
 
 
 

OB Information Sheet 
 

 

Today's Date:  _____________    Insurance Plan baby will be on___________________________ 
 

Baby Name (if known) _____________________________ Due Date: ____________________ 
 
1. Mother’s Name ________________________________  Father’s Name ______________________________ 

 
2. Mother’s DOB   ________________________________ Father’s DOB ________________________________ 

3. Mother’s Occupation ___________________________  Father’s Occupation___________________________  

4. Referred by: __________________________________ 

5. Hospital delivering at ___________________________  

6. Obstetrician ___________________________________ 

7. # of pregnancies (Gravida) _________________________   # of births (Para) _________________________ 

8. Miscarriages/Abortions _____________________________ Living Children ___________________________ 

9. Any problems during pregnancy? _____________________________________________________________ 
10. Any Concerns or questions about after pregnancy? _______________________________________________ 

11. Weight gain during pregnancy? ___________________________  Active Fetus: Yes_________ No_________ 

12. Have you had an ultrasound?  Yes_________ No_________ If Yes; results____________________________  

13. Do you expect a c-section?    Yes_________ No_________ If Yes; why______________________________  

14. Do you expect to breast feed? ________________ Bottle feed? _______________ Both? ________________ 

15. Circumcision planned?            Yes_________ No_________ 

16.   Is a parent planning on staying home with the infant? Yes________ No________                                         

If no; daycare or caregiver? __________________________ Name, if known _________________________ 
17.       Family members: Names and ages of all children including those from a previous marriage(s) 

      ________________________________________________________________________________________ 

      ________________________________________________________________________________________ 

________________________________________________________________________________________ 

18. List any family history of diseases that could affect your newborn infant.  (I.e. allergies, asthma, diabetes 

before 35 y/o, birth defects, mental retardation, sickle cell anemia, cystic fibrosis, S.I.D.S.)  Immediate family 

of the newborn includes parents, grandparents, aunts, uncles, and 1st cousins.                                                                                                                                          

_________________________________________________________________________________________
_________________________________________________________________________________________

_________________________________________________________________________________________ 

19. Any other pertinent information that may help Dr. Eisner remember you? 

_________________________________________________________________________________________

_________________________________________________________________________________________ 


