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New Pregnant Participant Intake / History
Name: _____________________________________________   
            
First                        Middle                    Last
No. of Children: ___ Name(s) and Age(s): ____________________________________________
Are you currently on a work release?  N or Y  Ordered by whom? _________________________
Past Pregnancy Information

How many times have you been pregnant? _____

Have you had any miscarriages? Y or N      Details: ____________________________________
Have you had any abortions? Y or N     Details:________________________________________
Have you had any complications with previous pregnancies or births? ______________________
______________________________________________________________________________
Were they hospital births or home births? ____________________________________________
Did your births go as planned? Y or N   ______________________________________________
______________________________________________________________________________

Did you breastfeed your child(ren)? Y or N        How long? ______________________________
Current Pregnancy information:

How far along are you? _____ weeks
How far along were you when you found out you were pregnant? ____________

Was this a planned pregnancy? Y or N

Do you feel that you have a support team to help you through pregnancy? Y or N
Are you taking pre-natal vitamins? Y or N    
How far along were you when you started taking them? _________  

You plan on having:  home birth or hospital birth; midwife and/or doula  (circle all that apply)
Do you plan on breastfeeding this baby? Y or N     For how long? ____________
How would you rate your current diet? ___Excellent   ___Good   ___Needs work

How was your diet prior to pregnancy? ______________________________________________
What medications did you take within 1 year prior to pregnancy? _________________________
______________________________________________________________________________
Sleep position before pregnancy: ___Back ___Stomach ___Side (L or R?)   
Pillows: # ___ where?_______

Sleep position during pregnancy: ___Back ___Stomach ___Side (L or R?)   
Pillows: # ___ where?_______

Age of mattress: ______  Age of pillows: _______  Sleep disturbances? _______________

Hours of sound sleep per night before pregnancy? ______________ 

During Pregnancy? _______________
Anything else you think we should know? ____________________________________________
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
Signature: ______________________________
Date: ____________________
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