
omen~ Care 
IN OBSTETRICS ANO GYNECOLOGY, P.C. 

Identification Information: 

Name _ ________ _ ______ _ ______________________ _ 

LAST FIRST MIDDLE 

Date of Birth _ _ _ _ _________ ____ _ _ Age _ _ __ _ 
MONTH DAY YEAR 

LMP ___ _ __ _ EDD ______ Appt. Date _____ ___ _ _ Time _ ____ _ 

Address _ ________ ___ ___ _____ _ Phone (H) _____ ____ __ _ 

(W) _ ___ _____ _ _ 

Occupation _ ____ _____________ _ Education ___ _ _________ _ 

LAST GRADE COMPLETED 

Emergency Contact--- -------- ----- - ---- - ---- ----- - - -
PERSON TO CONTACT IN CASE OF EMERGENCY 

Relationship to you __________ ___ _ _ _ Phone _ ________ _____ _ 

PATIENT QUESTIONNAIRE 

In part, providing you with comprehensive prenatal care is knowing what factors in your past medical history 
or your family's medical history might have an influence or effect on your pregnancy or on your developing 
baby. To help us know all the important information about you and your family's health, please fill in the 
information requested or check the appropriate blank spaces when choices are given. If you have any questions 
or problems completing th is form, we will help you with them at your first vis it. 

Pregnancy History: 

Total Number of Pregnancies (including this pregnancy) _ _ _ _ _ _ 

Previous number of : ___ full term births 

miscarriages 

living children 

Previous deliveries 

Date Sex Length Labor 
MonthNear M/F Hours 

1. 
. 

2. 

3. 

4. 

5. 

6. 
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premature (less than 37 weeks) births 

ectopic (tubal) pregnancy 

_ __ elective abortions 

___ multiple births 

Birth Weight Type Delivery Place Problems 
Lbs./Ozs. Vag/C-Sec City/State 

' 



Your Past Medical History: 
Please check (x) in the space provided if you have had any of these health problems: 

Diabetes (Sugar Problems) 

High Blood Pressure 

Heart Disease 

Heart Murmur (Mitra! Valve Prolapse) 

Rheumatic Fever 

Kidney Disease/ Bladder Infections 

Anxiety, Depression or Bipolar 

Epilepsy (Convulsions/Seizures) 

Hepatitis / Liver Disease 

Rh Negative Blood with History of 
Previous Sensitization 

Tuberculosis (TB) 

Asthma 

Allergies (to medications) 

History of Anesthetic Complications 

History of Abnormal Pap Smear 

Known Abnormality of Uterus (Womb) 

History of Infertility 

Varicose Veins / Phlebitis (inflammation/ infection of) 

Thyroid Disease 

Known History of DES Exposure 
(hormone taken by your mother to prevent 
miscarriage when pregnant for you) 

Previous Major Accident 

History of Blood Transfusion 

Eating Disorders 

Operations/surgery (list year/ type of surgery or reason for): 

1. 

2. 

3. 

4. 

Previous hospitalizations (list year and reason): 

1. 

2. 

3. 

4. 

Do you smoke? D Yes D No 

# Cigarettes per day prior to pregnancy 

# Cigarettes per day now 

Age onset of smoking 

Sexual History 

Other Medical History Not Listed Above 

Do you drink alcoholic beverages? D Yes D No 

# Drinks per week prior to pregnancy 

# Drinks per week now 

Age onset of drinking 

Have you used recreational drugs (cocaine, meth, marijuana, heroine, ecstasy) D Yes D No 
Have you abused prescription drugs D Yes D No 

Do you use drugs other than those required for medical reasons D Yes D No 
Caffeine (If yes how many cups a day D Yes D No 



Infection Screening: 

Please check (x) yes or no in the space provided in answer to the following questions: 

Any known history of exposure to the AIDS virus (occupational, previous illegal 
intravenous/IV drug abuse, history of blood transfusions between 1977-1985, 
history of three or more sexual partners, previous male sexual partner who was 
bisexual (had sex with both male and female partners) or had a history of illegal IV drug abuse 

History of exposure to Hepatitis B/Serum Hepatitis (occupational, history of self or 
sexual partner with illegal IV drug abuse) 

Self or partner have history of genital herpes 

Rash or viral illness since last menstrual period 

History of sexually transmitted infections (gonorrhea, chlamydia, genital warts, syphilis) 

Any other serious infections 

History of Chicken Pox 

History of MRSA 

Your Family's Past Medical History: 

YES NO 

The following questions refer to any of your relatives (not your partner's relatives or your relatives by marriage only). Please 
check (x) in the space provided if any of your relatives have had these health problems: 

