
ROSH MATERNAL FETAL MEDICINE 
213 Madis on  Avenue , Suite  1A 
New York, NY 10016 
(212) 725 - 0123 
 
OBSTETRIC MEDICAL HISTORY 
 
Patien t Name____________________________ 
 
Date____________________________________ 
 
•If you  a re  uncomfortab le  ans wering  an y ques tions , leave  them b lank; You  can  d is cus s  
them with  your doc tor o r nurs e  
 
PERSONAL HEALTH HISTORY 
 
1.  Are  you  a lle rg ic  to  an y medica tion?  Yes  ____ No ____ 
 
If yes , p lea s e  
lis t:__________________________________________________________________________ 
 
2.  P lea s e  m ark an y conditions  tha t you  have  o r have  had  in  the  pas t:  
 
Cance r____   HIV/AIDS____   Diabe tes ____ 
Epileps y____   Thyro id  d is o rder____  Ea ting  d is o rder____ 
Heart Dis eas e____  Headach es ____  Depres s ion____ 
High  Blood  Pres s ure____ Arth ritis  o r lupus ____  As thm a____ 
Kidney d is eas e____  Frequen t in fec tions ____ An emia____ 
Hepatitis ____   Bowel d is eas e____  Herpes ____ 
Blood  c lo tting  d is orde r (eg , ph leb itis )____ 
Von Willebrand’s  d is eas e  o r o ther b leed ing  d is o rd ers ____    
Sexu ally trans mitted  d is eas es ____ 
Recurren t u rin ary trac t in fec tions ____ 
 
Des c ribe  if n eeded : 
_____________________________________________________________________________
_____________________________________________________________________________
______________________________________________________________________ 
 
3.  P lea s e  ind ica te  an y s u rgery o r hos p ita liza tion  tha t you  have  had : 
_____________________________________________________________________________
_____________________________________________________________________________
_________________________________________________________________________ 
 
4. P leas e  des crib e  an y hea lth  p rob lems  or s ymptoms  tha t you  a re  having  a t th is  time: 
_____________________________________________________________________________
_____________________________________________________________________________
_________________________________________________________________________ 
 
5. Do  you  o r an y family m ember h ave  a  h is to ry o f p rob lems  with  anes thes ia?  Yes ____ 
No____ If ye s , p leas e  des cribe : 
_____________________________________________________________________________
_____________________________________________________________________________
_________________________________________________________________________ 
 
6.  Do  you  h ave  an y re lig ious  ob jec tions  to  an y fo rm of medica l trea tm ent (eg , re fus a l o f 
b lood  trans fus ion)?  Yes ____ No ____ If yes , p leas e  des c ribe : 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
 
 



EXPOSURES AFFECTING HEALTH 
 
1.  Do  you  s moke  c iga re ttes ?  Yes ____ No____ 
If yes , how man y packs  per day? _________ 
If fo rmer s moker, when  d id  you  qu it? ______ 
 
2.  Do  you  d rink a lcoholic  beverages  now or d id  yo u  before  you  b ecam e pregnan t?  (1.5 oz 
s p irits  = 12 oz bee r) Yes ____ No ____ 
If yes , how often? ______________________________________________________________ 
What type  o f d rinks ? ___________________________________________________________ 
 
3.  P lea s e  lis t an y medica tion  taken  s in ce  you r la s t period , in c lud ing  pre s c rip tions , over 
the  counter d rugs , multivitamins , o ther s up lem ents , and  an y h erba l medic ines : 
_____________________________________________________________________________
_____________________________________________________________________________ 
 
4.  P lea s e  lis t an y illic it o r rec rea tiona l d rugs  u s ed  s ince  your las t period  (eg , coca in e , 
marijuan a): 
_____________________________________________________________________________
_____________________________________________________________________________ 
 
5.  Do  you  h ave  an y rea s on  to  be lieve  you  may have  been  expos ed  to  AIDS (eg , a  h is to ry 
o f b lood  trans fus ion , in travenous  d rug  us e , multip le  s exual p artners  o r s exual expos u re  to  
a  gay o r b is exual male , expos ure  to  an  in travenou s  d rug  us e r)?  Yes ____ No____ 
 
6.  Are  you  ever expos ed  to  chemica ls  o r rad ia tion  (eg , X-rays )?  Yes ____ No ____ 
If yes , p lea s e  des cribe : 
_____________________________________________________________________________ 
 
7.  Are  you  on  a  res tric ted  d ie t?  Yes ____ No ____ 
If yes , p lea s e  des cribe : 
_____________________________________________________________________________ 
 
 
GYNECOLOGIC HISTORY 
 
1.  When  was  your las t Pap  tes t? _________________________________________________ 
Have  you  ever h ad  an  ab normal Pap  tes t?  Yes ____ No____ 
If yes , when  and  how were  you  trea ted?  
_____________________________________________________________________________ 
What was  the  d iagnos is ?  
_____________________________________________________________________________ 
 
2.  Have  you  ever had : 
 
Gonorrhea____ 
Chlam ydia____ 
Pe lvic  in flammatory d is eas e____ 
If yes , when , how and  where  were  you  trea ted?  
_____________________________________________________________________________ 
 
3.  Have  you  ever had  h erpes ?  Yes ____ No____ 
If yes , how often  do  you  h ave  ou tbreaks ?  _________________________________________ 
Have  you  ever h ad  s yphilis ?  Yes ____ No____ 
If yes , how, when  and  where  were  you  trea ted?  
_____________________________________________________________________________
_____________________________________________________________________________ 
 
4.  Have  you  ever us ed  an  IUD (in trau te rine  device) fo r con tracep tion?  Yes ____ No____ 
If yes , p lea s e  ind ica te  when:_____________________________________________________ 
Did  you  have  an y prob lems  with  the  IUD?  Yes ____ No____ 



