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Demographics

 
 

Patient Information 
Last Name                                                       First                                            M.I. Social Security Number 

Date of Birth 
 
Race 

Marital Status 
 Single   Married   Divorced  Widowed 

 

 Other _____________________

____________________

 

E-mail address 

Street Address                                                                                                                    Apt #       

City                                             State                    Zip Home Number  
(       ) 

Mobile Number 
(       ) 

Employer 

Do you speak English?

If no, list language:

Occupation                                                                                                                         Work Number 
(       ) 

Please Read:  There may be times when we need to leave you a phone message containing personal 
information at the numbers provided above. Please check the numbers where it is permissible for  
us to leave a message. 
 

 Home           Mobile          

Yes         No    
     

 Work           Other (       ) ________________________________   

If there is anyone besides you we are authorized to speak with, please list below: 
 

Name 
 

Relationship  
 

Phone #’s 
 

(       ) 
   

(       ) 
 

 

Emergency Contact 
Name Relationship to Patient 

Home Number 
(       ) 

Mobile Number 
(       ) 

Work Number 
(       ) 

 

Referring Physician 
Referring Physician Name 
 

Street Address                                                                                    Suite # 

City                                                     State                              Zip 
 

Phone Number 
(      )  

 

or N/A:
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Please Note the Location You Will Be Visiting 
 
Main Location: Tampa 
13601 Bruce B. Downs Blvd.  
Suite 250 
Tampa,  FL  33613 
(813) 971-6909 
 
Clearwater Location 
Northwood Commons 
2454 McMullen Booth Rd. 
Building B, Suite 401 
Clearwater, FL  33759 
(727) 724-1949   
 
Sarasota Location 
5741 Bee Ridge Rd. 
Suite 540 
Sarasota, FL 34233 
(813) 971-6909 
 
Wesley Chapel Location 
27509 Cashford Circle 
Wesley Chapel, FL  33544 
(813) 973-1978   
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Insurance 
 

Primary Insurance Information     
Are you the Policy Holder?     Yes       No   
 

Primary Insurance Company 

 
Phone Number 

(      ) 

Policy # 

 
Group # 

 

Address 

 
City 

 
State Zip Code 

Policy Holder Name (If not the patient) Relationship to Patient Date of Birth 

Policy Holder Employer 

 

Secondary Insurance Information (If Any) 
Are you the Policy Holder?     Yes       No   
 

Secondary Insurance Company 

 
Phone Number 

(      ) 

Policy # 

 
Group # 

 

Address 

 
City 

 
State Zip Code 

Policy Holder Name (If not the patient) Relationship to Patient Date of Birth 

Policy Holder Employer 

 

 

Please list your mother’s maiden name to be used as a password for security purposes: _________________________ 

Patient Name: ________________________________________________
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FINANCIAL ARRANGEMENTS AND MEDICAL INSURANCE 
 

We are committed to providing you with the best possible care.  If you have had a change in insurance, we 

are anxious to help you receive your maximum allowable benefits.  If you have had a change in insurance, 

please inform our office staff immediately as this could result in rejection of your claims.  In order to 

expedite the filing of your insurance and provide you with the best possible care, we need your assistance 

and understanding of our payment policy. 

 

We file your insurance as a courtesy.  Co-pays, deductible, and co-insurance payments are due at the time 

services are rendered unless payment arrangements have been approved in advance by our staff.  We accept 

cash, checks, MasterCard or Visa.  Returned checks and balances older than 30 days will be subject to 
additional collection fees and a rebill fee of $10.00.  All charges are your responsibility from the date the 

services are rendered.  Not all services are covered benefit in all contracts.  If expenses are not covered for 

any reason, you are financially responsible for any unpaid balance. 

 

We realize that temporary financial problems may affect timely payment of your account.  If such problems 

do arise, we encourage you to contact us promptly for assistance in management of your account. 

 

When an appointment is made in our offices, a specific time is reserved for you to see the doctor.  Missed 

appointments result in a loss of valuable time that could be spent with another high-risk patient in need of 

treatment and they are very costly to our office.  For this reason, if you fail to keep an office visit you 
will be charged a fee for a missed appointment.  If an appointment does need to be cancelled or 

rescheduled for any reason, please notify our office at least 24 hours in advance of the appointed time and 

no missed appointment fee will be charged.  Thank you for your anticipated cooperation. 

