Newborn History

Name:







Date:




BIRTH HISTORY:


1: Hospital:


     City/Sate:






2: Number of prior pregnancies:





3: During your pregnancy with this child, did you have:



a: Illness during the pregnancy?
Yes

  No 




b: High blood pressure or diabetes?
Yes

  No




c: Smoke or use alcoholic beverages? Yes

  No


d: Use any medications?

 Yes

  No





Please specify:











e: Any problems with labor after delivery?
Yes

  No



4: Birth Weight:






5: Were there any problems with your child after delivery? If so, please explain:

6: Do you breast feed?
Yes

  No

 
FAMILY HISTORY:

Mother’s age:

 Occupation:


 Health problems?




Father’s age: 

 Occupation:


 Health problems?




Parents are (please
