Charleston Birth Place

MEDICAL and SURGICAL HISTORY Form
Name ________________________________________       Date of Birth ___________________________
Age____________________             Height________________              Usual Weight_________________

Recent weight gain or loss__________       Are you satisfied with your current weight?   ____Yes   ____No 
MEDICAL HISTORY: Currently being treated for:
_______________________________________________________________________________________
SURGERIES: all operations 

_______________________________________________________________________________________
PAST ILLNESSES:
Childhood diseases – circle: 
Measles, Mumps, German Measles, Chicken Pox, Scarlet Fever, Whooping Cough, Rheumatic Fever, Polio

Adult Illnesses - circle
Pneumonia, Thyroid Disease, Heart Disease, High Blood Pressure, Asthma, Diabetes, Cancer, Epilepsy (seizures), Tuberculosis, Bone or joint disease, Kidney or bladder infections, Anemia, Jaundice, Depression, Anxiety, Eating Disorder, Nervous breakdown, Hives or Eczema, Other

Further Information_______________________________________________________________________
ALLERGIES:
Environmental: __________________________________________________________________________
Food: __________________________________________________________________________________
Medication: _____________________________________________________________________________
CURRENT MEDICATIONS:
Prescription: ____________________________________________________________________________
Over the counter: _________________________________________________________________________
Herbals/supplements: _____________________________________________________________________
IMMUNIZATIONS:
Date of last Tetanus booster: _____________

HPV vaccine:  ____Yes   ____No

Influenza vaccine:  ____Yes   ____No


Hep B vaccine:  ____Yes   ____No

Pneumonia vaccine:  ____Yes  ____No


Varicella:  ____Yes   ____No
Blood Transfusion:  ____Yes   ____No   If yes reaction?_________________________________________
FAMILY HISTORY:  List parents, grandparents or siblings having:

Cancer________________________________
High Blood Pressure____________________________
Tuberculosis____________________________
Bleeding Disorder______________________________
Diabetes_______________________________
Inherited Disorders______________________________

Heart Disease___________________________
SOCIAL HISTORY:

Do you work outside the home?  ____Yes   ____No
List members of your household: ____________________________________________________________
Do you drink alcohol?  ____Yes   ____No         How much/how often? ______________________________
Do you ever feel that you have a problem with alcohol use?   ____Yes   ____No

Has anyone said you should cut down?   ____Yes   ____No 
Do you need a drink to get going in the morning?   ____Yes   _____No

Do you smoke tobacco?   ____Yes   ____No        If yes, how much? ________________________________
Are you interested in quitting?   ____Yes   ____No 
Do you use recreational drugs such as: ecstasy, marijuana, cocaine, crystal meth, heroine or others?  ____Yes   ____No      If yes, which drug and how often:__________________________________________
Do you feel that you have a problem?  ____Yes   ____No

Does anyone close to you have a problem with drugs or alcohol?  ____Yes   ____No
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? ______________
MENSTRUAL HISTORY: 

First day of last normal menstrual period_________________

Age of 1st period? _______  Number of days between periods:________ Number of days of flow:_________
Bleeding between periods?  _____Yes   _____No
      Flow:  _____Heavy  _____Moderate   _____Light

Cramping/Pain: _____Severe   _____Moderate   _____Light 

Date of last PAP smear? ______________
Ever had an abnormal PAP?  ____Yes   ____No     If yes, explain: _________________________________
GYNECOLOGICAL HISTORY:
Current method of birth control______________________________________________________________

Methods tried in the past___________________________________________________________________
Are you satisfied with your current method? ____Yes  ____No 

Would you like information on new methods? __________________________________________________

Have you had any of the following:

_____Endometriosis


_____Ovarian cyst

_____Recurrent UTI


_____Polycystic ovary disease
_____Breast disease

_____Vaginal dryness
_____Recurrent vaginitis

_____Hot flashes



_____Insomnia


_____Infertility
PREGNANCIES: 
Number of pregnancies:____________    

Number of living children: _______________       Number of miscarriages or abortions: _______________
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	Date of birth
	Place of birth
	Weeks gestation
	Wt
	Length of Labor
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SEXUAL HISTORY 
Have you ever had sex?  ____Yes   ____No 

Have you had sex with?   ____Men   ____Women   ____Both
Do you have a current partner?  ____Yes   ____No    If yes, is this partner a man or woman? _____________
How many partners have you had since becoming sexually active? _______________

How many in the last year? ______________ 
Any pain with intercourse? ______________
Are you satisfied with your sex life? _________________________________________________________

Have you ever had a sexually transmitted infection?  ____Yes   ____No

Select all that apply:

_____Chlamydia
 
_____Herpes

_____Gonorrhea

_____Hepatitis _____Trichomoniasis

_____Syphilis

_____HIV/AIDS
 
_____Genital Warts/HPV Other__________________________________________________________________________________
Reason for today’s visit:___________________________________________________________________
Any other concerns or issues you would like to discuss___________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________
Client signature: __________________________________________________________
Midwife signature: ________________________________________________________