 

I understand that I am responsible for payment of my account regardless of the status of an insurance claim 

and agree to pay for services or treatment rendered to me.  If Florida Perinatal Associates is forced to take 

action for collection of any balance owed by me, either by lawsuit or otherwise, I agree to pay collection 

costs, including a reasonable attorney’s fee and applicable rebill fees.  I authorize and request my insurance 

company to pay Florida Perinatal Associates to provide my medical treatment and care as necessary or 

advisable.  I hereby authorize the office of Florida Perinatal Associates to release any information to my 

insurance company or another physician, including the diagnosis and treatment or examination rendered to 

me while under their care. 

 

 

 

 

 

Signature of Patient/Insured                                                            Date 

 

 

 

          
  Jeffrey Angel, M.D. 

A. Gordon Fry III, M.D. 

Craig Kalter, M.D. 
            Walter Morales, M.D. 

Edgard Ramos-Santos, M.D. 

Chris Sloan, M.D. 

Page 4 of 4 

 

 

Please Note the Location You Will Be Visiting 
 
Main Location: Tampa 
13601 Bruce B. Downs Blvd.  

Suite 250 

Tampa,  FL  33613 

(813) 971-6909 

 
Clearwater Location 
Northwood Commons 

2454 McMullen Booth Rd. 

Building B, Suite 401 

Clearwater, FL  33759 

(727) 724-1949   

 
Sarasota Location 
5741 Bee Ridge Rd. 

Suite 540 

Sarasota, FL 34233 

(813) 971-6909 

 

Wesley Chapel Location 
27509 Cashford Circle 

Wesley Chapel, FL  33544 
(813) 973-1978   
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Please Note the Location You Will Be Visiting 
 
Main Location: Tampa 
13601 Bruce B. Downs Blvd.  
Suite 250 
Tampa,  FL  33613 
(813) 971-6909 
 

Riverview Location  
6901 Simmons Loop Road
2nd Floor Suite 208 
Riverview,  FL  33578
(813) 971-6909 
 

Clearwater Location 
2963 Gulf to Bay Blvd 

Clearwater, FL  33759
 

(727) 724-1949   

 
Sarasota Location 
5741 Bee Ridge Rd. 
Suite 540 
Sarasota, FL 34233 
(813) 971-6909 
 
Wesley Chapel Location 
27509 Cashford Circle 
Wesley Chapel, FL  33544 
(813) 973-1978   
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Please Note the Location You Will Be Visiting 
 
Main Location: Tampa 
13601 Bruce B. Downs Blvd.  
Suite 250 
Tampa,  FL  33613 
(813) 971-6909 
 
Clearwater Location 
Northwood Commons 
2454 McMullen Booth Rd. 
Building B, Suite 401 
Clearwater, FL  33759 
(727) 724-1949   
 
Sarasota Location 
5741 Bee Ridge Rd. 
Suite 540 
Sarasota, FL 34233 
(813) 971-6909 
 
Wesley Chapel Location 
27509 Cashford Circle 
Wesley Chapel, FL  33544 
(813) 973-1978   
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Please Note the Location You Will Be Visiting 
 
Main Location: Tampa 
13601 Bruce B. Downs Blvd.  
Suite 250 
Tampa,  FL  33613 
(813) 971-6909 
 
Clearwater Location 
Northwood Commons 
2454 McMullen Booth Rd. 
Building B, Suite 401 
Clearwater, FL  33759 
(727) 724-1949   
 
Sarasota Location 
5741 Bee Ridge Rd. 
Suite 540 
Sarasota, FL 34233 
(813) 971-6909 
 
Wesley Chapel Location 
27509 Cashford Circle 
Wesley Chapel, FL  33544 
(813) 973-1978   
 
 
 
 

Lakeland Location
808 E. Main Street
Lakeland, FL 33801
(863) 680-3472

Suite 210



 

 

 
 
 
 

IMPORTANT INFORMATION REGARDING ULTRASOUND EXAMINATION 
 

What is Ultrasound? 
 

