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NAME: ___________________________________	  TODAY’S DATE: _______________	__________ ___
DATE OF BIRTH: _____________	__________  _	_                                    OCCUPATION: _____________________________


OBSTETRIC HISTORY QUESTIONNAIRE

FIRST DAY OF LAST PERIOD: 		
ANY RECENT TESTING:       YES       NO 	
IF YES, EXPLAIN (WHAT TESTING/WHEN): 	_________________________________________________________________
______________________________________________________	_	_
ARE YOU EXPERIENCING ANY OF THE FOLLOWING:   NAUSEA:   YES  NO     VOMITING:  YES  NO     BLEEDING:  YES  NO     
                                                                                              PELVIC PAIN:   YES  NO     
ARE YOU EXPERIENCING ANY OTHER PROBLEMS WITH CURRENT PREGNANCY:   YES  NO    (IF YES, EXPLAIN)
	_____	____
_________________________________________________________________________	__________                    ______ 
PREFERRED PHARMACY (NAME/STREET/CITY): 	
PREFERRED LAB:            SUTTER LAB           QUEST LAB           LABCORP           OTHER: 	
CURRENT MEDICATIONS:
ARE YOU TAKING PRENATAL VITAMINS:   YES  NO 
OTHER MEDICATIONS:
	MEDICATION NAME
	DOSE
	LAST TAKEN

	
	
	

	
	
	

	
	
	

	
	
	


PRIOR PREGNANCIES:
			NUMBER OF PREGNANCIES
			NUMBER OF MISCARRIAGES
			NUMBER OF TUBAL PREGNANCIES (ECTOPIC PREGNANCIES)
			NUMBER OF ABORTIONS
			NUMBER OF LIVING CHILDREN

	DATE
	WEEKS
	LABOR LENGTH
	BIRTH WT
(LB. /OZ.)
	SEX
(M/F)
	TYPE OF DELIVERY
(VAGINAL/C-SECT)
	ANESTHESIA METHOD
	HOSPITAL AND DOCTOR

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	



AIWHC PREGNANCY HISTORY FORM

MEDICAL HISTORY: (IF YES, LIST YEAR DIAGNOSED)
	· DIABETES
	  YES   NO      YEAR: _________
	· HYPERTENSION
	  YES   NO     YEAR: _________

	· HEART DISEASE
	  YES   NO      YEAR: _________
	· AUTOIMMUNE DISORDER
	  YES   NO     YEAR: _________

	· KIDNEY DISEASE/UTI
	  YES    NO      YEAR: _________
	· NEUROLOGIC/EPILEPSY
	  YES   NO     YEAR: _________

	· PSYCHIATRIC
	  YES    NO      YEAR: _________
	· HEPATITIS/LIVER DISEASE
	  YES   NO     YEAR: _________

	· VARICOSITIES/PHLEBOTIS
	  YES    NO      YEAR: _________
	· THYROID DYSFUNCTION
	  YES   NO     YEAR: _________

	· INFECTIOUS DISEASE (STD’S)
	  YES    NO      YEAR: _________
	· TRAUMA/VIOLENCE
	  YES   NO     YEAR: _________

	· BLOOD TRANSFUSION
	  YES    NO      YEAR: _________
	· TOBACCO USE
	  YES   NO     YEAR: _________

	· ALCOHOL USE
	  YES    NO      YEAR: _________
	· STREET DRUGS
	  YES   NO     YEAR: _________

	· D (RH) SENSITISED
	  YES    NO      YEAR: _________
	· PULMONARY (TB, ASTHMA)
	  YES   NO     YEAR: _________

	· GYN SURGERY
	  YES    NO      YEAR: _________
	· BREAST PROBLEMS
	  YES   NO      YEAR: _________

	· ABNORMAL PAP SMEAR
	  YES    NO      YEAR: _________
	· ANESTHETIC COMPLICATIONS
	  YES   NO      YEAR: _________

	· INFERTILITY
	  YES    NO      YEAR: _________
	· UTERINE ABNORMALITIES
	  YES   NO      YEAR: _________

	· RELEVANT FAMILY HISTORY: __________________________________________________________________________________
_______________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________

	· OPERATIONS/HOSPITALIZATIONS: _____________________________________________________________________________
_______________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________

	· OTHER: __________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________

ETHNICITY/HERITAGE: 


