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PATIENT HISTORY FORM FOR A PREGNANT WOMAN (1/2)

	Personal
details
	Last name and first names
     
	Place and country of birth
     
	Date of birth
     

	

	
	Number of previous pregnancies/deliveries
      /      
	Height
     
	Weight at the beginning of the pregnancy
     
	Body-mass-index
     

	
	Address
     
	Telephone
     

	
	Has received treatment in hospital during the last year    FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 Yes:      

	

	

	Diseases
	Mother  Father
 FORMCHECKBOX 
    FORMCHECKBOX 
 Diabetes 
 FORMCHECKBOX 
    FORMCHECKBOX 
 Hypertension
 FORMCHECKBOX 
    FORMCHECKBOX 
 Cardiac defect
 FORMCHECKBOX 
    FORMCHECKBOX 
 Allergy
 FORMCHECKBOX 
    FORMCHECKBOX 
 Renal disease
 FORMCHECKBOX 
    FORMCHECKBOX 
 Asthma
 FORMCHECKBOX 
    FORMCHECKBOX 
 Liver disease
 FORMCHECKBOX 
    FORMCHECKBOX 
 Coagulation disorder
	Mother  Father
 FORMCHECKBOX 
    FORMCHECKBOX 
 Epilepsy
 FORMCHECKBOX 
    FORMCHECKBOX 
 Neurological disease
 FORMCHECKBOX 
    FORMCHECKBOX 
 Mental disorder
 FORMCHECKBOX 
    FORMCHECKBOX 
 Congenital anomaly
 FORMCHECKBOX 
    FORMCHECKBOX 
 Muscle disease (myasthenia)
 FORMCHECKBOX 
    FORMCHECKBOX 
 Locomotor disability
 FORMCHECKBOX 
    FORMCHECKBOX 
 Genital herpes
 FORMCHECKBOX 
    FORMCHECKBOX 
 HIV
 FORMCHECKBOX 
    FORMCHECKBOX 
 Other
	Mother
 FORMCHECKBOX 
 Urinary tract infection
 FORMCHECKBOX 
 Thyroid disease
 FORMCHECKBOX 
 Arthritis
 FORMCHECKBOX 
 Chickenpox
 FORMCHECKBOX 
 Slapped cheek syndrome
 FORMCHECKBOX 
 Blood transfusion
 FORMCHECKBOX 
 Surgeries
 FORMCHECKBOX 
 Hepatitis B/C
	 FORMCHECKBOX 
 Genital surgery
 FORMCHECKBOX 
 Genital tumour
 FORMCHECKBOX 
 Infertility
 FORMCHECKBOX 
 Hormone therapy
 FORMCHECKBOX 
 Venereal diseases
 FORMCHECKBOX 
 Other  

	
	Additional information regarding the mother's diseases and treatment locations
     
Diseases or structural abnormalities of earlier born children
     
Hereditary diseases occurring in the family
     

	Lifestyle and health behaviour
	Before the pregnancy
	Smoking
amount
 FORMCHECKBOX 
 no
pcs/day
 FORMCHECKBOX 
 Yes
     
	Alcohol
amount
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes 
     

	Illegal drug use
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes
	Changes in health behaviour
     

	
	During pregnancy
	
amount
 FORMCHECKBOX 
 No
Pcs/day
 FORMCHECKBOX 
 Yes
     
	
amount
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes 
     
	 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes
	

	
	Wishes regarding the delivery and postnatal care
     


	Earlier
pregnan-cies and
deli-
veries

	Year
	Maternal
week
	Miscarriage
	Gen
der
M/F
	Birth
weight
	Lives (l)
Still-
born (s b)
Deceased (d)
	Course of the pregnancy, delivery and postpartum period
	Duration
of the labour
(h)
	Breast-feeding
(months)
	Where treated

	
	     
	   
	     
	  
	     g
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	     g
	     
	     
	     
	     
	     

	Current
pregnan-cy

	Last
periods
Date:      
	Menstrual cycle 
         days
	 FORMCHECKBOX 
 Regular
 FORMCHECKBOX 
 Irregular
	Expected date of delivery

	
	
	
	
	From the periods
     
	According to the ultrasound
     

	
	Preceding infertility treatment
 FORMCHECKBOX 
 Hormone therapy     FORMCHECKBOX 
 IVF   FORMCHECKBOX 
 Other, what:      


	
	Pregnancy complications
 FORMCHECKBOX 
 Bleeding
 FORMCHECKBOX 
 Nausea requiring hospitalisation
 FORMCHECKBOX 
 Viral or febrile diseases
 FORMCHECKBOX 
 Itching
 FORMCHECKBOX 
 Vaginites
 FORMCHECKBOX 
 Anaemia
 FORMCHECKBOX 
Glucose tolerance test performed:      
 FORMCHECKBOX 
 normal    FORMCHECKBOX 
 deviating

0 h
1 h
2 h

     
     
     
	 FORMCHECKBOX 
 Gestational diabetes
 FORMCHECKBOX 
 Hepatic cholestasis of pregnancy
 FORMCHECKBOX 
 Contractions requiring treatment
 FORMCHECKBOX 
 Premature rupture of the membranes
 FORMCHECKBOX 
 Bleeding
 FORMCHECKBOX 
 Small size of the foetus
 FORMCHECKBOX 
 Pulmonary embolism
 FORMCHECKBOX 
 Urinary tract infections

	 FORMCHECKBOX 
 Surgery, accident, etc.
 FORMCHECKBOX 
 Protein in the urine
 FORMCHECKBOX 
 Genital herpes 
 FORMCHECKBOX 
 Venous thrombosis 
 FORMCHECKBOX 
 Elevated blood pressure 
 FORMCHECKBOX 
 Headache
 FORMCHECKBOX 
 Visual disturbances
 FORMCHECKBOX 
 Pre-eclampsia 
 FORMCHECKBOX 
 Other diseases


	
	When and where treated:      


	
	Drug therapy
 FORMCHECKBOX 
 psychoactive drug    FORMCHECKBOX 
 antihypertensive    FORMCHECKBOX 
 antibiotic    FORMCHECKBOX 
 anti-contraction medication    FORMCHECKBOX 
 pain medication    FORMCHECKBOX 
 other
What, when, dosage:      


	
	

	

	
	 FORMCHECKBOX 
 Amniocentesis
Result:      
	 FORMCHECKBOX 
 Placental biopsy
Result:      

	
	Screening examinations
 FORMCHECKBOX 
 None   FORMCHECKBOX 
 Early ultrasound 
 FORMCHECKBOX 
 Chromosomal disorder screening
 FORMCHECKBOX 
 Ultrasound screening in     maternal week
	Normal  FORMCHECKBOX 

Normal  FORMCHECKBOX 

Normal  FORMCHECKBOX 

	Abnormal  FORMCHECKBOX 

Abnormal  FORMCHECKBOX 

Abnormal  FORMCHECKBOX 

	Other examinations in pregnancy
     

	
	 FORMCHECKBOX 
 Chest X-ray   Date:      
 FORMCHECKBOX 
  Other     What:      

	Further info
	     