Ultrasound uses the same principle as sonar.  Sound waves from the ultrasound probe (far beyond the 

range of human hearing) bounce off of the uterus, placenta and baby, making echoes which a computer 

converts into detailed images. In essence, an ultrasound exam is a series of pictures of the baby and 

organs in the mother’s pelvis.  

 

Is Ultrasound safe? 
 

There has been extensive evaluation of the safety of diagnostic ultrasound.  There is no documented 

evidence that diagnostic ultrasound causes harm to either the mother or the baby when ordinary power 

and frequency is used. Ultrasound exams done in our facility are done using the lowest power level that 

can reasonably achieve a meaningful image. 

 

Does a normal Ultrasound prove that my baby will have no abnormalities?  
 

Ultrasound examination can detect many abnormalities, but some abnormalities are not detectable by 

ultrasound.  The exam gives information about the size and shape of the baby and the baby’s organs but 

does not give complete information about the function of the baby’s organs or tell us that the baby is 

completely “healthy.”  Abnormalities of brain function such as mental retardation cannot be detected by 

ultrasound. Additionally, there are many conditions that evolve over time, appearing normal at the time of 

the ultrasound exam but become apparent later in the pregnancy. 

 

You should realize that even with a complete ultrasound exam, we may be unable to find existing fetal 

abnormalities or those abnormalities that can appear later in the pregnancy or after birth.  Thus, although 

ultrasound examination is a very helpful diagnostic tool, it should not be considered absolute proof that 

the baby is normal. 

 
Can Ultrasound determine if there are chromosomal abnormalities? 

 

Findings on an ultrasound exam can be an indicator of potential chromosomal abnormalities but are not 

definitive.  Currently, the only way to assess the baby’s chromosomes with certainty is to actually obtain 

a sample of the baby’s cells by amniocentesis, chorionic villus sampling or fetal blood sampling. Some 

pregnancies are at increased risk for fetal chromosome abnormalities, either because of the mother’s age, 

because of results of blood screening test, or because of findings on the ultrasound exam. It is important 

to realize that an ultrasound exam cannot tell for certain whether the baby’s chromosome count is normal 

or abnormal. A normal ultrasound examination does not guarantee that the chromosomes are normal.  

 

If you have any questions concerning ultrasound, please do not hesitate to ask the ultrasound technologist, 

perinatologist or your doctor.  You are requested to sign this document before your ultrasound 

examination to acknowledge that you have read and understood the information on this form and have 

had the opportunity to ask questions.  

 

_______________________________  _____________________ 

Patient/Guardian signature   Date 

 

_______________________________                _____________________ 

Printed Name                                                        Date of Birth 



NOTICE OF PRIVACY PRACTICES
PATIENT ACKNOWLEDGMENT FORM

________________________________________	    _________________________________

________________________________________	    _________________________________

Signature of Patient or Authorized Representative	   	     Date

Print Name of Patient 					         Print Name of Authorized Representative

Our Notice of Privacy Practices (“Notice”) provides information about: 1) the privacy rights of our 
patients; and 2) how we may use and disclose protected health information about our patients

Federal regulation requires that we give our patients or their authorized representatives our 
Notice before signing this acknowledgment.

If you have any questions about your rights or our privacy practices, please send an electronic 
message (e-mail) to privacy_officer@pediatrix.com or a letter to:

	 Privacy Officer
	 Pediatrix Medical Group, Inc.
	 1301 Concord Terrace
	 Sunrise, FL 33323

By signing this form, you are only acknowledging that you have been provided our Notice.
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Clinical Services 1 
CONFIDENTIAL Obstetrix Medical Group 2/20/2015 

Obstetric History Questionnaire 
 
Patient Name:  _________________________________         Date:  _____________________ 
 
Social Security Number: _______________________ 
 
Are you currently pregnant:  �  Yes �  No 
 
What was the first day of your last menstrual period: ____________________ 
 
What is your due date:  ________________________ 
 
Are there any problems with your current pregnancy? 
  
 
 
 
 
 
 
Prior Pregnancies: 
 

___________ Number of pregnancies continued past 4 ½ months (20 weeks) 
 

___________ Number of miscarriages 
 

___________ Number of tubal pregnancies (ectopic pregnancies) 
 

___________ Number of abortions 
 

___________ Number of living children 
 
Fill information in table below for each pregnancy start with your first one: 
 

Year Weeks Labor 
Length 

Birth Wt 
LB. / OZ. 

