
Mother’s Name: ____|___|____|____|____|____|____|____|____|____|____|____|____|____|____|____|____|___|___|___|___|___|____|_____|____|____|____|____|____|____|____|_____|_____

Mother’s Birth Date: _____/_____/_____            Your Due Date: ______/_____/_____          Approx. date of last physical exam: _____/_____/______

Phone #1: (________) ______________________________________ Phone #2 :(_________) __________________________________

Email:____________________________________________________________________________

Maternal Health History

Please check yes or no for the following questions. Use the back of this form if you need room for additional information.

Consent To Release Test Results
In compliance with Federal, New York and New Jersey State Laws, I have given the Designated Lab permission to test 
my blood for the following:
Human Immunodeficiency Virus HIV, Human T-Cell Lymphotrophic Virus (HTLV), Hepatitis, Cytomegalovirus (CMV)), 
Syphilis (RPR)), and Alanine Transaminase (ALT).
In the event of any positive results, I authorize the Designated Lab to release my results to my doctor listed below:

Ob/Gyn Name:

Mother’s Consent / Signature:

Dr. Phone #:  (           ) Dr. Address:
Street

City State Zip
/              /

Date

YES NO
1 Have you been diagnosed with a respiratory disease in the last 24 months?
2 Have you ever been treated for Tuberculosis within the last 36 months?
3 Have you or the child's father tested positive for Tuberculosis within the last 36 months?
4 Have you ever been diagnosed with any sexually transmitted disease?
5 Have you ever tested positive for HIV or Syphilis?
6 Have you ever been in sexual contact with a person who tested + for HIV?
7 Has the child's Father ever tested positive for HIV?
8 Have you ever been diagnosed with any type of blood disorder?
9 Have you ever been diagnosed with any type of platelet disorder?

10 Since 1986 have you ever received a blood transfusion?
11 From 1980 to the present, have you ever had a blood transfusion in the United Kingdom?
12 Have you ever been to Africa? Is so, where & when?_______________________
13 Have you ever been diagnosed with any type of cancer? 
14 Have you ever received any type of chemotherapy?
15 Have you ever received any type of radiation therapy?
16 Before 1986, have you ever received any type of organ transplant?
17 Have you ever received a dura mater (brain membrane) transplant?
18 Have you or any blood relative been diagnosed with Creutzfeldt-Jakob disease (CJD)?
19 Have you ever had a transplant or medical procedure involving exposure to organs, tissues, 

or living cells from an animal?
20 Have you ever been treated for Rabies in the past 12 months?
21 In the past 8 weeks, have you ever had any shots or vaccines? 

If yes, please list::_____________________________________________________________
22 In the past 12 months, have you been diagnosed with West Nile Virus? 
23 Have you ever taken clotting factor concentrates for a bleeding problem such as hemophilia?
24 In the past 12 months, have you come into contact with someone else’s blood?

YES NO
25 In the past 12 months, have you been incarcerated in a correctional facility 

for longer than 72 hours?
26 Have you ever been treated for malaria within the last 36 months?
27 Within the last 18 months, have you traveled to any country endemic for malaria?
28 Have you used any intravenous drugs without a doctor’s supervision?
29 Within the last 18 months, have you had any body piercing or tattooing?
30 Have you ever been exposed to hepatitis?
31 Have you ever been diagnosed with a liver disease?
32 Do you smoke cigarettes? If yes, how many per week?______
33 Are you using any prescription drugs? If yes please list: _______________________
34 Have you ever been rejected as a blood donor in the last 24 months?
35 Do you consume alcoholic beverages? If yes, how many per week_____?
36 Is this your 1st pregnancy? If no, please answer the following:  

How many previous pregnancies? ______ 
How many vaginal births? _____ 
How many caesarean births? ______
How many miscarriages/other? ___________

Have you ever taken the following medications?
37 Insulin from Cows (Bovine or Beef Insulin)?
38 Hepatitis B Immune Globulin?
39 Unlicensed Vaccine?
40 Is there a history of any of the following in either the maternal or paternal family? 

If yes, please circle each one that applies:
Aplastic Anemia, Thalassemia, Fanconi’s Anemia, Sickle Cell Anemia, 
Leukemia, Hurler Syndrome, Chromosomal Problems or Genetic Disorders, 
Malignant Disease or Cancer, Wiskott-Aldrich Syndrome, Chagas’ Disease, 
Heart Disease, Nervous System Disorder


	Slide Number 1

