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Prenatal Questionnaire For Assignment of Pregnancy Risk

Name: __________________________________________________________________

Will you be over 35 years of age when the baby is due?

          No___  Yes___

Will the father be over 55 years of age when the baby is due?
          No___  Yes___

Are you or the baby’s father:


1. Eastern European Jewish Ancestry?


          No___  Yes___



Do you desire Tay Sachs Screening


          No___  Yes___



Do you desire Canavan screening?


          No___  Yes___


2. African American Ancestry?



          No___  Yes___



Do you desire Sickle Cell screening?


          No___  Yes___


3. European Ancestry?




          No___  Yes___



Do you desire Cystic Fibrosis screening?

          No___  Yes___


4. Mediterranean (Italian, Greek) or Southeast Asian Ancestry?     No___  Yes___



Do you desire Inherited Anemias screening?

          No___  Yes___

Have you, the baby’s father or anyone in the family had:


Inherited Anemia (i.e. Thalassemia)?

                                  No___  Yes___


Neural tube defect (Spina Bifida, Anencephaly)?

          No___  Yes___


Congenital heart defect?



                      No___  Yes___


Down’s Syndrome?





          No___  Yes___


Tay Sachs (Jewish, Cajun, French Canadian)?

          No___  Yes___

Canavan?






          No___  Yes___


Sickle Cell Disease or Trait (African)?


          No___  Yes___


Hemophilia or other blood disorders?



          No___  Yes___


Muscular Dystrophy?





          No___  Yes___


Cystic Fibrosis?





          No___  Yes___


Huntington’s Chorea?




                      No___  Yes___


Mental Retardation/ Autism?




          No___  Yes___



If yes, was the person tested for Fragile X?

          No___  Yes___
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Maternal Metabolic Disorder (Diabetes, PKU)?

          No___  Yes___


Other inherited genetic or chromosomal disorder?

          No___  Yes___


Other birth defects not listed above?



          No___  Yes___

Have you or the spouse of this baby’s father in a previous marriage

 had three or more spontaneous pregnancy losses?

          No___  Yes___
Were any fertility drugs used to help conceive this pregnancy?
          No___  Yes___

Have you had a previous difficult or traumatic vaginal delivery 


or shoulder dystocia?





          No___  Yes___
Have you had a previous Cesarean birth?



          No___  Yes___

Have you had a problem with blood type incompatibility with 

previous pregnancies?





          No___  Yes___

Have you ever been treated for a venereal disease or had a positive 

test for syphilis?





          No___  Yes___

Do you smoke more than one pack of cigarettes per day?

          No___  Yes___

Do you use any other tobacco products?



          No___  Yes___

Do you take more than occasional social alcoholic drinks?

          No___  Yes___

Do you routinely use illicit/recreational drugs?


          No___  Yes___

Have you or the baby’s father been exposed to dangerous drugs, 

chemicals, irradiation, or infectious agents?


          No___  Yes___

Have you had any suspected exposure to AIDS?


          No___  Yes___

Are you a vegetarian or do you have any known or suspected 

nutritional deficiency?




          No___  Yes___

Do you have severe varicose veins or have you ever had phlebitis?
          No___  Yes___

Have you or any family members ever had a blood clot?

          No___  Yes___
Have you ever had a prior stillborn infant?



          No___  Yes___

Have you ever had a baby that weighted more than nine pounds?
          No___  Yes___

Do you weigh over 200 pounds?




          No___  Yes___

Have you ever had blood in your urine?



          No___  Yes___
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Do you have trouble with recurrent urinary tract infections 

or kidney ailments?





         No___  Yes___

Have you ever had a prior premature or immature delivery?

         No___  Yes___
Have you ever been told you have an incompetent cervix?

         No___  Yes___

Do you have any cardiac problems such as rheumatic heart disease,

congestive heart failure or mitral valve prolapse?

         No___  Yes___

Have you ever been advised to have a prophylactic antibiotic during 

dental work, D&C, or childbirth?



         No___  Yes___

Do you have frequent exposure to blood in medical or dental settings, 

or work in a renal dialysis unit



         No___  Yes___

Have you ever been rejected as a blood donor?


         No___  Yes___

Do you have acute or chronic liver disease, or live in a household 

with persons infected with Hepatitis B virus?

         No___  Yes___

Do you have a medical illness that requires blood transfusions?
         No___  Yes___

Are you of Asian, Pacific Island, or Native Alaskan decent or were 

you born in Haiti or Sub-Saharan Africa?


        No___  Yes___

Have you ever had a genital lesion you thought might be herpes?
        No___  Yes___

Do you own or care for a cat?





        No___  Yes___

Have you ever been told you have a bleeding tendency, low platelets 

(idiopathic thrombocytopenia purpura? Or any other trouble 

with your clotting system?




         No___  Yes___
Have you ever had a severe intestinal illness such as ulcerative colitis 

or Crohn’s disease?





         No___  Yes___

Have you ever been the victim of domestic violence?

         No___  Yes___

Have you ever been the victim of sexual abuse?


         No___  Yes___

Do you have a history of depression?




         No___  Yes___

Do you have a history of postpartum depression?


         No___  Yes___

Have you ever been sensitive to latex?



         No___  Yes___

Are you a Jehovah’s Witness?




         No___  Yes___
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Would you refuse blood or blood products to preserve your life or 

health, or that of you baby?




         No___  Yes___

Thank you for taking the time to complete the pregnancy profile.

Having answered all of the questions in the negative will not guarantee you a perfect pregnancy; however, it will at least put you into a low risk group, with a high probability of a good outcome for which routine testing procedures should be adequate.

It is important for you, your unborn child, and you healthcare provider that all questions are understood and that any answered “yes” are fully discussed and your added obstetrical risk evaluated. After you thoroughly understand your position and options, we would appreciate your signing the form below.

I have discussed with my provider the above questions which are answered “yes” and understand that:

A. ____________ No extraordinary pregnancy risk is assigned.

B. ____________ I am at additional risk for the following:

I desire further testing and/or counseling for:

I am referred for amniocentesis and genetic counseling:

Signed: __________________________________________
Date: _____________


 Patient Signature

Signed: __________________________________________
Date: _____________


 Provider Signature