Sex Type Of Delivery Anesthesia Place 
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Comments:  
 
 
 
 
 
 
 
 
 
 
 
 
Reviewed By ___________________________________________ 
              Provider Name 
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Obstetric History Questionnaire 
 
Patient Name:  _________________________________         Date:  _____________________ 
 
Social Security Number: _______________________ 
 
Are you currently pregnant:  �  Yes �  No 
 
What was the first day of your last menstrual period: ____________________ 
 
What is your due date:  ________________________ 
 
Are there any problems with your current pregnancy? 
  
 
 
 
 
 
 
Prior Pregnancies: 
 

___________ Number of pregnancies continued past 4 ½ months (20 weeks) 
 

___________ Number of miscarriages 
 

___________ Number of tubal pregnancies (ectopic pregnancies) 
 

___________ Number of abortions 
 

___________ Number of living children 
 
Fill information in table below for each pregnancy start with your first one: 
 

Year Weeks Labor 
Length 

Birth Wt 
LB. / OZ. 

Sex Type Of Delivery Anesthesia Place 
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Patient Name:  ________________________________________ 
Social Security Number: _______________________ 
Date:  _____________________ 

 
Genetic / Family History Questionnaire 

 
How would you describe your ancestry (check all that apply): 
 
 White  French Canadian  Samoan  Vietnamese 
 African (Black)  Native American  Chinese  Laos 
 Hispanic  Greek  Cambodian  Taiwanese 
 Ashkenazi Jewish  Italian  Filipino  Korean 
 Cajun  Middle Eastern  Japanese  Other Southeast Asian 
 Guamanian  Hawaiian  Asian-East Indian  Unknown Race 
 Other  ___________________________  Other  ___________________________ 
 
Are you and the father of this baby blood relatives (example: cousins)?   Yes   No 
 
What is your occupation?  ________________________________________________________________ 
 
What is the name of the father of this baby?  __________________________________________________ 
 
What is the occupation of the father of this baby?  _____________________________________________ 
 
What is the age of the father of this baby?  _________ 
 
How would you describe the ancestry of the father of this baby (check all that apply): 
 
 White  French Canadian  Samoan  Vietnamese 
 African (Black)  Native American  Chinese  Laos 
 Hispanic  Greek  Cambodian  Taiwanese 
 Ashkenazi Jewish  Italian  Filipino  Korean 
 Cajun  Middle Eastern  Japanese  Other Southeast Asian 
 Guamanian  Hawaiian  Asian-East Indian  Unknown Race 
 Other  ___________________________  Other  ___________________________ 
 
Is the father of this baby your partner?   Yes   No 
 
Comments:  
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Patient Name:  ________________________________________ 
Social Security Number: _______________________ 
Date:  _____________________ 

 
Genetic / Family History Questionnaire 

 
How would you describe your ancestry (check all that apply): 
 
 White  French Canadian  Samoan  Vietnamese 
 African (Black)  Native American  Chinese  Laos 
 Hispanic  Greek  Cambodian  Taiwanese 
 Ashkenazi Jewish  Italian  Filipino  Korean 
 Cajun  Middle Eastern  Japanese  Other Southeast Asian 
 Guamanian  Hawaiian  Asian-East Indian  Unknown Race 
 Other  ___________________________  Other  ___________________________ 
 
Are you and the father of this baby blood relatives (example: cousins)?   Yes   No 
 
What is your occupation?  ________________________________________________________________ 
 
What is the name of the father of this baby?  __________________________________________________ 
 
What is the occupation of the father of this baby?  _____________________________________________ 
 
What is the age of the father of this baby?  _________ 
 
How would you describe the ancestry of the father of this baby (check all that apply): 
 
 White  French Canadian  Samoan  Vietnamese 
 African (Black)  Native American  Chinese  Laos 
 Hispanic  Greek  Cambodian  Taiwanese 
 Ashkenazi Jewish  Italian  Filipino  Korean 
 Cajun  Middle Eastern  Japanese  Other Southeast Asian 
 Guamanian  Hawaiian  Asian-East Indian  Unknown Race 
 Other  ___________________________  Other  ___________________________ 
 
Is the father of this baby your partner?   Yes   No 
 
Comments:  
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Genetic / Family History Questionnaire 
 
