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Prenatal Visit Form 

Parent Demographic Information


Doctor’s  Name:   _______________________________________	       Date:   
_____________________________


Parent 1 Name:  _____________________________ Age:  _____  Parent 2 Name: ____________________ Age: 
_____


Address:  _________________________________________	   Address: 
____________________________________	  
	      Street Address  	 	 	 Apt/Suite # (if applies)	 	 	        Street Address	 	                   Apt/Suite 

(if applicable)	  

City:  ___________________  State:  ______  ZIP:  ________	    City: __________________  State: _____ 
ZIP: ______


Phone Number (Home):   ____________________________	   Phone Number (H): 
___________________________


Phone Number(Work):   _____________________________	   Phone Number 
(W):___________________________


Due Date: ______________________


Pregnancy History & Information


Please indicate the number of pregnancy/pregancies had: ________


Number of Children you have: ________


Have you ever had: 	 Stillborn Birth? ________	 	 Miscarriage? ________	 


Any complications with this pregnancy: 


Infections:  ___________________________________	 	 Illness:  
_______________________________________


Herpes outbreak:  ______________________________	 	 Thyroid Problems: 
______________________________


Gestational Diabetes:  ___________________________


Other: 
____________________________________________________________________________________________


Any complications noted with previous pregnancy/pregnancies?  
_____________________________________________


List any medications that you are taking during pregnancy: 
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_______________


Are there any diseases that run in your biological family? 
_____________________________________________________________________________________________



_____________________________________________________________________________________________
__________


Do you plan to:   (Please circle)	 	 Breastfeed	 	 Bottle feed


Who is your OB provider? 
_____________________________________________________________________________


In which hospital do you plan to deliver? 
_________________________________________________________________


Referring Physician or Person?  
_________________________________________________________________________


