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Quarry Lake Medical Park

4700 Seton Center Parkway, Ste. 125

Austin, Texas 78759

(512) 338-8500

PRENATAL INFORMATION
Infant's last name __________________________________________________________________ Due date __________________

Obstetrician _______________________________________________________________ Hospital __________________________

Mother's name __________________________ Age __________ Father's name __________________________ Age ___________

Daytime phone: _______________________________________  Evening Phone: ________________________________________

Number of pregnancies, including the present _________ Living children _____________ Miscarriages/Abortions ______________

MOTHER'S MEDICAL HISTORY

A.
This pregnancy



1. Fever _______________________________________
High blood pressure________________________________



    Rashes ______________________________________
Diabetes _________________________________________



    Infection ____________________________________
UTI ____  Vag. Inf. ____  GBS ( Pos.  ( Neg   Herpes ____



    Bleeding ____________________________________ 
Smoking ___________ Packs/day _____________________



    Wt. Gain ______________ Loss _________________      Alcohol __________________________________________



   2. Medications/Drugs taken during pregnancy and when: ____________________________________________________


       ________________________________________________________________________________________________


      ________________________________________________________________________________________________


   3. X rays or injuries during pregnancy and when: __________________________________________________________


   4. Sonograms:     Yes ___  No ___  Number ___  Reasons ____________________  Results ________________________


   5. Blood type/Rh :     Mother ________                 Father ________


   6. Ceasarean section planned:   Yes ____  No ____  Reason _________________________________________________


B. 
Previous Pregnancies:



Yr. of Birth         Sex        Birth Wt.                                                   Special Problems
                                                                                                               (Illness, Medications, Miscarriage)



__________
_____
_________
________________________________________________________________



__________
_____
_________
​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​________________________________________________________________



__________
_____
_________
________________________________________________________________



​__________
_____
_________
________________________________________________________________



__________
_____
_________
________________________________________________________________


C. 
Past Medical History: (List significant illnesses, surgeries, injuries, hospitalizations, allergies, etc.) __________________



__________________________________________________________________________________________________



__________________________________________________________________________________________________

FATHER'S MEDICAL HISTORY: (List significant illnesses, surgeries, injuries, hospitalizations, allergies, etc.) ______________



__________________________________________________________________________________________________



__________________________________________________________________________________________________



__________________________________________________________________________________________________

FAMILY MEDICAL HISTORY: (List conditions of possible importance in the care of your infant, such as diabetes, frequent miscarriages, epilepsy, bleeding disorders, serious anemia, muscular diseases, newborns with serious difficulties, twins, cancer, asthma, allergies, and cystic fibrosis.) ____________________________________________________________________________



__________________________________________________________________________________________________



__________________________________________________________________________________________________



__________________________________________________________________________________________________

PLANS FOR LABOR, DELIVERY, etc.


1. Childbirth classes ____________  Father's participation ______________  Preferred anesthesia __________________



2. Breast feeding  ________________________________                3. If infant male, plan :



    Bottle feeding _________________________________

    Circumcision :    Yes __________  No _________



    Undecided ____________________________________

    Undecided _______________________________
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