
 
 
 
    

PREGNANCY EVALUATION MEDICAL HISTORY FORM 
 

DATE: ________________________                 CHART #: ____________________ 
 
NAME OF CLIENT: ____________________________ DATE OF BIRTH: ______________ 
Current Medical History 
 
When was the first day of your last normal menstrual period (date)? _______________________ 
This period was:    on time ______ early _______  late _________ 
The amount of bleeding was: normal ______ lighter ______  heavier _____ 
Are your cycles:  regular ______ irregular ______ 
 *Any bleeding or spotting since last period?   yes ______ no ______ 
 *Any pain in your lower abdomen since the last period? yes ______ no ______ 
 
Check any symptoms that you have noticed recently: 
 
 Breast tenderness/swelling ______  Excess fatigue ______ Nausea _____ 
 Swelling in abdomen          ______     Increased urination  ______ 
 Shoulder pain          ______ 
 *Persistent one or two sided lower abdominal pain     _______ 
 
Have you had intercourse since your last period?    yes ______ no ______ 
 
Did you use birth control?       yes ______ no ______ 
 
Check current method(s) of birth control:  
 Pill     ______  Norplant ______ Depo Provera ______    
 *IUD ______  Condom ______ Diaphragn      ______ 
 Natural Family Planning           ______ Withdrawal    ______ 
 None   _____ 
 
Were you planning a pregnancy at this time?    yes ______ no ______ 
 
Have you been pregnant before?     yes ______ no ______ 
If yes, please indicate the dates of:                    
 previous live births ____________________________ 
 previous miscarriages __________________________ 
 previous tubal pregnancies ______________________ 
 previous abortions _____________________________ 
 previous stillbirths _____________________________ 
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Past Medical History 
 
Have you ever been hospitalized or had surgery?    yes ______ no ______ 
If so, when and for what reason? ___________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________ 
 
Have you seen a Health care Provider in the past year ?  yes ______ no ______ 
 
List current or continuing medical problems: _________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
Have you ever had: 

Gonorrhea or chlamydia?     yes ______ no ______ 
 *Infection of uterus and tubes (called PID)?  yes ______ no ______ 
 *Infection after miscarriage, abortion or delivery? yes ______ no ______ 
 

Are you taking any medications regularly?    yes ______ no ______ 
If so, which medicines (including street drugs)? _______________________________________ 
______________________________________________________________________________ 
 
Have you taken any medicine or drugs in the last 24 hours?  yes ______ no ______ 
If so, which ones? ______________________________________________________________ 
______________________________________________________________________________ 
 
Do you have any allergies?  List: ___________________________________________________ 
 
Do you smoke? Amount each day: _________________________________________________ 
 
Do you drink alcohol?  Amount each day: ___________________________________________ 
 
Comments: ____________________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
______________________________________________________________________________ 
 
History reviewed by: ____________________________________________________________ 
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