
 

OB PATIENT HISTORY 

Date: ________________ 

Name: ______________________________  Date of birth: ____________ Partner: ______________________________  

Date of Last Period (first day): ___________ ☐ sure ☐ unsure  Date of 1st positive home pregnancy test: ___________ 

Menarche (age onset): ______years Menstrual frequency: ☐ regular (every ____ days)  ☐ irregular Duration: ____days 

Baseline weight: _______lbs 

Past Pregnancy history: 

Date GA* Birth weight Sex (M/F) Vaginal or 
C section 

Epidural 
(Y/N) 

Location Complications with pregnancy, 
delivery, and/or postpartum 

        

        

        

        

        

        

*GA=number of weeks pregnant at time of delivery (40 weeks=due date) 

List any additional pregnancies: _______________________________________________________________________ 

 



 

Exposure/infection history: 

Chicken pox history: ☐ Prior natural infection      ☐ Prior vaccination      ☐ Neither 

Recent travel outside of the country (within the past 6 mon: ☐ No      ☐ Yes, please list location(s): ________________ 

 

Allergies (medications, latex): ☐none 

_________________________________________________________________________________________________ 

Medications: ______________________________________________________________________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Delivery plans (if known): 

Type of delivery: ☐ Vaginal ☐ C section ☐ VBAC 

Anesthesia: ☐ None ☐ Epidural ☐ Other 

Tubal ligation: ☐ Yes ☐ No 

- If no, plan for birth control? ☐ Yes ________ ☐ None 

Circumcision (if boy): ☐ Yes ☐ No 

Feeding: ☐ Formula ☐ Breast 

Blood transfusion acceptable in an emergency situation: ☐ Yes ☐ No 

 

Pediatrician: ___________________________________ 

Hospital: _____________________________________


