♀ Health Herstory
Name: _____________________________
Partner: _____________________________

Address: ________________________________________________________________
Phone #’s: (h)___________________ (o)_________________ (c)___________________
Date of Birth: _____________   Height: __________    Pre-pregnancy Weight: ________

Blood type: ___________                   Allergies_________________________
What number pregnancy is this for you?_______________________________

Previous full terms births?___________    Any baby born premature?_____________

Pregnancy losses or miscarriages?__________________   Abortions?______________

Circle any conditions that you have experienced.  Record dates, procedures, medications, treatments and comments in the space provided below:
Kidney Disease

Allergies/Sensitivities
Emotional Problems
Drug Reactions

Diabetes


Phlebitis/Varicosities
Rh Problems

P.I.D.

Hypertension

Thyroid Problems
Asthma/Hayfever

Hemorrhoids

Epilepsy


TB or TB Medication
Hepatitus (type___ )
Skin Problems

Heart Disease

G.I. Problems

Anemia


HIV/AIDS

Miscarriage

Rape/sexual abuse
Physical abuse                    Sexually Transmitted
                                                                                                                                  Infection
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Excluding childbirth, have you ever been hospitalized?  Please indicate the date, reason and treatment.

____________________________________________________________________________________________________________________________________________________________________________

Have you ever had a serious accident, injury, or fracture?  If yes, give details.
____________________________________________________________________________________________________________________________________________________________________________

Have you ever had a bleeding problem or hemorrhage?  Did you receive a transfusion?

____________________________________________________________________________________________________________________________________________________________________________

Is there any hereditary disease or condition in your immediate family such as diabetes, cancer, heart disease, and hypertension?  (List and indicate relationship to those affected.)

____________________________________________________________________________________________________________________________________________________________________________

Please list any infections, abnormalities, surgery or problems you have had concerning your breasts, ovaries, fallopian tubes, uterus, cervix or vagina.  Include such things as cysts, biopsies, endometriosis, fibroids, chlamydia infections, pelvic inflammatory disease, venereal warts, etc.  Give dates and treatment.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What were your mother’s (and sister(s) if applicable) labors like?  Were they consistently fast or prolonged?  Were babies consistently late or early?

______________________________________________________________________________________                                             ____________________________________________________________________________________________________________________________________________________________________________

If you are Rh negative, have you ever received RhoGam?  If yes, give dates and reasons indicated.

____________________________________________________________________________________________________________________________________________________________________________

Please list your last two menstrual periods (indicate if you are absolutely sure or estimating.)

Last:______________
Prior:_______________
Date of ovulation:___________________________
Date of conception:___________________________

Have you felt the baby move yet? ______________
Date:______________

Have you heard the baby’s heartbeat yet? ________________    Date: ________________________

Have you had lab work, an ultrasound or any special testing done?

______________________________________________________________________________________
What prenatal care have you had up to the present?  Please list midwives, physicians, clinics and hospitals where you have had care and what was done.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please check any of the following you have had with this pregnancy.  Give dates, severity and any treatments received.
Abdominal pain
________________________________________________________________

Bleeding, spotting
________________________________________________________________

Constipation

________________________________________________________________

Dizziness, fainting
________________________________________________________________

Headaches

________________________________________________________________

Gastric upsets
________________________________________________________________

Nausea, vomiting
________________________________________________________________

Visual problems
________________________________________________________________
Urinary disorders
________________________________________________________________

Vaginal infections
________________________________________________________________

Insomnia    

________________________________________________________________

Other

________________________________________________________________

During the three months prior to conception and during this pregnancy, have you taken any prescription or over the counter medications?  If yes, please list._____________________________________________________________________________________________________________________________________________________________________________________________________________________
If you have used any illegal drugs, please specify what you have used, the frequency and dates of use since your last period.  If you smoke marijuana, please try to estimate your use during this pregnancy.

____________________________________________________________________________________________________________________________________________________________________________

Do you drink alcohol?  If yes, how much and how often during this pregnancy?
____________________________________________________________________________________________________________________________________________________________________________

Do you smoke cigarettes?  If yes, how much and how often during this pregnancy?

____________________________________________________________________________________________________________________________________________________________________________

What is your dietary regimen? ____________________________________________________________________________________________________________________________________________________________________________
What do you do to keep in shape physically?

______________________________________________________________________________________

Do you practice yoga or meditate? __________________________________________________________

Do you plan to breastfeed this baby? ________________________________________________________ 

Do you have any concerns about breastfeeding?________________________________________________
If your baby is male, will you have him circumcised? ___________________________________________

Do you work outside of your home?  If yes, when will you return?  Full or part time?
________________________________________________________________________________________________________________________________________________________________________________________________________________________

Many women have experienced some type of physical, emotional, and/or sexual abuse in their past.  Some, continue to experience abuse.  Often, even suppressed abuse memories may affect how the woman experiences pregnancy and birth. This is not always negative as a good birth can be very healing if approached in a sensitive and gentle manner.  If you have ever been abused either as a child or as an adult, would you be willing to discuss this issue further? If not now, may we bring it up at a later time?   ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please give some thought to the following questions and share your ideas.  If you and your partner are together, each of you should answer.
Why do you want to have this baby at home? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What do you see as the duties or responsibilities of your midwife?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please comment on what you understand about the benefits and risks involved with home birth.
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How do you feel about going to the hospital to deliver if your midwife feels that complications are arising?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please add any comments that you think might be important for your midwife to know about you.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Thank you for taking the time to fill out this questionnaire.

Until we meet again,

Bright Blessings

           &

Take care of you!
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