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EHS HOME-BASED PRENATAL PROFILE
Mother’s Name: ______________________________	DOB: 				
Parent Educator: 							Date:				
General Health Information:
1. Who is your primary physician? _____________________________________________

2. [bookmark: Check13][bookmark: Check14]Have you ever been hospitalized for any reason other than childbirth (i.e. operations, surgeries, illness, accidents, etc.)?    |_|Yes	|_|No
If so, when and what for: __________________________________________________

3. Do you have any vision or hearing issues or concerns?   |_|Yes 	|_|No  
If yes, explain:											

4. Do you have any dental issues or concerns?	|_|Yes	     |_|No
If yes, explain: __________________________________________________________
Name of dentist: ________________________	Last appointment date: ________     ___

5. Do you have issues/concerns with any of the following areas? (Check all that apply)

[bookmark: Check15]|_| Respiratory (frequent sore throats, colds, respiratory infections or shortness of breath, etc.) Explain: __________________________________________________________

[bookmark: Check16]|_| Cardiovascular (high blood pressure, chest pain, etc.) Explain: ______________________

[bookmark: Check17]|_| Genitourinary (difficulty with urination, burning or bleeding with urination, etc.) 
Explain: ____________________________________________________________________
Medical conditions to be aware of in case of emergency (Check all that apply)
[bookmark: Check1]|_| Severe Asthma
[bookmark: Check2][bookmark: Check3][bookmark: Check4]|_| Diabetes	|_| Yes      |_|  No  Name of Medication: ___	___________
[bookmark: Check5]|_| Seizures, convulsions 	Date last occurred _____________	______________	       _
[bookmark: Check6]|_| Health or Mental Health Concerns:									
Taking medication |_| Yes 	|_| No Name of Medication: ________				
[bookmark: Check7]|_|Allergies and reactions:			         								
[bookmark: Check8]|_| Other Medical Conditions: __		___________________________________________

Drug/ Alcohol Information
1. Are you currently consuming alcohol?		 |_| Yes |_| No
How often? ____________________ 	what type: ____________________________
2. Are you currently using tobacco products?		 |_| Yes |_| No
How often? ____________________ 	what type: ____________________________
3. Are you currently using illegal drugs?			 |_| Yes |_| No
How often? ____________________ 	What type: ____________________________
Are you currently receiving Methadone treatment?	 |_| Yes |_| No
Nutrition
1. Are there any foods you cannot eat due to medical, personal, religious reasons? 
|_| Yes |_| No If Yes, explain:										
2. Are you currently on a special or restricted diet?	 |_| Yes |_| No
If Yes, explain ________						__________________
3. Do you eat or chew things that are not food?	 |_| Yes |_| No
If Yes, explain: ____________________________________________________________
4. How many ounces of liquid do you drink per day? _________________________________
What types: ______________________________________________________________
How often do you eat a food from each of the following?
	Food
	times a week
	Additional Comments

	Fruits- such as oranges, grapefruit, apples watermelon grapes, mango 
	
	

	Vegetables- such as carrots, broccoli, winter squash, pumpkin, sweet potatoes
	
	

	Protein- such as meat, poultry, fish, eggs, peanut butter
	
	

	Grains- such as rice, bread, tortillas, cereal
	
	

	Dairy- such as milk, cheese, yogurt
	
	

	-Cakes, cookies, soda, fruit drinks, candies
	
	

	-Fried Foods
	
	





Obstetric History
OB/GYN Doctor’s Name: _________________________________________________
Last Appointment: __________________ Next Appointment					
Current Medications: __________________________________________________________
Are you presently taking prenatal vitamins?		 |_| Yes |_| No
Due date: _______    Current Trimester:   ___1st (0-3m)     ____ 2nd (3-6m)     ___ 3rd (6-9m)
# of Pregnancies: ___________	 # of Births: ___________
[bookmark: Check11][bookmark: Check12]Do you currently have any pregnancy related health problems/high risk?	 |_| Yes	|_| No
If yes, explain: ____________________________________________________________
 	With you currently or previously pregnancies have you had any of the following symptoms?
Current      Past
   |_|	         |_|	Frequent headaches
   |_|	         |_|	Swelling of legs, hands, face
   |_|	         |_|	Upper gastric pain 
   |_|	         |_|	Leaking of Fluid						 
   |_|	         |_|	Bleeding or spotting
   |_|	         |_|	Morning sickness									
Is your doctor aware of the symptoms? ___________________________________________

Do any of the conditions discussed get in the way of your everyday activities? |_| Yes |_| No
If yes, explain: _______________________________________________________________
___________________________________________________________________________
	Is there anything else that you feel we should know about you or your pregnancy?		
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