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We would appreciate if you could please fill out the following information so that we can begin your baby’s medical care.

Date:___________________
Doctor:____________________________

Mother’s Name: _______________________________________________________________

Father’s Name:  ________________________________________________________________

Address & Telephone Number: ____________________________________________________

______________________________________________________________________________

Who referred you? ______________________________________________________________

Who is your Obstetrician or Midwife? (What is the name of the practice?) ______________________________________________________________________________

When are you due? _____________________________________________

Where will you deliver? _________________________________________

Have you taken pre-natal classes? __________________________________

Will you be breastfeeding or bottlefeeding? ________________________________________

Are you absolutely sure you are negative for Hepatitis B? _______________

Have you had any complications at all during your pregnancy? (including infections, bleeding, etc..) ____________________________________________________________________________________________________________________________________________________________

Are you taking any medications? _______ If yes, please list:______________________________

______________________________________________________________________________

Are you taking pre-natal vitamins? _________

How many times have you been pregnant? ___________________________________________

How many children have you delivered? _________Miscarriages? ________ Stillborn? _______

Do you or the baby’s father have any medical diseases? ______________________________

If yes, please list: _____________________________________________________________

___________________________________________________________________________ ____________________________________________________________________________

Is there a history of any disease in either of your families? ______________________________

If yes, please list: _______________________________________________________________

