INITIAL PRENATAL VISIT QUESTIONNAIRE

Name                                                                                      _____________________     Age_______                         

When was your pregnancy test taken? ___/____/___  




( ) Home ( ) Other

When was the 1st day of your last period? ___/___/___

When was the 1st day of your period before that? ___/___/___

Have you had any spotting or bleeding since becoming pregnant?    


( ) yes ( ) no

If yes, when? _______________________

Have you been on any method of birth control in the past few months?   


( ) yes ( ) no

Are you allergic to any medication?     






( ) yes ( ) no

If yes, please list: ____________________________________________________________________

Have you taken any prescription medication, herbs, or over the counter drugs since becoming 

pregnant? ( ) yes ( ) no   If yes, what: ____________________________________________________

Habits_____________________________________________________________________________ 

Do you smoke?  









( ) yes ( ) no

If yes, how many packs or number of cigarettes per day? ______________________

Have you been exposed to any beer, wine, or other alcoholic beverage 

since becoming pregnant?
 







( ) yes ( ) no

Have you been exposed to any street drugs such as marijuana since becoming pregnant? 
( ) yes ( ) no 

Environmental History________________________________________________________________

Are you exposed to second hand smoke?  






( ) yes ( ) no

Have you ever had chicken pox?  







( ) yes ( ) no

Have you been exposed or had a rash or viral illness since becoming pregnant?  

( ) yes ( ) no

Have you been exposed to any x-rays since becoming pregnant? 



( ) yes ( ) no

If yes, please list: _________________________________________

Are you exposed to hot tubs? (they are dangerous in pregnancy) 



( ) yes ( ) no

Are you exposed to any type of cats? 






( ) yes ( ) no

Social History________________________________________________________________________

Within the past year, have you been hit, slapped, kicked or otherwise 

physically hurt by someone? 








( ) yes ( ) no

Within the past year, have you or your partner had any sexual partner changes? 

( ) yes ( ) no

Within the past year, has anyone forced you to have sexual activities? 


( ) yes ( ) no

Have you or your partner ever had herpes? 






( ) yes ( ) no

Genetic History_______________________________________________________________________

Are there any inherited conditions or birth defects that run in either your side

of  the family or the father’s ( such as mental retardation, cystic fibrosis, sickle

cell anemia, heart defects, etc.)  







( ) yes ( ) no

If yes, please list: _____________________________________________________________________

Flowsheet___________________________________________________________________________

Do you work outside the home?   







( ) yes ( ) no   

If yes, what do you do? _______________________________________________

What is your usual weight? ________________

What brand of prenatal vitamins are you taking? ________________________________  ( ) not taking any 

What is the father of the baby’s name? ____________________________________________________

Whom will you use for a pediatrician? ________________________________________  ( ) don’t know

Do you exercise? ( ) yes ( ) no   If yes, what_________________________________________________

If you are not taking vitamins and your appointment is not today, start taking an over the counter vitamin (prenatal or regular) with 0.4 mg or 0.8 mg of folic acid.  Take 1 daily.  Any vitamin that is a “prenatal vitamin” is ok, or a “regular” vitamin such as Centrum.  Generic is fine.  If you have any questions, ask your pharmacist for a recommendation.   Please write down any questions or concerns.

