Obstetrical History

Name: _________________________ Date: _______________

Are your menstrual cycles regular?



Yes: ______ No: _______

Did you take birth control just before your last period? 
Yes: ______ No: _______

Since your last period, have you had any of the following:
_____Severe headache (migraine-like)

_____ Vomiting more than 4 times per day

_____Bleeding of any kind


_____Burning with urination

_____Radiation/x-ray exposure


_____Rash/Viral Illness (or exposure)

_____Temperature greater than 101.0 F
_____Severe abdominal pain (not cramping)

Any medications/prescription or street drugs/alcohol since your last menstrual period?

Yes: _____ No: _____ If Yes, please list __________________________________________________

Are you a vegetarian (strict- no meat or dairy)


Yes: ______ No: ______
Genetic Survey

Will you be 35 or older when the baby is born?


Yes: ______ No: ______

For the following, respond for yourself, the baby’s father and any biologic relative
In the family, is there:

Down Syndrome?





Yes: ______ No: ______

Neural Tube defect (spina bifida, anencephaly)?

Yes: ______ No: ______

Learning disability/Mental retardation?


Yes: ______ No: ______

Males in the family with Fragile X Syndrome?


Yes: ______ No: ______


(Gene causing learning disability in many boys and men)

Muscular Dystrophy?





Yes: ______ No: ______

Huntington Chorea?





Yes: ______ No: ______

Hemophilia?






Yes: ______ No: ______

Anemia (mostly from African/Mediterranean/Asian descent? 
Yes: ______ No: ______

Cystic Fibrosis? 





Yes: ______ No: ______


(The Cystic Fibrosis gene is carried by 1/20 Caucasian Americans)

Tay-Sach’s or Canavan’s?




Yes: ______ No: ______


(Jewish/Cajun/French-Canadian descent)
Any other inherited Genetic disorder?________________________________________________

Infectious History

Do you own cats?





Yes: ______ No: ______

Have you had the chicken pox/Varicella?


Yes: ______ No: ______

Have you ever had a blood transfusion? 


Yes: ______ No: ______

Have you been exposed to tuberculosis?


Yes: ______ No: ______

Have you or your partner been treated for an STD?

Yes: ______ No: ______

Have you had a cervical conization, Leep, or Cryo?

Yes: ______ No: ______

Obstetrical History

Have you had a stillbirth?




Yes: ______ No: ______

Have you had Preeclampsia/Toxemia/Pregnancy-Induced Hypertension (PIH)









Yes: ______ No: ______

Have you had Preterm labor or premature rupture of membranes?









Yes: ______ No: ______

Did you ever have a baby treated in the Newborn ICU?
Yes: ______ No: ______





Reviewed by: _____________________________________
Women’s Care of arlington 


5275 Lee Highway, Suite 101  Arlington, VA 22207  �Phone: 703-358-8700  Fax: 703-358-8703
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