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                                                                       Date:      
PERSONAL MEDICAL DATA
Email to: info.desk@upamd.com
Name:                             Date of Birth:                      Age:           
Occupation:                                                                            Hrs/wk:                             
If you exercise specify type and hrs/wk:      
Current Medications (besides vitamins):      
Allergies:      
Ethnic Descent (Please check (() appropriate box)
	Mediterranean 
	 FORMCHECKBOX 

	Irish
	 FORMCHECKBOX 

	Jewish
	 FORMCHECKBOX 

	African American
	 FORMCHECKBOX 


	Asian
	 FORMCHECKBOX 

	Caribbean
	 FORMCHECKBOX 

	Hispanic
	 FORMCHECKBOX 

	Haitian
	 FORMCHECKBOX 

	Other
	 FORMCHECKBOX 



Father of Baby:                                                                                       Age:      
Ethnic Descent (Please check (() appropriate box)
	Mediterranean 
	 FORMCHECKBOX 

	Irish
	 FORMCHECKBOX 

	Jewish
	 FORMCHECKBOX 

	African American
	 FORMCHECKBOX 


	Asian
	 FORMCHECKBOX 

	Caribbean
	 FORMCHECKBOX 

	Hispanic
	 FORMCHECKBOX 

	Haitian
	 FORMCHECKBOX 

	Other
	 FORMCHECKBOX 



GYNECOLOGICAL HISTORY

	
	N
	Y
	If yes, indicate when

	Fertility drugs to conceive this pregnancy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Uterine abnormality or misshaped uterus
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Cone biopsy of cervix
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Laser or Leep surgery to cervix
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Uterine fibroids
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Ovarian cysts or tumors 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Surgery to uterus, ovaries, or cervix
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


OBSTETRICAL HISTORY
	Delivery Date
	Hospital
	Birth Weight
	Vag or C/S
	Complications

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


Other comments:      
GENETIC HISTORY
Do you, the father of the baby (FOB), any of your children, or anyone in either family have:
	
	YOU
	FOB
	FAMILY
	WHO

	Down’s syndrome
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Other Chromosomal Abnormalities
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Neural Tube Defect (Spinal Defect)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Hydrocephaly (water on brain)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Muscular Dystrophy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Cystic Fibrosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Hemophilia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Thalassemia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Sickle Cell Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Congenital Heart Disease (since birth)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Congenital Kidney Disease (since birth)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     


	
	YOU
	FOB
	FAMILY
	WHO

	Cleft Lip or Palate
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Club Foot
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Mental Retardation/Illness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Blindness/Deafness (since birth)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Any birth defects or familial disorders
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	High Blood Pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Stroke
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     


MEDICAL HISTORY
Do you have any of the following?
	Y
	N
	
	Y
	N
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	High Blood Pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Kidney Stones

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Any Heart Condition:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Thrombophilias

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	History of tuberculosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Diabetes

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Any Lung Disease:      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Lupus

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Any Anemia:      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Rheumatoid Arthritis 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Low Platelet Count (ITP)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Thyroid Disease

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	History of any blood clots
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Seizures (Epilepsy)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Myasthenia Gravis or Multiple Sclerosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Liver Disease or Hepatitis

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Ulcerative Colitis or Crohn’s Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Gallbladder Disease

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Genital Herpes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Anesthesia Complications

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other sexually transmitted disease:

     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Prior Surgeries:

     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	History of Blood Transfusions:      
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