MICHAEL K. LLOYD MD, INC – Obstetric Health History

Name:
__________________________________________
Date:
__________________________________________
Phone:
__________________________________________
Partners name:
_______
_____________________________

Marital Status:          Single  Married   Separated   Divorced   Widowed
Age of Partner:
_______
____________________________
PERSONAL HISTORY

Birthplace:

____________________________
Date of Birth:

____________________________
Occupation:

____________________________
Religion:

____________________________
MENSTRUAL HISTORY

Date of the first day of last period? _______________________

Are you certain of this day?
YES
NO

Do you have regular periods?
YES
NO

ALLERGIES TO MEDICATIONS      NO KNOWN ALLERGIES


	Substance / Medication
	Reaction

	
	

	
	

	
	


LIST ANY HOSPITALIZATIONS 
(OTHER THAN PREGNANCY)
	Year
	Hospital
	Reason for Hospitalization

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


LIST ANY SURGERIES
	Year
	Surgery
	Reason for Surgery

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Date of Last:
PAP Smear:
____________________________

Tetanus Shot:
____________________________

Flu Shot:
____________________________

Gardasil:
____________________________

Chicken pox or Varicella Vaccine:  ______________
List any Medicines taken since your last period, or currently taking:

____________________________________________

____________________________________________

____________________________________________

____________________________________________

HEALTH HABITS / SOCIAL HISTORY
Have you ever smoked?  

YES
NO 



Do you currently smoke?
YES
NO        _______packs/day
Any alcohol during this pregnancy? YES
NO 

In the past 2 years have you used any of the following?

Marijuana

YES
NO

Cocaine


YES
NO



Methamphetamines
YES
NO

Heroine


YES
NO

Ecstasy


YES
NO

Any Other drugs

YES
NO
FAMILY HEALTH HISTORY

Check (√) if you or your blood relatives have ever had any of the following:
	Youy
	Disease
	Family
	Details

	
	Alcohol/Drug dependency
	
	

	
	Anemia
	
	

	
	Anesthesia Complications
	
	

	
	Anxiety or depression
	
	

	
	Asthma/ Lung Disease
	
	

	
	Blood Clots
	
	

	
	Blood Transfusions
	
	

	
	Breast disease or Cancer
	
	

	
	Cancer, other
	
	

	
	Diabetes
	
	

	
	Genetic disease or Birth defects 
	
	

	
	Heart problems
	
	

	
	Hepatitis
	
	

	
	High Blood Pressure
	
	

	
	HIV
	
	

	
	Kidney disease
	
	

	
	Liver disease
	
	

	
	Lupus or Arthritis disease
	
	

	
	Migraines
	
	

	
	Neurological disease
	
	

	
	Pap smear ever abnormal
	
	

	
	Sexual infections (Gonorrhea, Chlamydia, Herpes, Syphilis)
	
	

	
	Seizures
	
	

	
	Stomach problems
	
	

	
	Stroke
	
	

	
	Thyroid disease
	
	

	
	Tuberculosis
	
	

	
	Any Other disease
	
	


SPIRITUAL ASSESSMENT (optional)

Do you believe in God or a higher power?
YES
NO
Would you appreciate prayer for you, your family, or your pregnancy?

YES – during office visit        YES – while I’m not present    
NO - Not at this time.
          Maybe
Comments:
GENETIC ASSESSMENT
Will you be 35 years or older when you deliver this baby?
YES
NO
Does anyone in your family or the father of the baby’s family have:

A baby with a neural tube defect?


YES
NO
A stillbirth?




YES
NO
3 or more miscarriages?



YES
NO
A baby with a chromosomal disorder?

YES
NO
A baby with a genetic disorder?


YES
NO
Cystic fibrosis?




YES
NO
(a disorder of the exocrine glands causing 
thick mucus production and obstruction of the 
intestinal glands, pancreas, and bronchi of the lungs)

Tay-Sachs disease?



YES
NO

(a disorder of the lipid metabolism causing
 blindness, mental retardation, and death in infancy)

Thalassemia?




YES
NO

(a blood disease causing severe anemia and 
requiring blood transfusions early in life)

Hemophilia? Or other blood disorder?

YES
NO
(a disorder where the blood does not clot normally)

Muscular Dystrophy? 



YES
NO
(disease characterized by severe muscle weakness
 and atrophy)

Huntington’s Chorea? 



YES
NO
(mental disorder that starts around age 40 and 
causes declining mental function and abnormal 
movements)
Mental Retardation?



YES
NO
Other inherited diseases?



YES
NO
OTHER
How are you planning to feed your baby?
   Breast  Formula  Undecided

What was your pre-pregnancy weight?

_____________
Do you have any cats that use a litter box?

YES
NO
Are you thinking about having your tubes tied?
YES
NO
OBSTETRIC HISTORY

Total pregnancies including this one: ____________________
Total live-born births:

____________________

Any Stillborn births?

____________________

Miscarriages:


____________________
Pregnancy Terminations

____________________
Ectopic Pregnancies:

____________________
Multiple births (twins, triplets)
____________________
Total Living Children:

____________________
LIST ALL PREGNANCIES IN ORDER INCLUDING MISSCARRIAGES ETC
	Mo/Yr Delivered
	How many weeks
	Birth weight
	NormalVaginal, 
Vacuum,

Forceps,

or C-section?


	City
	Male or Female?
	Child’s 
name? 
	Any problems?

(Diabetes, high blood pressure, bleeding, premature labor, infections, etc)

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


You








