  
Referring physician: ________________________________

ALLERGIES: _______________________[    ] NONE.

Reason for the visit: _________________________________________________________________________________

	Birth date
	Age 
	Single [    ]; Married [    ]; Domestic partner [   ];Other [     ];
	Height
	Prepregnancy weight

	    /      /
	
	Occupation:
	
	


FOR I.V.F. PREGNANCIES ONLY:

Infertility Doctor’s name:

Total number of embryos used for this cycle: ________ . 
[    ] ICSI;
[     ] Donor sperm;

[    ] Donor eggs:  Age of donor: _______ years;  Date of birth of donor (if available): ____/____/______ . Ethnicity:_______________ .

[    ] Surrogate mother:



(Please fill out separate Medical History Sheets for biologic and surrogate mothers when applicable and if possible).
About your menstrual periods:

[   ]Spontaneous pregnancy; 
 [   ]Insemination;
[    ] Other;

	Last menstrual period
	Expected delivery date
	Date of conception
	Periods prior to current pregnancy were regular:      [Y]; [N];

	      /          /
	       /          /
	     /           /
	Interval between periods prior to current pregnancy: days


About your assessment and symptoms in THIS pregnancy:  Number of fetuses: ----------.

	
	Y
	N
	
	Y
	N
	

	Vaginal bleeding: 
	
	
	Previous ultrasounds in this pregnancy:
	
	
	Detail Abnormalities or Findings of significance: (Date symptom started or of abnormal result, severity of symptom, workup, treatments, and current status)

	Changes in vaginal discharge:
	
	
	First ultrasound at less than 13 weeks:
	
	
	

	Pelvic pressure/ uterine cramps: 
	
	
	Ultrasound between 14-22 wk:
	
	
	

	Vaginal discharge with odor:
	
	
	Basic OB blood/urine/etc tests abnormal:
	
	
	

	Persistent nausea/vomiting:
	
	
	Abnormal triple marker testing: [    ] N/A
	
	
	

	Weight loss:
	
	
	Genetic Amniocentesis:
	
	
	

	Fever, rashes, or night sweats:
	
	
	Abnormal fetal chromosomes: [     ] N/A
	
	
	

	Urinary tract infection:
	
	
	Abnormal NT testing:  [   ] N/A
	
	
	

	Burning or pain on urination:
	
	
	CVS, placental biopsy:
	
	
	

	Dizziness or palpitations:
	
	
	Decrease in fetal movements:
	
	
	

	Constipation, diarrhea, rectal bleeding:
	
	
	Suspected small or large fetus: 
	
	
	

	Frequent urination:
	
	
	Sugar, protein or blood in urine:
	
	
	

	Always thirsty or hungry:
	
	
	Swelling of face, hands or legs:
	
	
	

	Abnormal 1 hour sugar screen:
	
	
	Severe headaches or migraines:
	
	
	

	Abnormal 3 hour sugar test:
	
	
	High blood pressure or toxemia:
	
	
	

	Detail other symptoms of concern that you experienced or are experiencing during this pregnancy: 
	


PAST PREGNANCIES’ INFORMATION:
 [    ] NOT APPLICABLE if this is your  FIRST PREGNANCY

	Total Pregnancies
	Full Term

37-42 wks
	Premature

24-36 wks
	Delivery at

13-23 wks
	Miscarriage

< 13 weeks
	Abortions

D&C/ D&E
	Ectopic

Pregnancies
	Multiple Births
	Living Children

	
	
	
	
	
	        /
	
	
	

	PAST PREGNANCIES INFORMATION: (not about your current pregnancy)

	
	Y
	N
	
	Y
	N
	

	Vaginal deliveries: total: [     ] 
	
	
	Injury to uterus or cervix:
	
	
	Detail Positive remarks or Findings of significance: (e.g. Reason for cesarean section, type of baby abnormality, etc)

	Cesarean sections: total: [      ]
	
	
	Heavy bleeding:
	
	
	

	Vacuum or forceps delivery:
	
	
	Blood transfusions:
	
	
	

	Gestational diabetes:[  ] diet;[  ]insulin
	
	
	Neonatal (baby) injuries:
	
	
	

	Babies larger than 8 lb 12oz:
	
	
	Baby spent time in intensive care unit:
	
	
	

	Shoulder dystocia:
	
	
	Still birth:
	
	
	

	Preeclampsia/toxemia/HELLP:
	
	
	Neonatal death:
	
	
	

	High blood pressure:
	
	
	Baby born with abnormality:
	
	
	

	Babies smaller than 5 lb 9 oz:
	
	
	Baby has(d) serious illness:
	
	
	

	Placental problem:
	
	
	Breast feeding problems:
	
	
	

	Detail any other complications in past pregnancies not mentioned above:  
	


About your Medical, Surgical, and Gynecologic History, when not pregnant: Check all and Circle applicable


	
	Y
	N
	
	Y
	N
	

	Obesity, weight > 185 pounds:
	
