BAY AREA
New Obstetrical Patient Database

Demographics

Last Name:

First Name:

Middle Initial:

Maiden Name:

Date of Birth:

Soc Sec #:

Title:

Marital Status:

Race:

Religion:

Home Address:

City, State Zip:

Home Phone:

Pager:

Fax:

E-mail Address:

May I e-mail you?

Yes

Employment

Occupation:

Employer:

Work Address:

City, State Zip:

Work Phone:

Father of the Pregnancy

Last name:

First name:

Is he helpful?

Yes

Insurance

Insurance Company:

Phone:

Policy Number:

Next of Kin

Last name:

First name:

Address:

City, State Zip:

Phone:

Relationship:

Prepregnancy Data

When was the first day of your last period?

What was the date of your positive pregnancy test?

Prepregnancy Weight (pounds)

Height

How many pregnancies have you delivered after 37 weeks?

How many pregnancies have you had deliver between 20 and 37 weeks?

How many miscarriages, ectopics, and molar pregnancies have you had?

How many living children do you have?




Prior Pregnancies

Delivery Weeks Timein Weight | Sex Delivery Hospital Preterm Complications
Date L abor Mode L abor
Prior Medical Problems (circlethose that apply)
Angina Myocardial Pericarditis Birth Defect of the Heart Failure Cardio- Mitral Prolapse
Infarction Heart myopathy
Cardiac Mitral Stenosis Aortic Stenosis Aortic Aneurysm Mitral Regurg High Blood Atrial Abnormal Rhythm
Disease Pressure Fibrillation
Coronary Disease Rheumatic Fever Heart Block Aortic Regurg Pericardial
Effusion
Pneumonia Pneumothorax Asthma Bronchiectasis Sarcoidosis Sleep Apnea Emphysema
Pulmonary
Disease
Pulmonary Edema DVT/ Pulmonary Pulmonary Cystic Fibrosis Pulmonary Bronchitis Pleura
Embolism Hypertension Fibrosis Effusion
Renal Artery Urinary Tract Kidney Polycystic Kidneys Renal Tubular Diabetes Glomerulo-
Stenosis Infection Infection Acidosis Insipidus nephritis
Renal
Disease
Nephrotic Renal Failure Bladder Cancer Renal Cancer Kidney Stones
Syndrome
Malabsorption Lactose Intolerance Celiac Sprue Reflux Achalasia Peptic Ulcer Diverticulitis
Gl/Hepatic Gastritis Ulcerative Calitis Crohn's Disease Colon Polyps Pancrestitis Hepatitis A Hepatitis B
Disease
Hepatitis C Hepatitis Delta Wilson's disease Hepatic Failure Cirrhosis Liver Carcinoma  Esophageal Cancer
Pancreatic Cancer Colon Cancer Stomach Cancer Gallstones
Iron Deficiency Sickle Cell Anemia Sickle trait Thaassemia Neutropenia Polycythemia Von Willebrand's
Hematologic Anemia Vera Disease
Disease
Lymphoma Multiple Myeloma Hemophilia Thrombocytopenia Leukemia ITP
Obesity Anorexia Bulimia Gout High cholesterol Marfan's Hyperthyroidism
Syndrome
Endocrine
Disease Hypothyroidism Goiter Hemochromatosis Grave's Disease Thyroiditis Addison's Cushing's
Disease Syndrome
Rickets Pheochromocytoma Diabetes Osteoporosis Diabetes Méllitus
Infectious
Disease Lyme Disease Cat Scratch Disease Shingles HIV Infection AIDS Meningitis Encephalitis
Myasthenia Gravis Muscular Dyst Multiple Sclerosis Myotonic Dyst Cerebral Spinal Cord Head Injury
Neurologic Aneurysm Trauma
Disease
Stroke Epilepsy Parkinson's Disease ~ Huntington's Chorea Brain Tumor
Psychiatric
Disease Schizophrenia Depression Bipolar Disorder Panic Attacks
Musculo- Osteoarthritis Rheumatoid Bursitis Scleroderma Scoliosis Lupus
skeletal arthritis erythematosis
Disease (SLE)
Female
Malignancy Ovarian Cancer Breast Cancer Cervical Cancer

Other




Surgical History

M edications

Y ear Procedure

Medication Dose Freguency

Allergies to Medication:

Social History
Do you smoke? Yes No
Do you drink alcohol? Yes No
Do you useillegal drugs? Yes No

Please indicate which substances you use:

Please list any sexually transmitted disease you have had:

Planning (circle those that apply)

How do you plan to feed your baby?

Breast Bottle Both

Do you desire to attempt to have a vagina birth after cesarean section? | Yes No Not Relevant

If your child is male, would you like him circumcised? Yes No Not Relevant

Which form(s) of anesthesia do you prefer? None Locd Narcotics Epidural
Other:

Who is your pediatrician?

Which hospital do you want to use? Clear Lake Memoria Southeast ~ St. John

Do you want to take childbirth classes?

Yes No Unsure

do not write below thisline

Physical Examination

BP: | Height: I Weight: I UA: |
HEENT: Lymph Nodes:
Teeth: Vulva:
Thyroid: Vagina
Breasts: Cervix:
Lungs. Uterus.

Heart: Adnexae:
Abdomen: Rectum:
Extremities: Pelvis:

Skin:

Assessment Plan







