Charleston Birth Place

OB Medical History Form

Please fill out this history form very carefully. When you come in for your initial appointment we will go over the history together. Leave blank any questions with which you are not familiar.

Name_____________________________________________________Date_______________________

Date of Birth_______________
Partner’s Name_________________________________________

Height_______________
Usual Weight_________________

MEDICAL HISTORY

Please check if in the past you have had any of the following. In the space below list date, treatment, and any follow up. 

	
	‪Kidney Disease
	
	‪Liver Problems
	
	‪Hospitalizations

	
	‪Diabetes
	
	‪Tuberculosis
	
	‪Seizures

	
	‪Hypertension
	
	‪Urinary Tract Surgery
	
	‪Surgeries

	
	‪Epilepsy
	
	‪Pelvic/Back Injury
	
	‪Hemorrhage

	
	‪Heart Disease
	
	‪Stomach Problems
	
	‪Allergies

	
	‪Thyroid Problems
	
	‪Bowel Problems
	
	‪Severe Headaches

	
	‪Blood clotting Problems
	
	‪Skin Problems
	
	‪Dental Problems

	
	‪Asthma
	
	‪Bladder Infections
	
	‪Phlebitis/Varicosities

	
	‪Hepatitis
	
	‪Anemia
	
	‪Hemorrhoids

	
	‪STD
	
	‪Depression
	
	‪Anxiety

	
	‪Abnormal Pap
	
	‪Breast Disease
	
	‪Endometriosis


_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

FAMILY HISTORY List parents, grandparents or siblings having:

Cancer________________________________
High Blood Pressure__________________________
Tuberculosis___________________________
Bleeding Disorder____________________________
Diabetes______________________________
Inherited Disorders___________________________
Heart Disease__________________________

CURRENT MEDICATIONS:

Prescription: __________________________________________________________________________

Over the counter: ______________________________________________________________________

Herbals/supplements: ___________________________________________________________________

SOCIAL HISTORY:

Do you work outside the home?  ____Yes   ____No    Occupation:_______________________________

List members of your household: __________________________________________________________

Do you smoke tobacco? ____Yes  ____No     If yes, how much? _________________________________

Any alcohol or recreational drug use since last menstrual period? ________________________________

DOMESTIC VIOLENCE

Have you ever been emotionally abused or hit, slapped, kicked, physically hurt by someone important to you? ________________________________________________________________________________

As a child or adult, has anyone touched you or forced into sexual activity in which you did not want to participate? ___________________________________________________________________________

Are you or your children afraid of your partner or someone important to you? ______________________

If you have answered yes to any questions, would you like to talk to us about this? __________________
If you would like to talk to us, do you prefer to discuss it without family members present? ___________

PREGNANCY HISTORY

Number of total pregnancies:______        Full term:_____    Preterm:_____    Miscarriage/Abortion:_____

	Name
	Sex
	Date of Birth
	Place of birth
	Weeks Gestation
	Wt
	Length of Labor
	Pain meds/ Epidural
	Complications  or Problems
	Childbirth technique or water birth
	Breast or bottle How long?

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


CURRENT PREGNANCY:

Last menstrual period: _________________________       _____Normal   _____Abnormal

Average length of cycle:________
When do you think you conceived? __________________________

Planned pregnancy? ____Yes  ____No      Any contraception 3 mo prior to pregnancy? ____Yes  ____No

Infertility Treatment? ____Yes  ____No    Date of first positive pregnancy test:_____________________

Have you had prenatal care with this pregnancy  ____Yes  ____No    

If yes please give names of provider or clinic and dates:
_____________________________________________________________________________________

_____________________________________________________________________________________

Have you or the father of the baby ever have a baby with a birth defect or mental retardation: __Yes __No

Do you or the father of the baby have any family members with birth defects or conditions diagnosed as genetic or inherited? ____Yes  ____No

Certain genetic problems may occur in the following ethnic/racial groups.  

Are you:
___‪Jewish    ___Black/African     ___‪Asian
  ___Mediterranean     ___Hispanic
___‪Caucasian

Father of the Baby:

___‪Jewish    ___Black/African     ___‪Asian
  ___Mediterranean     ___Hispanic
___‪Caucasian

Please check if you have any of the following during this pregnancy:

	
	‪ Nausea
	
	‪ Dizziness
	
	‪ Backache

	
	‪ Vomiting
	
	‪ Fever
	
	‪ Bleeding gums

	
	‪ Excessive saliva
	
	‪ Rash
	
	‪ Urinary problems

	
	‪ Swelling
	
	‪ Hemorrhoids
	
	‪ Vaginal discharge

	
	‪ Indigestion
	
	‪ Abdominal/pelvic pain
	
	‪ Depression

	
	‪ Constipation
	
	‪ Bleeding/spotting
	
	‪ Anxiety

	
	‪ Diarrhea
	
	‪ Leg cramps
	
	‪ Family problems

	
	‪ Headache
	
	‪ Varicose veins
	
	‪ Other


Do you have contact with cats? ____Yes  ____No

How would you describe your usual diet? ___________________________________________________

What do you do for exercise? _____________________________________________________________

Do you have any ethnic, cultural, or religious preferences that you would like to discuss? _____________________________________________________________________________________

Have you faced any opposition for a birth center birth? ________________________________________

In general how do you cope with stress? ____________________________________________________

How do you cope with pain? _____________________________________________________________
Please give some thought to the following questions and write your ideas. If you and your partner are together, each of you should answer. 

Why do you want to have a baby in a birth center? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Partner: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What do you see as the duties or responsibilities of your midwife? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Partner: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How do you feel about going to the hospital to deliver if you midwife feels that complications are arising? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Partner: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What do you think the benefits of having a baby at a birth center are? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Partner: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please add any comments or thoughts you want your midwife to know: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Client___________________________________
Partner_____________________________________

Midwife_________________________________
Date_________________________