Diabetes 

High Blood Pressure 

Heart Disease 

Kidney Disease 

Anxiety, Depression or Bipolar 

Epilepsy (Convulsions/Seizures) 

Bleeding Disorders 

Present Pregnancy Information: 

___ Hepatitis/Liver Disease 

___ Thyroid Disease 

___ Tuberculosis (TB) 

___ Asthma 

___ History of Anesthetic Complications 

___ Cancer 

___ Other Medical History Not Listed Above 

Please fill in the information requested or check the space provided: 

What was the date of the first day of your last menstrual period? _________ _ _ ____ (month, day, year) 

This day is ___ definite 
___ approximate (month known) 

unknown ---
My last menstrual period 

___ was normal in amount and length 
___ was not normal 

I was ___ years old when I started my menses (periods). 

My cycles are ___ regular (monthly) 
___ irregular 

My menses come approximately every ___ days/weeks 
apart. 

I was _ _ _ was not ___ on the birth control pill 
when I got pregnant. 

Since your last menstrual period have you had any of the 
following symptoms: 

___ vaginal bleeding 

___ abnormal vaginal discharge/odor 

_ __ vomiting 

constipation 

headache 

abdominal pain 

burning with urination 

fever 

___ other 



Violence Assessment Screen 

1. Have you ever been emotionally or physically abused by your partner or someone important to you? 

DYes D No 

2. Within the last year, have you been hit, slapped, kicked or otherwise physically hurt by someone? 

D Yes D No If YES, who? {Circle all that apply) 

Husband Ex-Husband Boyfriend Stranger Other Multiple 

Total number oftimes _ __ _ 

3. Within the last year, has anyone forced you to have sexual activities? 

D Yes D No If YES, who? (Circle all that apply) 

Husband Ex-Husband Boyfriend Stranger Other Multiple 

Total number oftimes ___ _ 

4. Are you afraid of your partner or anyone you listed above? D Yes D No 

5. Since you've been pregnant, have you been slapped, kicked or otherwise physically hurt by someone? 

D Yes D No If YES, who? (Circle all that apply) 

Husband Ex-Husband Boyfriend Stranger Other Multiple 

Total number of times. _ __ _ 

Potential Lead Exposure 

Do You: 

1. Eat non-food items such as clay, soil, plaster or paint chips? D Yes D No 

2. Live in or regularly visit a house built before 1978 with recent, ongoing, or planned renovation or remodeling? 

D Yes DNo 

3. Use any traditional folk remedies or cosmetics that are not sold in a regular drugstore, or are homemade, which 

may contain lead? D Yes D No 

4. Live near or grow up near an active lead smelter, battery recycling plant, or other industry likely to release lead? 
DYes DNo 

5. Use non-commercially prepared pottery or leaded crystal? D Yes D No 

6. Ever get treated for or have a child or sibling that was treated for lead poiso~ing? D Yes D No 

Exercise 

1. Do you regulary exercise? DYes D No If YES, how many times per week _ __ _ 

If YES, what activities? ___ ______ _ _ _ _______ ________ _ ___ ~ 



omen~ Care 
====================== IN OBSTI.TRICS AND GYNECOLOGY, P.C. 

PRENATAL GENETIC QUESTIONNAIRE 

NAME: _ _______ ___ ____ ____ _ DATE: ___ _____ _ 

The following questions will help us give you better care. With the help of your answers we can better recog
nize some possible problems. Some of these answers might indicate that it would be appropriate to perform tests 
to evaluate the heaJth of your unborn baby. 

1. Will you be age 35 or older when the baby is due? 

2. Have you or the baby's father had a previous child or a 
brother or sister with Down's Syndrome? 

3. Were you or the baby's father born with or have you had 
a previous child or a brother or sister with spina bifida or 
meningomyelocele (open spine)? 

4. Have you or the baby's father had a previous child or a 
brother or sister born with no brain (anencephaly)? 

5. Do you have a brother, father or uncle with, or does the 
baby's father have: 
a) hemophilia 
b) muscular dystrophy 

6. Do you or the baby's father have a birth defect, or have 
you had a child born dead or alive with a birth defect not 
listed in the above questions? 
If yes, describe the birth defect _ ______ _ ______ _ 

7. Certain genetic diseases are more common in certain ethnic groups. 
a) Are you or the baby's father of Eastern European Jewish 

descent (Ashkenazi Jew)? French Canadian descent? 
Have either of you been screened for Tay-Sachs disease? 
If yes, indicate who was screened and the results: ------

b) Are you or the baby's father of Black ancestry? 
Have either of you been screened for sickle cell disease? 
If yes, indicate who was screened and the results: _ _ ___ _ 

c) Are you or the baby's father of Asian or 
Mediterranean descent? 
Have either of you been screened for thalassemia? 
If yes, indicate who was screened and the results _ _ _ __ _ 

