Name________________________



Date_______________________

Prenatal Questionaire

1.
(a) Will you be 35 years of older when the baby is due?


Yes______
No______


(b) Will the baby’s father be 50 years or older when the baby


is due? ………………………………………………………..

Yes______
No______


(c) Are you and the baby’s father blood relatives?



Yes______
No______

2. 
Are you or the baby’s father of the following ancestry?





(a) Jewish of French Canadian? ………………………………

Yes______
No______



If yes, have either of you been screened for Tay-Sachs disease,






 Canavan’s Disease or familial dysautonomia?

Yes______
No______


(b) Black or Hispanic/Puerto Rican? …………………………

Yes______
No______


(c) Italian, Greek, or Mediterranean? …………………………

Yes______
No______



If yes, have either of you been treated for Beta-Thalassemia?
Yes______
No______


(d) Philippine or Southeast Asian?.............................................

Yes______
No______



If yes, have either of you been treated for Alpha-Thalassemia?
Yes______
No______



If yes, indicate who and the results:_____________________


(e) Chinese?.................................................................................

Yes______
No______


(f) Haitian (from Haiti)/Latin American……………………….

Yes______
No______


(g) African (from Africa)……………………………………….

Yes______
No______


(h) Hawaiian (from Hawaii)…………………………………….

Yes______
No______

3.             (a) Are you or your partner Health Care or Hospital workers, or do either

of you work in an institution?...........................................

Yes______
No______


      (b) Have you, your partner, any close relatives, friends, co-workers



or others you have been in close contact with ever had or been 



treated for Tuberculosis? (TB)............................................

Yes______
No______


      (c) Have you ever had a test for Tuberculosis?........................

Yes______
No______



If yes, indicate when, what test and the results_______________



____________________________________________________


      (d) Have you ever received BCG to prevent Tuberculosis?

Yes______
No______



If yes, indicate when___________________________________


      (e) Do you work as a school teacher or in a Day Care center?.............
Yes______
No______

4.
Do you have any medical problems such as:


(a) Heart disease……………………………………………………………
Yes______
No______


(b) Severe asthma………………………………………………………….
Yes______
No______


(c) Chronic Lung Disease.............................................................................
Yes______
No______


(d) Insulin Dependent Diabetes……………………………………………
Yes______
No______


(e) Gestational Diabetes (i.e., only when pregnant)……………………….
Yes______
No______


(f) Collagen Vascular Diseases (i.e., Lupus, Scleroderma, etc.)…………..
Yes______
No______


(g) Epilepsy (seizure disorder)…………………………………………….
Yes______
No______


(h) High Blood Pressure...............................................................................
Yes______
No______


(i) Any other chronic diseases?....................................................................
Yes______
No______



If yes, what disease?_____________________________________

5.
Have you traveled to Countries outside the United States?


Yes______
No______


If yes, which one(s) and when? _______________________________


________________________________________________________

6.
Have you had Rubella (German Measles) within the last 3 months?

Yes______
No______

7.
Have you ever had Chicken Pox?


Not sure______
Yes______
No______

8.
Have you or your partner ever had Hepatitis?......................................
Yes______
No______

9.
Have you ever had a Hepatitis vaccine?................................................
Yes______
No______

10.
Has anyone living with you had active chronic Hepatitis?...................
Yes______
No______


While you lived with them?..................................................................
Yes______
No______


During this pregnancy?.........................................................................
Yes______
No______

11.
Have you ever had genital Herpes infection or sores?...........................
Yes______
No______


If no, has your sexual partner ever had a genital herpes infection or 


sores in the genital area?........................................................................
Yes______
No______

12. 
Have you or your partner ever had any other sexually transmitted 


diseases, such as Syphilis, Gonorhea, or Chlamydia?...............................
Yes______
No______


During this pregnancy?...........................................................................
Yes______
No______

13.
Do you or your partner have Hemophilia?..............................................
Yes______
No______

14.
Have you or your partner ever had a blood transfusion?.......................
Yes______
No______


During this pregnancy?..........................................................................
Yes______
No______

15.
Have you ever tested positive for the HIV-1 (AIDS) virus?.................
Yes______
No______

16.
Has your sexual partner ever tested positive for the HIV-1 (AIDS) virus
Yes______
No______


17.
Have you taken any medications since becoming pregnant?....................
Yes______
No______


If yes, give names and when taken:_____________________________


18.
(a) Have you taken or used any illegal or recreational drugs such as 


     Cocaine, Heroin, Methamphetamine, or other such drugs ever?..........
Yes______
No______


If yes, name of drug and when last taken:_________________________


__________________________________________________________


If yes, did you ever use them IV (intravenously)…………………………
Yes______
No______


(b) Do you ever drink alcoholic beverages?...............................................
Yes______
No______


      If yes, when and how much?________________________________



(c) Have you ever received treatment for alcoholism (drinking too much


     alcohol)?.................................................................................................
Yes______
No______


(d) Do you smoke?......................................................................................
Yes______
No______


     If yes, how much?_________________________________________

19.
Has your sexual partner ever used IV (intravenous) drugs?...............
Yes______
No______

 
If yes, do you think he will probably use them during this pregnancy?.....
Yes______
No______

20. Sexual History:

(a) Have you or your partner had multiple (more than one) sexual

partners within the last year?
……………………………………
Yes______
No______


      (b) Do you or your partner consider yourself bisexual?......................
Yes______
No______


      (c) Have you or your partner ever engaged in homosexual activity?
Yes______
No______


      (d) Is your sexual partner Uncircumsised?.........................................
Yes______
No______


      (e) Have you or your partner ever participated in anal intercourse?
Yes______
No______


      (f) How long have you been with you current sexual partner?



