
	 OB/GYN – INITIAL PRENATAL HISTORY
Welcome to FCHC OB/GYN.  As a new patient, please fill complete this 
form to the best of your ability.  Thank You!
	TODAY’S DATE                                      PAGE 1/2

	LEGAL LAST NAME

	LEGAL FIRST NAME
	MI
	DATE OF BIRTH 
	AGE

	MARITAL STATUS

	OCCUPATION/EMPLOYER

	PARTNER/BABY’S FATHER


	TELEPHONE

	PARTNER/BABY’S FATHER’S ADDRESS


	PARTNER/BABY’S FATHER’S OCCUPATION/EMPLOYER


	ALLERGIES




	MEDICATIONS



	NON-SCRIPT, HERBALS AND SUPPLEMENTS


	PREVIOUS HOSPITALIZATIONS OR SURGERIES WITH DATES




	PATIENT SOCIAL HISTORY


	Use of Alcohol
	 Never
	 Rarely
	 Moderately
	 Daily

	Use of Tobacco
	 Never
	 Rarely
	 Moderately
	 Daily

	     Packs per day
	Did you quit?              
	 Yes   No      
	Start _____________
	Stop _____________

	Use of Street Drugs
	 Never
	 Rarely
	 Moderately
	 Daily

	Have you had exposure to secondhand smoke?  Yes   No   
   

	OTHER HISTORY


	Have you ever been immunized against the HPV virus (Gardasil)?   Yes   No      

	Have you received the tetanus, diphtheria, pertussis (Tdap) vaccine?  Yes   No      If so when? ________________________

	Do you want to be tested for HIV today?  Yes   No   
   

	FAMILY HISTORY - Please indicate Yes or No and which relative


	
	
	Which Relative
	
	
	Which Relative

	Diabetes
	 Yes   No      
	________________
	Breast Cancer
	 Yes   No      
	________________

	High Blood Pressure
	 Yes   No      
	________________
	Ovarian Cancer
	 Yes   No      
	________________

	Stroke
	 Yes   No      
	________________
	Uterine Cancer
	 Yes   No      
	________________

	Heart Disease
	 Yes   No      
	________________
	Twins
	 Yes   No      
	________________

	Birth Defects
	 Yes   No      
	________________
	Other
	
	________________


	MENSTRUAL/OBSTETRICAL HISTORY

Age of First period _____   Date of Last period (1st day) ___________________ Frequency _____________


	Was your last cycle normal?   Yes   No             How long do your cycles last? __________


	Type of last Birth Control used?  ___________________________________________ Dates ___________________


	Date of Last Pap? _________________ Result of Last Pap? ___________________ History of Abnormal Pap?   Yes   No


	









	OB/GYN – INITIAL PRENATAL HISTORY
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	LEGAL LAST NAME

	LEGAL FIRST NAME
	MI
	DATE OF BIRTH

	OBSTETRICAL HISTORY


	Total number of pregnancies? _____  Full Term Births _____  Pre-Term Births _____  Miscarriages _____  Abortions _____  Ectopic _____  Multiples _____
Living Children?  _____


	Pregnancies


	( 1 )  Date _______________

	Weeks __________
	Weight _______________
	Sex __________
	Type of Delivery ____________________

	Place of Birth _________________________________
	Complications ________________________________________________________________

	
	

	( 2 )  Date _______________

	Weeks __________
	Weight _______________
	Sex __________
	Type of Delivery ____________________

	Place of Birth _________________________________
	Complications ________________________________________________________________

	
	

	( 3 )  Date _______________

	Weeks __________
	Weight _______________
	Sex __________
	Type of Delivery ____________________

	Place of Birth _________________________________
	Complications ________________________________________________________________

	
	

	( 4 )  Date _______________

	Weeks __________
	Weight _______________
	Sex __________
	Type of Delivery ____________________

	Place of Birth _________________________________
	Complications ________________________________________________________________

	
	
	
	
	

	( 5 )  Date _______________

	Weeks __________
	Weight _______________
	Sex __________
	Type of Delivery ____________________

	Place of Birth _________________________________
	Complications ________________________________________________________________

	
	
	
	
	

	( 6 )  Date _______________

	Weeks __________
	Weight _______________
	Sex __________
	Type of Delivery ____________________

	Place of Birth _________________________________

	Complications ________________________________________________________________

	REVIEW OF SYSTEMS - Do you currently have any of these symptoms?


	GENERAL

	 Weakness      Fatigue      Fever      Weight Gain      Weight Loss

	
	
	

	CARDIOVASCULAR
	GENITOURINARY/FEMALE
	SKIN/BREAST

	 Chest Pain
	 Frequent Urination
	 Rash or Itching

	 Dizziness
	 Burning/Painful Urination
	 Change in Hair or Nails

	 Palpitations
	 Blood in Urine
	 Breast Discharge

	 Varicose Veins
	 Incontinence or Dribbling
	 Breast Pain

	
	 Kidney Stones
	 Breast Lump

	RESPIRATORY
	 Pain with Periods
	

	 Chronic Cough
	 Irregular Periods
	NEUROLOGICAL

	 Shortness of Breath
	 Vaginal Discharge
	 Frequent Headaches

	 Wheezing
	
	 Seizures

	
	EYES, EARS, NOSE, THROAT
	 Lightheaded or Dizzy

	GASTROINTESTINAL
	 Vison Changes
	 Numbness or Tingling

	 Abdominal Pain
	 Ear Ringing
	

	 Change in Bowel Movements
	 Sinus Drainage
	HEMATOLOGIC/LYPHATIC

	 Rectal Bleeding
	 Throat/Neck/Ear Pain
	 Prolonged Bleeding

	 Nausea or Vomiting
	
	 Easy Bruising

	 Frequent Diarrhea
	MUSCULOSKELETAL
	 Swollen Glands

	 Constipation
	 Joint Pain, Stiffness, or Swelling
	

	
	 Muscle Pain or Weakness
	

	
	 Back Pain
	

	
	
	

	To the best of my knowledge, the questions on this form have been answered correctly.  It is my responsibility to inform the medical office of any changes in my medical status.  I authorize the healthcare staff to perform the necessary service I may need.

	PATIENT/AUTHORIZED REPRESENTATIVE SIGNATURE
x
	DATE

	WITNESS SIGNATURE



	DATE




