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Pregnancy History
Today’s Date______________  Child’s Name____________________________  Gender M  F    Age_________
Address________________________City/State/Zip__________________________Date of Birth_____________ 
Mother’s Name______________________________   Father’s Name___________________________________
Parent’s Marital Status: ( Married   (Single   (Divorced (Widowed   Legal Guardian______________________
Other Children in Family:______________________________________________________________________

Phone Number:__________________________
DURING YOUR PREGNANCY, DID YOU HAVE ANY OF THE FOLLOWING?




Yes
No

Falls?



(
( 
_______________________________________________________

Car Accident?


(
(
_______________________________________________________

High B.P.?


(
(
_______________________________________________________

Diabetes?


(
(
_______________________________________________________

Anemia?


(
(
_______________________________________________________

Morning Sickness?

(
(
_______________________________________________________

Indigestion?


(
(
_______________________________________________________

Seizures?


(
(
_______________________________________________________

Thyroid Problems?

(
(
_______________________________________________________

Heart Problems?

(
(
_______________________________________________________

Abnormal Bleeding?

(
(
_______________________________________________________

Were You Hospitalized?
(
(
_______________________________________________________

Any Other Illnesses?

(
(
_______________________________________________________

Emotional Stresses?

(
(
_______________________________________________________

DURING YOUR PREGNANCY DID YOU USE ANY OF THE FOLLOWING:




Yes
No

Tobacco?

(
(
_______________________________________________________

Alcohol?

(
(
_______________________________________________________

Non-prescribed drugs
(
(
_______________________________________________________

Prescription drugs
(
(
Medication:_____________________Reason:__________________

Over the counter drugs(
(
Medication:_____________________Reason:__________________

