Midwifery Care Associates
Simmonds and Simmonds, Chtd.
6506 Bells Mill Road

Bethesda, MD 20817

OB History

Name__________________________________________________ Age______ Date of Birth___________ Today’s Date___________ 
Ethnicity_____________ Religious Affiliation____________________ Education/Degree_________ Occupation__________________ 

Marital Status (Circle One):   S   M   W   D   Sep      Father/Co-parent of Child ___________________Age ______Ethnicity__________
Your Height ____Ft ____inches
Pre-Pregnancy Weight________ 

Yes
No

Are you on a special diet? ………………….
   □
 □

Vegetarian or vegan? ......................
   □
 □


Do you have a living will? ............................
   □
 □

Do you wear a seat belt? ...............................
   □
 □






Yes
No

Are you planning to breastfeed? ...................
   □
 □

Do you have the following at home:


Carbon monoxide detectors? ........
   □
 □

Smoke detectors? ..........................
   □
 □

Medical/Social History 
	Y
	N
	
	Y
	N
	

	
	
	Severe headaches/migraines
	
	
	Cancer

	
	
	Vision problems
	
	
	Liver disease/Hepatitis

	
	
	Hearing problems
	
	
	Diabetes

	
	
	Thyroid disorder
	
	
	Rheumatic fever

	
	
	Blood clotting disorder
	
	
	Gall bladder problems

	
	
	Anemia
	
	
	Epilepsy/seizures

	
	
	High blood pressure
	
	
	Blood transfusion

	
	
	Varicose veins 
	
	
	Rh/ABO sensitization

	
	
	Hemorrhoids
	
	
	Depression/psychological disorder

	
	
	Respiratory disease/Asthma
	
	
	Hospitalizations (other than childbirth)

	
	
	GI problems/IBS/ulcers
	
	
	Surgeries

	
	
	Skin disorders
	
	
	Radiation/chemotherapy 

	
	
	Pelvic/back injuries
	
	
	Religious objections to blood products/transfusions

	
	
	Kidney disease/ Frequent bladder infections
	
	
	Drugs       Type:               Amt/day:            Last Used:

	
	
	Heart disease/murmur
	
	
	Alcohol    Type:               Amt/day:            Last Used:

	
	
	Environmental or Food Allergies
	
	
	Smoking   Type:               Amt/day:            Last Used:

	
	
	Allergies to medications
	
	
	Raped, abused, or battered

	
	
	Chicken pox
	
	
	Other


Gynecological History

	Menstrual Hx: age at onset=                                   ⁭ regular      ⁭ irregular                  Interval=                          Duration=                            

	Y
	N
	
	Y
	N
	

	
	
	Abnormal Pap smear
	
	
	Frequent yeast infections

	
	
	Cervical surgery/treatment
	
	
	PID

	
	
	STD/Herpes/HPV 
	
	
	Breast lumps

	
	
	Fibroids
	
	
	Breast surgery

	
	
	Ovarian Mass or Cyst
	
	
	Infertility

	
	
	Uterine Surgery
	
	
	Other:


Family History: Please identify if the father of your baby and which of your relatives have had the following conditions:
	
	Father of Baby
	Your Relatives
	
	Father of Baby
	Your Relatives

	Diabetes


	
	
	Multiple Births
	
	

	High Blood Pressure


	
	
	Birth Defects
	
	

	Cancer


	
	
	Psych Disorder/Depression
	
	

	Heart Disease


	
	
	Alcohol/Drug Use
	
	


B=brother
S=sister 

M=mother 
F=father


MGM=maternal grandmother
MGF=maternal grandfather 
 PGM=paternal grandmother
PGF=paternal grandfather 
Midwifery Care Associates
Simmonds and Simmonds, Chtd.
6506 Bells Mill Road

Bethesda, MD 20817

Name_______________________________________________________ Date of Birth__________________ Date_________________ 

Obstetrical History

	Summary:  Full Term:            Premature:             Abortions and Miscarriages:             Now Alive:            Multiple Births:

	#
	Date
	Gender
	Weight
	Hours of Labor
	Type of Delivery
	Episiotomy or Tear?
	Weeks Gestation
	Medications during labor
	Complications

	1
	
	
	
	
	
	
	
	
	

	2
	
	
	
	
	
	
	
	
	

	3
	
	
	
	
	
	
	
	
	

	4
	
	
	
	
	
	
	
	
	

	5
	
	
	
	
	
	
	
	
	

	6
	
	
	
	
	
	
	
	
	

	7
	
	
	
	
	
	
	
	
	

	8
	
	
	
	
	
	
	
	
	


Last menstrual period (1st day) _________________      ⁯ Normal   ⁯ Abnormal                   Any spotting since LMP?   ⁯ Yes    ⁯ No

Conception date (if known) ______________    IUI or IUF?   ⁯ No    ⁯ Yes                          Length of normal cycle: ____days                          

Planned pregnancy? ⁯ No    ⁯ Yes    Were you using birth control?  ⁯ No   ⁯ Yes (method:_______________________________)

Feelings about pregnancy_______________________________________________________________________________________

Partner’s feelings about pregnancy________________________________________________________________________________

Please indicate if you have had any of the following during this pregnancy
	Y
	N
	
	Y
	N
	

	
	
	Nausea
	
	
	Varicose veins

	
	
	Vomiting
	
	
	Bleeding gums

	
	
	Fever
	
	
	Depression

	
	
	Headache
	
	
	Loneliness

	
	
	Dizziness
	
	
	Family/relationship problems

	
	
	Indigestion
	
	
	Work problems

	
	
	Leg cramps
	
	
	Accidents or surgeries

	
	
	Rash
	
	
	Tobacco (including second-hand smoke)

	
	
	Backache
	
	
	Alcohol         Type:                  Amt per day:  

	
	
	Swelling
	
	
	Street drugs   Type:                  Amt per day:

	
	
	Constipation
	
	
	Caffeine        Type:                  Amt per day:

	
	
	Hemorrhoids
	
	
	Non-prescription medications

	
	
	Diarrhea
	
	
	Vitamins

	
	
	Urinary complaints
	
	
	Herbs

	
	
	Abdominal or pelvic pain
	
	
	Prescription medications

	
	
	Vaginal bleeding 
	
	
	Xrays

	
	
	Vaginal discharge
	
	
	Exposure to cats


During this pregnancy, have you received prenatal care with another provider?   ⁯ No     ⁯ Yes


Name of OB provider_____________________________________________


Number of visits_________

Do you have any questions?

************************************For Use by Office Staff/CNM*************************************

EDC:_____________________ EGA ________weeks 

Orders: PN Profile/UC/Pap/GC/CT/Quant Hcg/ US
Previous sono results:_____________________________________________________________________________________

Genetic Testing: 1st Trimester NF/AFP4/Amnio/CF/Sickle Cell/Thalass

Education: AFP-Quad Scr/HIV/Rh Neg/PN class/FM/Substances to Avoid/Nutrition/Wt Gain/Activity/Sex
Desires BTL? Y/N