If yes , p lea s e  des cribe : 
_____________________________________________________________________________ 
 
5.  Have  you  been  trea ted  fo r in fertility?  Yes ____ No____ 
If yes , p lea s e  de s cribe  when  and  trea tment rece ived : 
_____________________________________________________________________________ 
6.  Do  you  h ave  an y o the r concern s  re la ted  to  you r pas t hea lth  h is to ry?  
_____________________________________________________________________________
_____________________________________________________________________________ 
 
 
FAMILY HISTORY & GENETIC SCREENING 
 
1.  What is  your e thn ic ity? _______________________________________________________ 
What is  the  e thn ic ity o f the  bab y’s  fa ther? __________________________________________ 
 
2.  Have  you  or has  the  b ab y’s  fa the r had  a  ch ild  b orn  with  a  b irth  defec t?  Yes ____ No ____ 
If yes , p lea s e  des cribe : 
_____________________________________________________________________________ 
 
3.  Did  e ither you  or the  b ab y’s  fa the r have  a  b irth  defec t?  Yes ____ No ____ 
If yes , p lea s e  des cribe : 
_____________________________________________________________________________ 
 
4.  P lea s e  des cribe  an y abnormalitie s  tha t have  occurred  in  ch ild ren  o f you r family o r the  
bab y’s  fa the r’s  family (eg , menta l re ta rd a tion , b irth  defec ts , early in fan t dea th , deformities , 
o r inherited  d is eas es  s uch  as  hemophilia , mu s cu la r d ys troph y or cys tic  fib ros is ): 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
 
How is  th is  ch ild /pers on  re la ted  to  you? ___________________________________________ 
 
5.  Do  you  o r does  the  ba by’s  fa ther have  a  h is to ry o f p regnancy los s es  (mis carriag es  o r 
s tillb irths )?  Yes ____ No____ 
If yes , h ave  e ither o f you  had  genetic  couns e ling?  Yes ____ No____ 
If yes , h ave  e ither o f you  had  chromos om al tes ting ?  Yes ____ No____ 
Where  and  what were  the  res u lts ?  
_____________________________________________________________________________ 
 
6.  Som e genetic  p rob lem s  occur more  in  couple s  with  certa in  rac ia l o r ances tra l 
backgrounds .  P lea s e  ch eck if you  are , o r the  bab y’s  fa the r is , one  o f thes e  backgrounds :  
 
Eas te rn  Eu ropean  J ewis h  (As h kenazi) an ces try?  Yes ____ No ____ 
If yes , h ave  you  had  Tay-Sach s  s c reen ing  tes ts ?  Yes ____ No ____ 
If yes , h ave  you  had  a  Canavan  s creen ing  tes t?  Yes ____ No____ 
If yes , h ave  you  had  fam ilia l d ys au tonomia  s creen ing?  Yes ____ No____ 
Date :_____________ Res u lt:____________________________________________________ 
 
African  Am erican?  Yes ____ No____ 
If yes , h ave  you  had  s ickle  ce ll s c reen ing?  Yes ____ No____ 
Date :_____________ Res u lt:____________________________________________________ 
 
European  Ances try & Eas te rn  Eu ropean  J ewis h  (As hkenazi) ances try?  Yes ____ No____ 
If yes , h ave  you  had  cyc tic  fib ros is  s c reen ing?  Yes ____ No____ 
Date :_____________ Res u lt:____________________________________________________ 
 
Medite rranean  ances try o r Southeas t As ian  ances try?  Yes ____ No____ 
If yes , h ave  you  had  s creen ing  fo r inherited  fo rms  of anemia  s uch  a s  tha la s s emia?  
Yes ____ No____ 
 
7.  P lea s e  lis t an y o the r concerns  you  have  about b irth  defec ts  o r inhe rited  d is orders :  



_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
_____________________________________________________________________________ 
8.  Do  you  want to  have  a  down s yndrome ris k as s e s s ment?  Yes ____ No____ 
 
9.  Is  the  fa ther 50 yea rs  o r o lder?  Yes ____ No ____ 
 
 
PSYCHOLOGICAL SCREENING 
 
1.  Do  you  h ave  an y p rob lems  (job , trans porta tion  e tc .) tha t p reven t you  from  keep ing  your 
hea lth  ca re  appoin tments ?  Yes ____ No____ 
 
2.  Do  you  fee l uns afe  where  you  live?  Yes ____ No ____ 
 
3.  Are  you  expos ed  to  s econd-hand  s moke?  Yes ____ No ____ 
 
4.  In  the  p as t two  months , have  you  us ed  d rugs  o r a lcohol (inc lud ing  b eer, wine  & mixed  
drinks )?  Yes ____ No____ 
 
5.  In  the  p as t year, have  you  b een  th rea tened , h it, s lapped , o r kicked  b y an yone  you  
know?  Yes ____ No____ 
 
6.  Has  an yon e  fo rced  yo u  to  perform an y s exual ac t tha t you  d id  no t want to  do?  Yes ____ 
No____ 
 
7.  On  a  1-5 s ca le  (1 be ing  low, 5 be ing  h igh) how do  you  ra te  your s tres s  leve l?  ____ 
 
8.  How man y times  have  you  moved  in  the  pas t 12 months ?  ________ 
 
*MODIFIED AND REPRINTED WITH PERMISSION FROM FLORIDA’S HEALTHY START PRENATAL RISK 
SCREENING INSTRUMENT.  FLORIDA DEP ARTMENT OF HEALTH.  DH 3134. SEPTEMBER 1997 
 
 
 
 
 
_____________________________________________ 
Patien t S igna ture  
 
 
_____________________________________________ 
Prin t Name  
 
 
_____________________________________________ 
Date  
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 


