

                                                          PREGNANCY HISTORY QUESTIONNAIRE FORM
Name:  ________________________________________
	
	Delivery Date
	Delivery Type
	Gestational Age at Delivery (weeks)
	Hours in Labor
	Anesthesia Used
	Preterm Labor (Y/N)
	Birth Weight
	Baby's Sex
	Maternal Complications
	Fetal Complications
	Place of Delivery
	Physician 
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Miscarriages:
Date(s): ________________________________
Spontaneous_____Ectopic_____Induced_______
Medications given? (Y or N) (hormones, antibodies, etc.)________________________________________________________
[bookmark: _GoBack]Any complications? (Y or N) (describe)_______________________________________________________________________