Do you, the father of this baby, or any close relatives have: 
 
1.  Thalassemia (Greek, Mediterranean, or Asian Background) MCV < 80  Yes  No 
2.  Neural Tube Defect (Meningomyelocele Spina Bifida, or Anencephaly)  Yes  No 
3.  Congenital Heart Defect  Yes  No 
4.  Down Syndrome  Yes  No 
5.  Tay-Sachs (EG, Jewish, Cajun, French Canadian)  Yes  No 
6.  Sickle Cell Disease or Trait (African)  Yes  No 
7.  Hemophilia or Bleeding Problems  Yes  No 
8.  Muscular Dystrophy  Yes  No 
9.  Cystic Fibrosis or Canavan Disease  Yes  No 
10.  Mental Retardation / Autism / Learning Disorder  Yes  No 
             If Yes:  Tested for Fragile X       Yes      No 
11.  Huntington Chorea  Yes  No 
12.  Other Inherited Genetic or Chromosomal Disorder  Yes  No 
13.  Maternal Metabolic Disorder (EG, Insulin-Dependent Diabetes, PKU)  Yes  No 
14.  Patient or Baby’s Father Had a Child With Birth Defects Not Listed Above  Yes  No 
15.  Recurrent Pregnancy Loss, or Stillbirth  Yes  No 
16.  Blindness or Deafness  Yes  No 
17.  Bone or Skeletal Disorder (Dwarfism)  Yes  No 
18.  Breast, Ovarian or Colon Cancer  Yes  No 
19.  Kidney Disorder  Yes  No 
20.  Do either you or any of your parents, siblings, or children have diabetes  Yes  No 
21.  Blood Clots / Stroke  Yes  No 
22.  Have you taken any medications other than PN vitamins since becoming pregnant  Yes  No 
            If Yes what type: ________________________________________________________________ 
23.  Have you used any street drugs since becoming pregnant  Yes  No 
            If Yes what type: ________________________________________________________________ 
24.  Have you consumed any alcoholic beverages since becoming pregnant  Yes  No 
            If Yes what type: ________________________________________________________________ 
25.  Any Other  Yes  No 
26.  Anything that seems to run in the family  Yes  No 
 
Comments:  
 
 
 
 
Reviewed By ___________________________________________ 
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Obstetric History Questionnaire 
 
Patient Name:  _________________________________         Date:  _____________________ 
 
Social Security Number: _______________________ 
 
Are you currently pregnant:  �  Yes �  No 
 
What was the first day of your last menstrual period: ____________________ 
 
What is your due date:  ________________________ 
 
Are there any problems with your current pregnancy? 
  
 
 
 
 
 
 
Prior Pregnancies: 
 

___________ Number of pregnancies continued past 4 ½ months (20 weeks) 
 

___________ Number of miscarriages 
 

___________ Number of tubal pregnancies (ectopic pregnancies) 
 

___________ Number of abortions 
 

___________ Number of living children 
 
Fill information in table below for each pregnancy start with your first one: 
 

Year Weeks Labor 
Length 

Birth Wt 
LB. / OZ. 

Sex Type Of Delivery Anesthesia Place 
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Patient Name:  ________________________________________ 
Social Security Number: _______________________ 
Date:  _____________________ 

 
Review Of Systems Questionnaire 

 
Do you or have you taken any medication in the last year: 
 

Medications Taken Dose                                 Date Taken 
  
  
  
  
  
 
Do you have any known allergies: 
 
 
 
 
 
 
 
Do you currently smoke? 
   
 Yes  No  

      
Do you have or have you had any of the following conditions: 
 
 Yes  No  Unsure Unexplained Fever 

 Yes  No  Unsure Vision Problems 

 Yes  No  Unsure Hearing Loss 

 Yes  No  Unsure Ear Infections (Other Than Childhood) 

 Yes  No  Unsure Sinus Problems 

 Yes  No  Unsure Repeated Nosebleeds 

 Yes  No  Unsure Long Term Sore Throat 

 Yes  No  Unsure Pneumonia 

 Yes  No  Unsure Asthma 

 Yes  No  Unsure Close Contact With Person(s) With Tuberculosis 

 Yes  No  Unsure Tuberculosis Vaccine (BCC) 

