	Carteret OB-GYN Associates

OB Intake Questionnaire


Date ___________________
MR# ___________________
Patient Name ___________________________________________________________
DOB ____/____/_____ 

Patient’s Address 


Patient’s Home Phone # ______________________ cell # ____________________
SS # _____-_____-______

Patient’s Insurance Company 


PERSONAL HISTORY


Current Height ___________ Current Weight ___________  

	Do you have or have ever had:
	YES
	NO
	EXPLAIN

	Anemia (low blood count)
	
	
	

	Arthritis (or autoimmune disease)
	
	
	

	Blood clotting disorder/DVT
	
	
	

	Bowel Disorders
	
	
	

	Breast Disease
	
	
	

	Cancer
	
	
	

	Diabetes
	
	
	

	Heart Disease
	
	
	

	Hypertension (high blood pressure)
	
	
	

	Hepatitis/liver disease
	
	
	

	Kidney Disease
	
	
	

	Psychiatric Disorders

· Bipolar disorder 

· Depression         

· Other psychiatric illness
	_____

_____

_____

_____
	_____

_____

_____

_____
	________________________

________________________

________________________

________________________

	Respiratory Disease or Asthma
	
	
	

	Seizure Disorder
	
	
	

	Thyroid Disease
	
	
	


List current medications 


List any prior surgeries and date 


Date of positive pregnancy test _____/______/______
Date of last menstrual period _____/______/______ 

Symptoms since your last menstrual period 


Do you consent to ultrasounds if medically necessary? ____ yes ____ no

HOW MANY TIMES HAVE YOU:

Been pregnant? _______  Had full-term deliveries? _______ Had preterm deliveries? _______ Had C-sections? _____
Had miscarriages?_______ Had abortions?_______ Had tubal pregnancy?_______ Had twins? _______

 **********************Below for Office Use Only **********************

	Accept? ___ Yes ___ No

Doctor’s Initials ________

If yes, appointment date and time 


If no, please state reason 
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