	 WHITE		 NATIVE AMERICAN	 JAPANESE	      	 SAMOAN	       CAMBODIAN	
 OTHER		 BLACK		   	 MIDDLE EASTERN	                     KOREAN	       FILIPINO	      
 LAO		 CHINESE		 GUAMANIAN	   	 VIETNAMESE	       HISPANIC/LATINA	
 INDIAN SUBCONTINENT			 HAWAIIAN		 OTHER SOUTHEAST ASIAN


FAMILY STATUS/HISTORY:
	
	MOTHER
	FATHER
	SISTER
	BROTHER
	MAT. GMO
	MAT. GFA
	PAT. GMO
	PAT. GFA

	ALIVE 
	
	
	
	
	
	
	
	

	DECEASED
	
	
	
	
	
	
	
	


FATHER OF THE BABY:
NAME: _______________________ ____________           DATE OF BIRTH: _____________	 	HT:______	 __    WT: _________
ANY HEALTH PROBLEMS: _______________________________________________________________________	______
__________________________________________________________________________________________________
__________________________________________________________________________________________________



AIWHC PREGNANCY HISTORY FORM

	· PATIENT’S AGE>/= 35 YEARS AS OF ESTIMATED DATE OF DELIVERY
	  YES       NO         

	· THALASSEMIA (ITALIAN, GREEK, MEDITERRANEAN, OR ASIAN BACKGROUND): MCV <80
	  YES       NO         

	· NEURAL TUBE DEFECT (MENINGOMYELOCELE, SPINA BIFIDA, OR ANENCEPHALY)
	  YES       NO         

	· CONGENITAL HEART DEFECT 
	  YES       NO         

	· DOWN SYNDROME
	  YES       NO         

	· TAY-SACHS (E.G., JEWISH, CAJUN, FRENCH CANADIAN)
	  YES       NO         

	· CANAVAN DISEASE 
	  YES       NO        

	· SICKLE CELL DISEASE OR TRAIT (AFRICAN)
	  YES       NO        

	· HEMOPHILIA OR OTHER BLOOD DISORDERS
	  YES       NO         

	· MUSCULAR DYSTROPHY
	  YES       NO         

	· BLOOD CLOTS IN LEGS OR LUNGS
	  YES       NO         

	· CYSTIC FIBROSIS 
	  YES       NO         

	· HUNTINGTON’S CHOREA
	  YES       NO         

	· INTELLECTUAL DISABILITY/AUTISM
	  YES       NO         

	                                IF YES, WAS PERSON TESTED FOR FRAGILE X?
	  YES       NO         

	· OTHER INHERITED GENETIC OR CHROMOSOMAL DISORDER
	  YES       NO         

	· MATERNAL METABOLIC DISORDER (E.G., TYPE 1 DIABETES, PKU)
	  YES       NO         

	· PATIENT OR BABY’S FATHER HAD A CHILD WITH BIRTH DEFECTS NOT LISTED ABOVE
	  YES       NO         

	· RECURRENT PREGNANCY LOSS, OR A STILLBIRTH
	  YES       NO        

	· MEDICATIONS (INCLUDING SUPPLEMENTS, VITAMINS, HERBS OR OTC DRUGS/ILLICT/RECREATIONAL DRUGS /ALCOHOL SINCE LAST MENSTRUAL PERIOD)
	  YES       NO        

	                               IF YES, NAME / STRENGTH / DOSAGE: _____________________________________________________
                               _______________________________________________________________________________
                               _______________________________________________________________________________


	· ANY OTHER HISTORY NOT LISTED ABOVE 
	  YES       NO         

	                                            IF YES, LIST HERE: _________________________________________________________________
                                  _____________________________________________________________________________
                                 ______________________________________________________________________________                          


	· LIVE WITH SOMEONE WITH TB OR EXPOSED TO TB
	  YES       NO         

	· PATIENT OR PARTNER HAS HISTORY OF GENITAL HERPES
	  YES       NO         

	· RASH OR VIRAL ILLNESS SINCE LAST MENSTRUAL PERIOD
	  YES       NO         

	· HISTORY OF STD, GONORRHEA, CHLAMYDIA, HPV, SYPHILIS
	  YES       NO         

	· HAVE YOU EVER HAD CHICKEN POX
	  YES       NO         

	· DO YOU HAVE CATS IN YOUR HOME
	  YES       NO         

	· HAVE YOU OR YOUR PARTNER BEEN EXPOSED TO THE ZIKA VIRUS
	  YES       NO         

	· OTHER: ____________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________