	
	Diabetes mellitus:                            
	
	
	Detail Positive remarks and list any other related history: 


	Thyroid disease
	
	
	Anemia, Sickle cell, thalassemia:
	
	
	

	Hypertension:        
	
	
	Kidney/urinary infection, stones, or other disease:
	
	
	

	Lupus Erythematosus:
	
	
	Inflammatory bowel disease: 
	
	
	

	Antiphospholipid  syndrome :         
	
	
	Epilepsy or other neurologic disorder:
	
	
	

	Low platelets, or ITP:
	
	
	Depression, eating disorder, or psychiatric disease:
	
	
	

	Phlebitis or thrombosis (blood clot)
	
	
	Infertility:
	
	
	

	Gallbladder stones or pancreatitis: 
	
	
	Cancer of any kind:
	
	
	

	Stomach ulcer or gastritis:
	
	
	Heart disease, murmur or arrhythmia
	
	
	

	Hepatitis or other liver disease:
	
	
	Breast disease, reduction or implants:
	
	
	

	Asthma or other lung disease:
	
	
	Skin disease:
	
	
	

	Thyroidectomy:
	
	
	Abnormal pap smear with cervical cone or LEEP:
	
	
	

	Appendectomy:                     
	
	
	Uterine or cervical anomaly, tumors, or surgery:
	
	
	

	Cholecystectomy:
	
	
	Other external/ internal pelvic disease/ surgery:
	
	
	

	Urinary tract surgery or stents:
	
	
	Exposure to D.E.S. (as fetus):
	
	
	


Your, your partner’s, or children’s Infectious disease/Social History: Check and Circle applicable: 

	
	YOU
	
	Partner or Children
	
	YOU

	
	Y
	N
	
	Y
	N
	
	Y
	N

	I.V. Recreational Drugs:
	
	
	
	
	
	Immunized against chicken pox
	
	

	Chicken pox or Rubella:
	
	
	
	
	
	Immunized against Rubella
	
	

	Toxoplasma,  CMV or Fifth disease:
	
	
	
	
	
	Raw fish or Raw meat, or in-door cats:
	
	

	Hepatitis B, C or other:
	
	
	
	
	
	Gardening or other exposure to soil:
	
	

	Tuberculosis, Syphilis or Gonorrhea
	
	
	
	
	
	Eating of dirt, clay, or other non-foods:
	
	

	Herpes, Chlamydia or other STD
	
	
	
	
	
	Violence or trauma during pregnancy:
	
	

	Traveled outside of USA in past year:
	
	
	
	
	
	Group B strep.,Bacterial vaginosis or yeast:
	
	

	Immunized against hepatitis B
	
	
	
	
	
	
	
	

	Detail Positive remarks and list any other related history:


About your exposure to Medications/ Teratogens during/within two months of current pregnancy: Check all


	
	Y
	N
	
	Y
	N
	

	Prenatal vitamins, before conception:
	
	
	Oral contraceptive:
	
	
	Detail Positive remarks and List any other vitamins, herbal preparations, medications, over-the-counter drugs, recreational drugs, or teratogens that you were exposed to, starting 2 months before your last period, to date:



	Prenatal vitamins, after conception:
	
	
	Cold or Allergy medications:
	
	
	

	Extra Folic acid supplement:
	
	
	Environmental toxins or teratogens:
	
	
	

	Extra Iron or calcium supplement:
	
	
	Occupational hazards:
	
	
	

	Estrogen or Progesterone supplement:
	
	
	Chemotherapy or X-Ray exposure:
	
	
	

	Baby aspirin:
	
	
	Insulin or PTU:
	
	
	

	Heparin or Steroids (e.g Prednisone)
	
	
	Seizure Medications:
	
	
	

	Thyroid replacement, e.g. Synthroid:
	
	
	Alcohol:
	
	
	

	Oral hypoglycemics, e.g.Glucophage:
	
	
	Tobacco or Marijuana:
	
	
	

	Antibiotic, antifungal, antiparasitic:
	
	
	Heroine/Crack, Amphetamine or Cocaine:
	
	
	

	Anti-inflammatory, e.g. Advil:
	
	
	Narcotics, Codeine or Vicodin:
	
	
	


Your and Father of baby’s Ethnicity: 
Circle ALL countries that apply:                       

	
	You or Egg donor
	Father of baby

	
	Y
	N
	Y
	N

	Caucasian
	
	
	
	

	Jewish, French Canadian or Cajun
	
	
	
	

	African American, African Descent, Puerto Rican, Central American or Black
	
	
	
	

	Italian, Greek, Middle Eastern or from Spain
	
	
	
	

	Chinese, Asian Indian, Taiwanese, Filipino, Korean or Southeast Asian
	
	
	
	

	Other ethnicity or countries of origin (Specify):
	
	


About your Family History: (Parents, Grandparents, Uncles, Aunts, Cousins, and Siblings): Check all


	
	Y
	N
	
	Y
	N
	

	Diabetes:
	
	
	Epilepsy:
	