_____________________________________________________


      (g) How many different sexual partners have you had in TOTAL, 



Including your current partner? ___________________________
Yes______
No______


      (h) Have you used contraception in the last year?


Yes______
No______



If yes, what method?____________________________________

21. Have you, the baby’s father, your children (if any) or anyone in either

of your families ever had any of the following disorders?

(a) Down Syndrome (mongolism)……………………………………
Yes______
No______

(b) Other Chromosomal abnormality…………………………………
Yes______
No______

(c) Neural Tube Defect (spina bifida, meningomyelocele, open spine,


or anencephaly)…………………………………………………...
Yes______
No______

(d) Intracranial Hemorrhage (bleeding in the head)………………….
Yes______
No______

(e) Hemophilia, or other bleeding disorders………………………….
Yes______
No______

(f) Muscular Dystrophy……………………………………………….
Yes______
No______

(g) Cystic Fibrosis…………………………………………………….
Yes______
No______
(h) Cleft Lip/Cleft Palate……………………………………………..
Yes______
No______

(i) Pyloric Stenosis……………………………………………………
Yes______
No______
(j) Club foot…………………………………………………………..
Yes______
No______

(k) Congenital Dislocation of the Hip………………………………..
Yes______
No______

(l) Congenital Heart Disease…………………………………………
Yes______
No______

(m) Deafness…………………………………………………………
Yes______
No______

(n) Fragile X syndrome………………………………………………
Yes______
No______

(o) Are you or the baby’s father extremely tall?.................................
Yes______
No______

(p) Are you or the baby’s father extremely short? (under 5 feet)

Yes______
No______

22.
Do you or the baby’s father have a birth defect?............................

Yes______
No______


If yes, who has it and what is it?___________________________


_____________________________________________________

23. In this or any previous marriages, have you or the baby’s father had a 

Child, born dead or alive, with a birth defect not listed in question 21?
Yes______
No______

If yes, who had it and what was it?:___________________________

_______________________________________________________

24.
Do you or the baby’s father have any previous children or any close


relatives with…


(a) mental retardation?................................................................................
Yes______
No______


(b) learning disabilities?.............................................................................
Yes______
No______


(c) Emotional or behavior problems?........................................................
Yes______
No______


(d) Developmental delay?...........................................................................
Yes______
No______


(e) Autism?................................................................................................
Yes______
No______


(f) Who are considered “slow”?................................................................
Yes______
No______


If yes, indicate who and the cause, if known:_____________________________________________

25. Do you, the baby’s father, or a close relative in either of your families

have a birth defect, any familial disorder, or a chromosomal 

abnormality not listed above?................................................................
Yes______
No______

If yes, indicate what it is and who has it:________________________


________________________________________________________

26. (a) In this or any previous marriages, have you or the baby’s father had

a stillborn child or three or more first trimester pregnancy losses?.......
Yes______
No______

If yes, have either of you had a chromosomal study?............................
Yes______
No______

If yes, indicate the results:___________________________________

(b) In this or any previous marriages, have you or the baby’s father had

a baby die shortly after birth or in childhood?.......................................
Yes______
No______

If yes, age when died and cause of death (if known)_______________

_________________________________________________________

27. Have you had a previous child who has tested positive for the HIV-1 

(AIDS)virus or who had AIDS?..............................................................
Yes______
No______

28. Have you had a previous child with Pneumonia in the first month 

of life?......................................................................................................
Yes______
No______

29. Have you had a Tetanus Shot in the last 2 years?.........
Not sure______ 
Yes______
No______

30. Have you ever had Measles (Rubeola)? ………………
Not sure______
Yes______
No______


      If no or not sure, have you had 2 doses of LIVE Measles


      Vaccine in the past?..............................................Not sure______
Yes______
No______


      If you had a measles vaccine, when did you have receive it?



______________________________________________

31. Have you or the baby’s father ever had any prolonged or unusual


      exposure to radiation, chemicals (including vinyl, chloride,


      polychlorinated biphenyls, organic solvents, pesticides, ethylene 


      oxide, flea products, anesthetic gases, lead, paint, other heavy 


      metals), or certain drugs such as those used to treat cancer 


      (Chemotherapy), or carbon monoxide or similar gases in your job(s) 


      or hobbies?..............................................................................................
Yes______
No______

32. 
(a) Do you own or live with a cat?........................................................
Yes______
No______



If yes, does it eat raw meat, mice or other animals?.......................
Yes______
No______


(b) Do you work around or near cats, or are you exposed to cats or 


Areas where they roam (barn, horse stables, garden, flower beds,


Landscaping) regularly?...................................................................

Yes______
No______


 (c) Do you handle raw meat regularly?...............................................
Yes______
No______


 (d) Do you ever eat raw or undercooked (rare) meat…………………
Yes______
No______

33. Did you have an infertility problem prior to this pregnancy………….

Yes______
No______

34. In any prior pregnancy, have YOU ever had problems with premature


      (early) labor or delivery or premature rupture of the membranes 


      (breaking the waters early)?....................................................................
Yes______
No______
35. Have you ever had a urinary tract/bladder/kidney infection?.................

Yes______
No______



If yes, when was the last time?_____________________________



If yes, what is during this pregnancy or during a previous



Pregnancy?........................................................................................
Yes______
No______

36. Are you a strict vegetarian?....................................................................

Yes______
No______



Do you follow any special or restricted diet that you with to 



Continue while you are pregnant?....................................................
Yes______
No______

37. Have you ever been told you had an abnormal pap test?.......................

Yes______
No______

38. Do you feel safe at home?.......................................................................

Yes______
No______



Have you ever been kicked, punched, etc?......................................
Yes______
No______