W CR-9 25 (5/17) 

Yes 

Yes 

Yes 

Yes 

Yes 
Yes 

Yes 

Yes 
Yes 

Yes 
Yes 

Yes 
Yes 

No 

No 

No 

No 

No 
No 

No 

No 
No 

No 
No 

No 
No 



8. Are there other known genetic or chro?1osomal disorders in 
the family. 
If yes, describe the disorder _______________ _ 

9. Have you taken any of the following drugs during this pregnancy: 
Seizure medications, alcohol, anti-cancer drugs, anticoagulants 
or lithium? 
If yes, list which drugs ________________ _ 

10. Have you taken any other drugs during this pregnancy? 
If yes, list them ___________________ _ 

11. Do you or the baby's father or any relatives of either have 
polycystic kidneys? 

12. Do you or the baby's father or any relatives of either have 
cystic fibrosis? 

13. Did you receive and do you understand the literature concerning 
AFP testing for neural tube defects? 

Patient's Signature Date 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Patient is at increased risk for - - ----------------- ------------

Patient referred for further testing or counseling concerning: __________________ _ 



Name: _______________ _ DOB: _________ _ 

Today's Date: _________ _ 

Please Circle the answer that best describes how you have felt over t he past 7 days. 

1.1 have been able to laugh and see the funny 
side of things. 
0 As much as I always could 
1 Not quite so much now 
2 Not so much now 
3 Not at all 

2.1 have looked forward with enjoyment 
to things. 
0 As much as I ever did 
1 Somewhat less than I used to 
2 A lot less than I used to 
3 Hardly at all 

3.1 have blamed myself unnecessarily when 
things went wrong 
0 No, not at all 
1 Hardly ever 
2 Yes, sometimes 
3 Yes, very often 

4. I have been anxious or worried for no 
good reason 

5. 

3 Yes, often 
2 Yes, sometimes 
1 No, not much 
O No, not at all 

I have felt scared or panicky for no 
good reason 

3 Yes, often 
2 Yes. sometimes 
1 No, not much 
0 No, not at all 

6. Things have been too much for me. 
3 Yes, most of the time I haven't been 

able to cope at all. 
2 Yes, sometimes I haven't been 

coping as well as usual 
1 No, most of the time I have coped 

well. 
O No, I have been coping as well as 

ever. 

7.1 have been so unhappy that I have had 
difficulty sleeping. 

3 Yes, most of the time 
2 Yes, sometimes 

1 Not very often 
0 No, not at all 

8. I have felt sad or miserable 
3 Yes, most of the time 
2 Yes, quite often 
1 Not very often 
0 No, not at all 

9. I have been so unhappy that I have been 
crying 

3 Yes, most of the time 
2 Yes, quite often 
1 Only occasionally 

O No,never 

10. The thought of harming myself has 

1 

occurred to me. 
3 Yes, quite often 
2 Sometimes 
1 Hardly ever 
O Never 



• Glens Falls Hospital 
Nut rition Center 
102 Park Street 

Third Floor, Pruyn Pavilion 
Phone: (518) 926-2615 

Fax: (518) 926-2091 

Prenatal Nutrition Screening 

Read the statements below. Circle the number in the "yes" column next to 
those statements true for you. Add your total score. 

YES 
1. I eat fewer then 2 meals a day. 3 
2. I eat fewer than 4 servings of fruits and vegetables a day. 2 
3. I have less than 2 cups of milk or yogurt a day. 2 
4. I eat more than 2 or 3 servings of candy, chips, doughnuts, or 2 

other snack foods a day. 
5. I drink more than 3 glasses of soft drinks or kool-aid a day. 2 
6. I drink beer, liquor, or wine. 2 
7. I gained more than 1 1;1ound a week since I became pregnant. 2 
8. I have been feeling sick since I found out I'm pregnant and have 2 

lost weight. 
9. My last pregnancy was less than 2 years ago. 3 
10. I have Diabetes or had Gestational Diabetes during a past 3 

pregnancy. 
(Refer to Reqistered Dietitian if this item is circled) 

11. I have or had in the past an eating disorder (anorexia or bulimia). 3 
(Re fer to Reqistered Dietitian if this item is circled) 

12. I don't always have enough money to buy the food I need. 3 
(Refer to WIC if this item is circled) 

TOTAL: 
Score: 0-2 = Healthy Eating. 

3-4 = Consider referral to Registered Dietitian. 
6 or greater = High Risk. Refer to Registered Dietitian. Refer to SW or 
agency. 

Patient Name: _______________ Date: _____ _ 
Telephone#: ______________ _ 
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