PATIENT FINANCIAL RESPONSIBILITY POLICY FOR OBSTETRIC PATIENTS   


ASSOCIATES IN WOMEN’S HEALTH CARE WILL BE SUBMITTING TO YOUR INSURANCE CARRIER A BILL SHORTLY AFTER THE DELIVERY OF YOUR CHILD.  ASSOCIATES IN WOMEN’S HEALTH CARE WILL SUBMIT A BILL FOR “GLOBAL OB CARE”.  THIS GLOBAL CARE BEGINS WITH YOUR OB PHYSICAL AND CONCLUDES WITH YOUR 6 WEEK POST-PARTUM CARE.  INCLUDED WITHIN THIS GLOBAL OB BILLING IS YOUR OB PHYSICAL, ALL OFFICE VISITS PERTAINING TO THE PREGNANCY AND THE ACTUAL DELIVERY OF YOUR BABY AS WELL AS YOUR 6-WEEK POST-PARTUM CHECK-UP.  THIS TYPE OF BILLING IS A REQUIREMENT OF ALL OF THE INSURANCE CARRIERS THAT WE ARE CONTRACTED WITH.  SERVICES THAT ARE NOT INCLUDED IN THE GLOBAL BILLING ARE ULTRASOUNDS (WHETHER DONE HERE IN THE OFFICE OR ELSEWHERE), NON-STRESS TESTS, AND ANY OFFICE VISIT THAT IS NOT PERTAINING TO THE PREGNANCY.  THESE WILL BE BILLED SEPARATELY TO YOUR INSURANCE CARRIER.


IF YOU HAVE A HIGH-DEDUCTIBLE PPO INSURANCE PLAN, OUR BILLING STAFF WILL CONTACT YOU WITHIN 3 DAYS OF YOUR OB PAPERWORK APPOINTMENT TO DISCUSS YOUR PAYMENT REQUIREMENTS TO FULFILL YOUR ESTIMATED FINANCIAL RESPONSIBILITY.  ASSOCIATES IN WOMEN’S HEALTH CARE’S OFFICE POLICY IS THAT 50% OF THE PATIENT’S ESTIMATED FINANCIAL RESPONSIBILITY FOR THE GLOBAL OB CARE BE PAID BY 15 WEEKS OF PREGNANCY.  MONTHLY PAYMENTS MUST CONTINUE AND THE ENTIRE ESTIMATED PATIENT FINANCIAL RESPONSIBILITY MUST BE PAID IN FULL BY WEEK 24 OF THE PREGNANCY.  OUR BILLING STAFF WILL WORK WITH YOU TO SET UP THIS PAYMENT PLAN AND WILL BE HAPPY TO ASSIST WITH ANY QUESTIONS YOU MAY HAVE REGARDING BILLINGS OR PAYMENTS.


IF YOUR INSURANCE PLAN REQUIRES A CO-PAY WITH EACH OB VISIT, THESE CO-PAYS MUST BE PAID WHEN YOU CHECK-IN AT THE FRONT DESK FOR YOUR SCHEDULED VISIT.  IF YOU HAVE A CO-INSURANCE REQUIREMENT FOR YOUR GLOBAL OB CARE, THE BILLING STAFF WILL CONTACT YOU TO ADVISE YOU WHAT THAT AMOUNT IS AND WHEN YOU NEED TO PAY IT.

IMPORTANT: IF YOUR INSURANCE CARRIER OR PLAN CHANGES AT ANY TIME DURING YOUR PREGNANCY, YOU MUST NOTIFY US IMMEDIATELY!

WELCOME TO OUR PRACTICE!  WE LOOK FORWARD TO FOLLOWING YOU THROUGH YOUR PREGNANCY AND DELIVERY AND ARE HAPPY TO ASSIST YOU AT ANY TIME WITH ANY QUESTIONS YOU MAY HAVE ABOUT YOUR FINANCIAL RESPONSIBILITY!

I HAVE READ AND AGREE TO THE ABOVE TERMS AND CONDITIONS.



PATIENT SIGNATURE										DATE
ASSOCIATES IN WOMEN’S HEALTH CARE
5 MEDICAL PLAZA DRIVE, STE 250
ROSEVILLE, CA 95661














MRN:	

MRN:	
PATIENT NAME:	________________			__ 
DOB: _____		____________		_________
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