
                                      

PREGNANCY HEALTH HISTORY 

Name: _________________________________________________________ Date: _________________ 

Age: __________ Marital Status: __________ Phone number: __________________________________ 

Mailing Address: _______________________________________________________________________ 

Email Address: ________________________________________________________________________ 

Occupation / Employer: _________________________________________________________________  

Family doctor and contact information: _____________________________________________________ 

Current health concerns (If any): __________________________________________________________  

_____________________________________________________________________________________ 

Is this your first pregnancy? __________ If not, how many pregnancies have you had prior? __________ 

Have you had any complications with previous pregnancies? (If yes, please explain) _________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

If you have had a miscarriage, how far along in your pregnancy did it occur? _______________________ 

Was this pregnancy planned?        YES                  NO 

Who is your primary caregiver for delivery? (ObGyn/GP/Midwife/Other) __________________________ 

Where is your planned location for delivery? (Hospital/Home/Birthing center/other) ________________  

_____________________________________________________________________________________ 

How do you feel about this pregnancy? ____________________________________________________  

_____________________________________________________________________________________ 

Do you have a birth plan?                                                                                      YES                    NO 

Would you like information on creating a birth plan?                                      YES                    NO 

Would you like additional information on options for birth posturing?        YES                    NO 

Have you had any testing done? (genetic, blood, ultrasound, amniocentesis, chorionic villi sampling, etc.) 

if so, for what reason and when. __________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 



 

Was your blood pressure prior to pregnancy within the normal range, low, or high? _________________ 

What is your current blood pressure and when was it last checked? ______________________________ 

 

Are you planning on breastfeeding post-delivery?                                                     YES                     NO 

Would you like further information on the advantages of breastfeeding?            YES                     NO  

Would you like further information on healthy nutrition during pregnancy?        YES                    NO  

Have you changed your diet/menu since learning you are pregnant?                    YES                     NO 

Have you smoked prior to or along with this pregnancy?                                          YES                     NO 

Have you had alcohol during this pregnancy?                                                              YES                     NO 

Have you noticed any of the following (please circle all those that apply):  

          Swelling in the arms or legs                                        Lower back pain 

          Upper back pain                                                            Neck pain  

         Rib or chest pain                                                            Any foot pain  

         Digestive complaints (heartburn, constipation)      Nausea/Vomiting  

         Arm/hand numbness or tingling                                 Dizziness or lightheadedness 

         Headaches                                                                      Pain radiating down the leg(s)  

        Heart palpitations  

If you are or have experienced any of these symptoms throughout your pregnancy, when did it occur 

and how often? ________________________________________________________________________  

_____________________________________________________________________________________ 

_____________________________________________________________________________________  

If you are experiencing any of the above symptoms, please specify the symptom and rate your pain on a 

scale of 1 – 10. (1 being minimal pain/discomfort, 10 being extremely severe and intolerable pain)  

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Please describe the character of the pain you are experiencing (ie, Sharp, dull, tingling, numbness, 

burning, aching, throbbing, spasm, etc.) ____________________________________________________  

_____________________________________________________________________________________ 



When did you notice the pain? ___________________________________________________________  

_____________________________________________________________________________________ 

Was there an injury/fall/incident that caused the pain? ________________________________________  

_____________________________________________________________________________________ 

Does anything help relieve the pain? please specify. __________________________________________  

_____________________________________________________________________________________ 

Have you noticed anything aggravating the pain/making it worse? Please specify. ___________________  

_____________________________________________________________________________________ 

Does it radiate or cause problems elsewhere? _______________________________________________  

_____________________________________________________________________________________ 

Any associated or related concerns? _______________________________________________________ 

Any other professionals seen for this specific concern? Please specify. ____________________________  

_____________________________________________________________________________________ 

What was the treatment that was recommended and the results: _______________________________  

_____________________________________________________________________________________          

Please circle all health concerns that are present or in the past:                                            

Allergies   Stuffy nose   Runny sinuses  

Frequent colds   Loss of Balance   Difficulty concentration 

Fatigue    Indigestion   Bloating 

Appendicitis   Asthma    Bronchitis 

Emphysema   Pneumonia   Bleeding disorders 

Cataracts    Cancer    Vision changes 

Diabetes   Hypoglycemia   Epilepsy 

Heart disease   Hypertension   Migraines 

Hepatitis    Hernia    Diarrhea 

Constipation   Herniated disc   High cholesterol  

Kidney disease    Liver disease   Multiple Sclerosis 

Parkinson’s disease   Osteoarthritis   Rheumatoid Arthritis  

Thyroid condition  Osteoporosis    Tonsillitis 



Are there any other concerns you would like to include? _______________________________________  

_____________________________________________________________________________________ 

_____________________________________________________________________________________  

PHYSICAL STRESSORS  

Any significant falls, traumas, accidents during infancy or childhood and/or adulthood? 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Any hospital visits? If yes, please explain. ___________________________________________________  

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Have you had any surgeries or fractures? If yes, please explain and include dates.  

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Are you in prolonged postures? (ie, repetitive work, lifting, sitting, driving) ________________________  

_____________________________________________________________________________________ 

Do you exercise? If yes, please describe your workout routine. __________________________________  

_____________________________________________________________________________________ 

CHEMICAL STRESSORS  

Are you currently taking prescription or over the counter medication?       YES   NO 

Are you currently taking any supplements?          YES  NO 

Do you eat natural/organic foods?          YES  NO 

Are you exposed to pollutants, strong smells, chemicals?       YES  NO 

FAMILY HEALTH HISTORY 

Please note any health issues that ae present with family members such as parents, siblings, significant 

other or children. (cancer, hypertension, stroke, arthritis, kidney disease, dementia, diabetes, other) 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 