	
	Detail Positive remarks and List any other relevant conditions:



	High blood pressure or Toxemia:
	
	
	Breast, ovarian, or uterine cancer:
	
	
	

	Heart disease:
	
	
	Any other cancer:
	
	
	

	High cholesterol or Triglycerides:
	
	
	Psychiatric disorders:
	
	
	

	Lupus erythematosus:
	
	
	Multiple pregnancy losses:
	
	
	

	Other autoimmune diseases:
	
	
	Preterm deliveries:
	
	
	

	Deep vein thrombosis:
	
	
	Very small or very large babies:
	
	
	

	Arterial thrombosis or CVA:
	
	
	Any non-accidental deaths in childhood:
	
	
	

	Other:
	
	
	
	
	
	


GENETIC HISTORY: 
	ARE YOU AND YOUR PARTNER RELATED TO ONE ANOTHER (e.g. cousins):
             [     ] NO;

[     ] YES;

	Have you, the father of your baby, or anyone in either of your families ever had the following conditions:

	
	YOU
	
	PARTNER
	
	OTHER
	Detail positive remarks and List any other deformities, malformations, chromosomal problems, genetic, inherited, or metabolic conditions not mentioned above:

	
	Y
	N
	
	Y
	N
	
	Y
	N
	

	Down Syndrome or other chromosomal abnormality
	
	
	
	
	
	
	
	
	

	Mental retardation, learning disability, Fragile-X or Autism
	
	
	
	
	
	
	
	
	

	Spina bifida (open spine)
	
	
	
	
	
	
	
	
	

	Anencephaly/Encephalocele (absent brain/opening in brain)
	
	
	
	
	
	
	
	
	

	Blood disorder like Hemophilia, Sickle cell, or thalassemia
	
	
	
	
	
	
	
	
	

	Muscular dystrophy or Neuromuscular disease
	
	
	
	
	
	
	
	
	

	Cystic fibrosis, Neurofibromatosis, or Huntington’s disease
	
	
	
	
	
	
	
	
	

	Skeletal disorder, like dwarfism or Osteogenic Imperfecta
	
	
	
	
	
	
	
	
	

	Polycystic kidney disease or Hypospadias
	
	
	
	
	
	
	
	
	

	Heart defect at birth
	
	
	
	
	
	
	
	
	

	Cleft lip, cleft palate, small jaw, malformed ears, or deafness
	
	
	
	
	
	
	
	
	

	Tay Sachs, Canavan’s, Gaucher’s or Bloom’s carrier/disease
	
	
	
	
	
	
	
	
	

	PKU (phenylketonuria) or other metabolic disease
	
	
	
	
	
	
	
	
	


Provide Names of any Medical doctors/health care providers (other than your OB), currently caring for you:


NAME




ADDRESS



TELEPHONE 
    FAX

	
	
	
	

	
	
	
	


Patient’s signature: _________________________________________
Date:  _________________________

FOR OFFICE USE ONLY  

Weight:

BP:

Pulse:

RR:

Urine Protein:

Urine Glucose:


ULTRASOUND ABNORMALITIES OR IMAGES NOT OBTAINED:     ---- Limited:

[     ] Single fetus;
[     ] Twins;   [     ] __________ .

FETAL


PLACENTAL/CORD
UTERINE/ADNEXAL
DOPPLER
MULTIPLES (draw map)

__ CPC


A, P, L, F        C, P, M, V         __ Fibroid                         __ Hi RI :  L   R

__ EIF                                    __ Previa                                   __ Septum                        __ notching:  L   R

__ Pyelect

__SUA


   __ Cyst L   R


__ Other:  

__ 3 D

__ Cardiac echo

PROCEDURES:

other:

	Amniocentesis

genetic/FLM
	Rh positive:   [    ] 

Rh negative:  [    ]
	Rhogam given in our office: 

[ Y ]; [ N ]; [ N/A]
	Post amniocentesis instruc.
	NST [    ]

BST [    ]


PATIENT EDUCATION: (place check mark in front of applicable)
	
	Diet & activity advice
	
	Preterm labor precautions
	
	Twin/ MG advice
	
	Diabetes +/- insulin advice

	
	Fetal Kick cnt advice
	
	PIH precautions
	
	Placenta previa precautions
	
	AMA/genetic advice

	
	AJ advice+/- testing
	
	Post amniocentesis instruc.
	
	CF
	
	FrgX
	
	 Hgb elect
	
	GDM screen

	
	
	
	
	
	TFT
	
	PIH
	
	Cervical cx
	
	Urine cx

	Other advice, labs, or Prescriptions:       WEEKS                         

	
	No follow up
	1
	2
	3
	4
	5
	6
	7
	8
	10
	12
	Other FU:


__ Detailed US  __ Complete US  __ Limited US __ Repeat US __ CL  __ Cardiac echo   __ BPP/NST

Reviewed by : ___________________________________________________________
Date : _________________________

Revised: 8/30/2004
PAGE  
1

