University of South Alabama
~“Department of Obstetrics |
and Gynecology

~——OBSTETRIC- MEDICAL-HISTORY-———— ——

Patient Name:

Date Form Completed:

* If you are uncomfortable answering any questions, leave them blank; you can discuss them with your doctor or nurse.

PERSONAL HEALTH HISTORY

1.0 Yes 0O No Are you allergic to any medications?

If yes, please list:

2 Please mark any condition that you have or have had in the past:
O Cancer O HIV/AIDS O Diabetes
O Epilepsy O Thyroid disorder O Eating disorder
0O Heart disease 0O Headaches O Depression
O High blood pressure O Arthritis or lupus O Asthma
O Kidney disease O Frequent infections 0O Anemia
O Hepatitis 0O Bowel disease O Herpes
0 von Willebrand's disease or other bleeding disorders 0O Sexually transmitted diseases
0 Blood clotting disorder (eg, phlebitis) O Recurrent urinary tract infections

Describe, if needed:

3. Please indicate any surgery that you have had:

4, Please describe any health problems or symptoms that you are having at this time:

5. 0 Yes O No Do you or any family member have a history of problems with anesthesia?
If yes, please describe:

6. O Yes O No Do you have any religious objections to any form of medical treatment (eg, refusal of blood transfusion)?
If yes, please describe:
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