 Yes  No  Unsure Positive Tuberculosis Skin Test 

 Yes  No  Unsure Unexplained Cough 

 Yes  No  Unsure Unexplained Shortness of Breath 

 Yes  No  Unsure Other Lung Problems 
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Patient Name:  ________________________________________ 
Social Security Number: _______________________ 
Date:  _____________________ 

 
Genetic / Family History Questionnaire 

 
How would you describe your ancestry (check all that apply): 
 
 White  French Canadian  Samoan  Vietnamese 
 African (Black)  Native American  Chinese  Laos 
 Hispanic  Greek  Cambodian  Taiwanese 
 Ashkenazi Jewish  Italian  Filipino  Korean 
 Cajun  Middle Eastern  Japanese  Other Southeast Asian 
 Guamanian  Hawaiian  Asian-East Indian  Unknown Race 
 Other  ___________________________  Other  ___________________________ 
 
Are you and the father of this baby blood relatives (example: cousins)?   Yes   No 
 
What is your occupation?  ________________________________________________________________ 
 
What is the name of the father of this baby?  __________________________________________________ 
 
What is the occupation of the father of this baby?  _____________________________________________ 
 
What is the age of the father of this baby?  _________ 
 
How would you describe the ancestry of the father of this baby (check all that apply): 
 
 White  French Canadian  Samoan  Vietnamese 
 African (Black)  Native American  Chinese  Laos 
 Hispanic  Greek  Cambodian  Taiwanese 
 Ashkenazi Jewish  Italian  Filipino  Korean 
 Cajun  Middle Eastern  Japanese  Other Southeast Asian 
 Guamanian  Hawaiian  Asian-East Indian  Unknown Race 
 Other  ___________________________  Other  ___________________________ 
 
Is the father of this baby your partner?   Yes   No 
 
Comments:  
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 Yes  No  Unsure Heart Murmur 

 Yes  No  Unsure Mitral Valve Prolapse 

 Yes  No  Unsure Other Heart Valve Problems 

 Yes  No  Unsure Heart Attack 

 Yes  No  Unsure Heart Disease 

 Yes  No  Unsure Unexplained Chest Pains 

 Yes  No  Unsure Unexplained Fainting 

 Yes  No  Unsure Irregular Heart Beat 

 Yes  No  Unsure Other Heart Problems 

 Yes  No  Unsure High Blood Pressure in Pregnancy 

 Yes  No  Unsure High Blood Pressure, Other 

 Yes  No  Unsure Raynaud’s Disease, Raynaud’s Phenomenon 

 Yes  No  Unsure Poor Blood Circulation 

 Yes  No  Unsure Severe Nausea And Vomiting in Pregnancy 

 Yes  No  Unsure Severe Nausea And Vomiting Before Pregnancy 

 Yes  No  Unsure Intestinal Problems (Irritable Colon, Chron’s Disease, etc.) 

 Yes  No  Unsure Dietary Restrictions 

 Yes  No  Unsure Unexplained Recurring Diarrhea 

 Yes  No  Unsure Constipation Problem 

 Yes  No  Unsure Heartburn, Reflux 

 Yes  No  Unsure Hepatitis, Yellow Jaundice 

 Yes  No  Unsure Liver Problems 

 Yes  No  Unsure Bladder or Kidney Infections 

 Yes  No  Unsure Kidney Stones 

 Yes  No  Unsure Problems With Urine 

 Yes  No  Unsure Menstrual Problems 

 Yes  No  Unsure Infertility, Difficulty Getting Pregnant 

 Yes  No  Unsure Vaginal Infections 

 Yes  No  Unsure Herpes Or A Partner With Herpes 

 Yes  No  Unsure Sexually Transmitted Disease 

 Yes  No  Unsure Pelvic Inflammatory Disease 

 Yes  No  Unsure Gonorrhea 

 Yes  No  Unsure Chlamydia 

 Yes  No  Unsure Syphilis 

 Yes  No  Unsure Genital Warts 

 Yes  No  Unsure HIV Infection, AIDS Or A Partner With HIV / AIDS 

 Yes  No  Unsure Abnormal Pap Smears 

 Yes  No  Unsure Diabetes (High Blood Sugar) 

 Yes  No  Unsure Thyroid Problems 

 Yes  No  Unsure Other Hormone Problems 

 Yes  No  Unsure Epilepsy, Seizure Disorder 
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Obstetric History Questionnaire 
 
Patient Name:  _________________________________         Date:  _____________________ 
 
Social Security Number: _______________________ 
 
Are you currently pregnant:  �  Yes �  No 
 
What was the first day of your last menstrual period: ____________________ 
 
What is your due date:  ________________________ 
 
Are there any problems with your current pregnancy? 
  
