Childbirth Options, LLC. ♥                                                                                                                                   ‘Special Care for a Very Special Hearts’
PAST AND PRESENT HISTORY

Name______________________________________     DOB__________________     Date_________________________

To be able to help you have a healthy pregnancy and a healthy baby, we have included questions that you may find personal.  We truly want the best for you, therefore it is vital that you be truthful in all your answers.

	General History

Present medications:_________________________________________________________________________________

Allergies (food, animal, drugs, dental anesthetic, iodine, penicillin):______________________________________________

_________________________________________________________________________________________________

Illnesses____________________________________________________________________________________________________

Surgeries____________________________________________________________________________________________________

Pre-pregnancy weight_______________________________           Height_______________________________________


	Past Habit History

· Have you smoked, used marijuana, cocaine, or any other “social” or “street” drugs right within 6 months before getting pregnant?                                                                                                                                                     ( Yes    ( No

If yes, explain______________________________________________________________________________________ 


	Present Habit History

· Do you drink coffee, tea, Coca-cola or eat chocolates?                                                                                 ( Yes    ( No

· Do you smoke?                                                                                                                                            ( Yes    ( No

· Do you drink alcoholic beverages?                                                                                                               ( Yes    ( No

· Do you use marijuana, cocaine, or any other “social” or “street” drugs?                                                       ( Yes    ( No

If you answered Yes to any of the above questions, please explain “What”, “How Much” and “How Often”______________

__________________________________________________________________________________________________


	Nutritional History

· Are you a vegetarian?                                                                                                                                   ( Yes    ( No

      If yes, Do you eat:     ____milk or milk products          ____Eggs

· Do you eat at fast food restaurants?                                                                                                             ( Yes    ( No 

      If yes, how many times a week?______________________

· Have you been taking any vitamins?                                                                                                             ( Yes    ( No

      If yes, which ones?________________________________________________________________________________


	Exercise History

· Do you exercise regularly?                                                                                                                            ( Yes    ( No

      If yes, what type, how many times a week and for how long you exercise?______________________________________

      If no, is there anything that impedes you from exercising?__________________________________________________


	Exposure & Environmental History

· Does anyone around you or that lives with you smokes?                                                                              ( Yes    ( No 

· Are you currently exposed to metals, dust, fibers, chemicals, fumes, and radiation?                                      ( Yes    ( No

· Do you live next to or near an industrial plant, commercial business, dump site, or nonresidential               ( Yes    ( No

 property? 

· Do you use house cleaners on a regular basis?                                                                                              ( Yes    ( No

· Which of the following do you have in your home?

____air conditioning     ____Gas stove     ____Electric Stove     ____Central heating     ____Humidifier

· If you use a gas stove, is it in proper working order?                                                                                    ( Yes    ( No

· Are pesticides or herbicides (bug or weed killers; flea and sprays, collars, powders, or shampoos) used in your home or garden, or on pets?                                                                                                                                       ( Yes    ( No

· Do you (or any household member) have a hobby or craft?                                                                         ( Yes    ( No

· Do you work on your car?                                                                                                                            ( Yes    ( No

· Have you ever changed residence because of a health problem?                                                                   ( Yes    ( No

· Approximately what year was the home or apartment you live in built? _______________________________________

· Are you currently remodeling or plan to remodel your house within a year?                                                 ( Yes    ( No

· Do you have any pets?                                                                                                                                  ( Yes    ( No

· If you have a cat, who changes the litter? ______________________________________________________________

· If you answered yes to any of the questions, please explain _________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________




	Menstrual History

First day of last menstrual period?__________________________      Days it lasted___________         

Heaviness & Flow:  ( Normal  ( Other____________________      Date you conceived (if known)__________________              Date of previous menstrual period (if known) _________________________       Age of first period__________   

Your periods are generally:   ( Regular     ( Irregular       Cycle every _____ days      Average length: _____ days

Average flow_________________     Suffer from PMS?  ( Yes  ( No     Birth control used ________________________

Date of last Pap Smear:___________     Abnormal results?      ( Yes    ( No   If yes, explain:________________________

Maternity History

How many times have you been pregnant?_______________

Any miscarriages/abortions?__________________________________________________________________________

Any complication after abortion or miscarriage?  ( Pain   ( Infection   ( Incomplete   ( Emotional trauma   (_________

If Rh negative, did you receive RhoGAM after miscarriages/abortions?                                                              ( Yes   ( No

Information About Previous Pregnancies and Births    

Experienced in previous pregnancies

( Morning sickness after 1st trimester     ( Weight gain over 50 lb.     ( Weight gain under 12 lb.     ( Herpes     ( anemia       

( High blood pressure     ( Protein in urine     ( Kidney or bladder problems     ( Sugar in urine     (  Varicose veins 

( Spotting or bleeding     ( Swelling     ( Abnormal Tests     ( Incompetent cervix     ( Gestational Diabetes
( Rh Sensitization          (  Prematurity     ( Placenta previa     ( Severe headaches     ( Postpartum hemorrhage
( Other_________   Comments________________________________________________________________________










