
Prenatal Visit

Patient's Name (Baby):

Date of Prenatal Interview: Estimated Date of Delivery

Patient's Address:

Home Phone: E-Mail Address:

Referred by:

Family History

Please check off if only if there is an affected parent, sibling or grandparent.

D Diabetes tr High Blood Pressure tr Epilepsy/Seizures

tr Allergies tr Asthma tr Cancer

tr Bleeding n Mental Retardation n Tay-Sachs /
Disorders e.g. Down Syndrome metabolic diseases

tr Anemia n Heart Disease before tr Muscular
age 50 yrs. Dystrophy

tr Migraines tr Thyroid Disease tr Tuberculosis

Parent 's Name: Parenl 's Name:

Age: Age:

Occupation:

Cell Phone:

Occupation:

Cell Phone:

Business Phone: Business Phone:



Matern al / Presnancy History

Number of Pregnancies Complications with
Prior to this One: Prior Pregnancies:

In Vitro / Insemination
With this Pregnancy:

Have you drunk alcohol, smoked cigarettes
or used drugs during pregnancy?

During this pregnancy,
did you take folic acid? Prenatal vitamins?

Did you take any other medicines?

Mom's height: Weight gain:

Complications with this
pregnancy (including anemia,
rube114 infections, accidents, high
blood pressure, diabetes, etc.):

Did you have an How many ultrasounds
amniocentesis? (Ifyes, did you have? What were the
results) results?

Are you a vegetarian?

Are you planning to
deliver naturally?

Who is your obstetrician?

Notes:

Did you exercise regularly
during this pregnancy?

Are you planning to
breastfeed?

Where will you deliver?
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