 
 
 
 
 
 
Prior Pregnancies: 
 

___________ Number of pregnancies continued past 4 ½ months (20 weeks) 
 

___________ Number of miscarriages 
 

___________ Number of tubal pregnancies (ectopic pregnancies) 
 

___________ Number of abortions 
 

___________ Number of living children 
 
Fill information in table below for each pregnancy start with your first one: 
 

Year Weeks Labor 
Length 

Birth Wt 
LB. / OZ. 

Sex Type Of Delivery Anesthesia Place 
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 Yes  No  Unsure Unexplained Drowsiness 

 Yes  No  Unsure Migraine / Cluster Headaches 

 Yes  No  Unsure Other Recurring Headaches 

 Yes  No  Unsure Depression 

 Yes  No  Unsure Panic Attack Disorder 

 Yes  No  Unsure Psychiatric / Mental / Emotional Problems 

 Yes  No  Unsure Skin Problems 

 Yes  No  Unsure Unexplained Hair Loss 

 Yes  No  Unsure Arthritis / Joint Pains 

 Yes  No  Unsure Lupus 

 Yes  No  Unsure Rheumatic Fever 

 Yes  No  Unsure Blood Transfusions 

 Yes  No  Unsure Bleeding Tendency 

 Yes  No  Unsure Blood Clots, Thrombophlebitis 

 Yes  No  Unsure Rh Sensitized 

 Yes  No  Unsure Any Past Surgeries (if yes please list below) 

 Yes  No  Unsure Any Known Allergies 
 
 
Past Surgeries:  
Name of operation                                                               Type of Anesthesia                           Hospital                                        Surgeon                          
 
 
 
 
 
 
Comments:  
 
 
 
 
 
 
 
Reviewed By ___________________________________________ 
   Provider Name 
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 Yes  No  Unsure Unexplained Drowsiness 

 Yes  No  Unsure Migraine / Cluster Headaches 

 Yes  No  Unsure Other Recurring Headaches 

 Yes  No  Unsure Depression 

 Yes  No  Unsure Panic Attack Disorder 

 Yes  No  Unsure Psychiatric / Mental / Emotional Problems 

 Yes  No  Unsure Skin Problems 

 Yes  No  Unsure Unexplained Hair Loss 

 Yes  No  Unsure Arthritis / Joint Pains 

 Yes  No  Unsure Lupus 

 Yes  No  Unsure Rheumatic Fever 

 Yes  No  Unsure Blood Transfusions 

 Yes  No  Unsure Bleeding Tendency 

 Yes  No  Unsure Blood Clots, Thrombophlebitis 

 Yes  No  Unsure Rh Sensitized 

 Yes  No  Unsure Any Past Surgeries (if yes please list below) 

 Yes  No  Unsure Any Known Allergies 
 
 
Past Surgeries:  
Name of operation                                                               Type of Anesthesia                           Hospital                                        Surgeon                          
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Obstetric History Questionnaire 
 
Patient Name:  _________________________________         Date:  _____________________ 
 
Social Security Number: _______________________ 
 
Are you currently pregnant:  �  Yes �  No 
 
What was the first day of your last menstrual period: ____________________ 
 
What is your due date:  ________________________ 
 
Are there any problems with your current pregnancy? 
  
 
 
 
 
 
 
Prior Pregnancies: 
 

___________ Number of pregnancies continued past 4 ½ months (20 weeks) 
 

___________ Number of miscarriages 
 

___________ Number of tubal pregnancies (ectopic pregnancies) 
 

___________ Number of abortions 
 

___________ Number of living children 
 
Fill information in table below for each pregnancy start with your first one: 
 

Year Weeks Labor 
Length 

Birth Wt 
LB. / OZ. 

Sex Type Of Delivery Anesthesia Place 
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