Warren Obstetrics and Gynecoloqy
Health Questionnaire

Please complete and bring this questionnaire before your first visit and bring it with you. We
will review it with you.

GENERAL INFORMATION (Please Print)

ALLERGIES

Which drugs or medicines are you allergic or sensitive to?

PATIENT INFORMATION

Name:

Address:

Phone: Day (__) - Even. (__) - Cell ()

Age:  Dateof Birth: _ Marital Status: Married Single Widowed

Married Single

MENSTRUAL HISTORY/DATING INFORMATION

Date of the first day of your last period: Unknown

Normal cycle length: days

Do you consider your periods normal Yes No
Have you used hormonal contraception in the last year? Yes No
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PREVIOUS PREGNANCIES

(List all previous pregnancies)

Year Sex Birth Weight Type of Delivery
(Vaginal or C-section)
1 - -
2 - -
3 _ _
4 - -
5 - -
6 - -
Any complications during your pregnancies? Yes No
Three or more miscarriages or a prior stillbirth Yes No

If yes, please explain:
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PAST MEDICAL HISTORY

Have you ever or do you currently have any of the following? (Please circle the correct
answer)

Diabetes (high blood sugar) Yes No
Hypertension (High Blood Pressure Yes No

Heart disease/congenital heart disease/defects, mitral valve prolapse or rheumatic fever
Yes No

Autoimmune disease such as lupus or rheumatoid arthritis
Yes No

Kidney disease, kidney infection, urinary tract or many bladder infections

Yes No

Migraine headaches, strokes or seizures, or any other neurological problems
Yes No

Have you ever required psychiatric care Yes No

Have you ever had hepatitis, liver disease or jaundice
Yes No

Have you ever had varicose veins or hemorrhoids
Yes No

Have you ever been treated for blood clots in your veins, deep venous thrombosis,
inflammation in the veins, thrombosis, phlebitis or pulmonary embolism
Yes No

Have you had excessive bleeding after surgery or dental work
Yes No

Do you have a history of anemia Yes No

Have you ever had a thyroid problems or taken thyroid medications

Yes No
Have you ever been in a major accident or suffered serious injuries
or broken bones Yes No
Have your ever received a blood transfusion Yes No
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ALCOHOL/TOBACCO/MEDICATIONS/DRUGS

Have you used any medications, alcohol or drugs since your pregnancy

Yes No
Do you:
Smoke Yes No
Drink Alcohol Yes No
Use Drugs Yes No

Does anyone in your household:

Smoke Yes No
Drink Alcohol Yes No
Use Drugs Yes No

INFECTIOUS DISEASE HISTORY

Have you ever had a positive skin test for Tuberculosis (TB) Yes
Have you been exposed to Tuberculosis Yes
Do you or your partner have a history genital herpes Yes
Have you had a rash or a viral illness since your last period Yes
Have you ever had any STD Yes
Have you ever had chickenpox/varicella Yes
Have you ever been vaccinated against chickenpox Yes
Have you been vaccinated for hepatitis Yes
Do you have any cats at home Yes

Have you ever had any other infectious diseases that could affect this pregnancy
Yes

No

No

No

No

No

No

No

No

No

No
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PAST SURGICAL HISTORY

Have you ever had any breast problems

Have our ever had any problems with breastfeeding

Have you ever had any of the following gynecological surgical procedures:

Cervical Conization

Leep Procedure

Laser treatment of the cervix
Cryosurgery of the cervix
Dilation and curettage (D & C)

Have you ever had any other surgical procedures
(Please list)

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

No

No

No

Have you ever been hospitalized for a non-surgical reason other than a normal delivery

Yes

Have you ever had any complications or problems from anesthesia

Yes

No

No
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GENETIC HISTORY

Will you be age 35 or older at delivery Yes No
Are you or the baby’s father of Mediterranean ancestry Yes No
Has either of you been screened for Thalassemia Yes No

Have you, the baby's father or anyone in either family had one of the following:

Brain, spinal cord or neural tube defects, meningomyelocel (open spine),

spina bifida or anencephaly Yes No
Congenital hear disease/defect Yes No
Down Syndrome Yes No

Are you or the father of the baby of Jewish, Cajun or French Canadian descent

Yes No
Are you or the father of the baby of African American ancestry

Yes No
Is there any family history of any of the following:
Hemophilia or any other inherited blood clotting disease

Yes No

Muscular Dystrophy, Huntington’s Chorea, or Cystic Fibrosis

Yes No
Mental retardation or autism Yes No
Other inherited genetic or chromosomal disorders Yes No

Insulin dependent diabetes, phenylketonuria or any other metabolic disorder
Yes No

A prior child with a birth defect not listed above Yes No
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REASON FOR CURRENT OFFICE VISIT

Annual Exam Yes No
Pregnancy Yes No
Contraceptive Counseling Yes No
Infertility Yes No
Gynecological Disorder Yes No

(Brief description of problem)

Other Yes No
(Brief description of problem)
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