                               
Pregnancy Booking Proforma
Thank you for making an appointment to plan your maternity care with your Midwife.

In order that the maternity services may offer the best care for your particular needs, it is important that we have a comprehensive history of your general health and any previous pregnancy details, and also a brief general history of your family and that of the father of your baby.

It is also important for you to consider where you wish to have your baby.
All information that you give us will be treated confidentiality within the maternity care service.  The answers to the questions entered onto a computer linked to the maternity unit of your choice.  You will be given a copy of the information which will form part of the notes for your maternity care, which we ask you to keep throughout your pregnancy and to bring to every visit with your Midwife, GP or Consultant. These notes will need to be returned to your midwife after you baby is born.

Some of the questions are of a personal nature but will help us plan and provide high quality care for you and your baby

If you do not understand any of the questions, you will have the opportunity to discuss them in full at your booking appointment with your Midwife.

 

YOUR MIDWIFE IS__________________________________________________________

CONTACT AT_______________________________________________________________

YOUR APPOINTMENT FOR BOOKING IS________________________________________

                                                                AT________________________________________

Name and contact number of the community midwife who did the booking

__________________________________________________________________________
​​​​
PERSONAL DETAILS  

NHS number_______  ________  _____________         If available.

Hospital number ___________________________         If available
Last Name___________________________   First Name ___________________________
Any other names? ___________________________________________________________
Date of Birth? _____________________________    Age? _________________________

Address? _________________________________________________________________

__________________________________________________________________________

_____________________________________________ POSTCODE __________________

Have you been permanently resident in the UK for the last 12 months? YES/NO
Have you lived at another address in the last year?  -  YES / NO

If YES please give details _____________________________________________________

_____________________________________________ POSTCODE___________________ 

Previous Address (known to Hospital Records) ____________________________________

_____________________________________________ POSTCODE___________________

MARITAL STATUS

Married / Single / Divorced / Co-habiting / Widowed / Separated / Civil partnership    

Any Other Surnames? (e.g.: Maiden name/previous married name) ____________________
TITLE   Miss / Ms / Mrs / Dr / Other ______________________________________________
Home Telephone Number_____________________________________________________
Mobile Telephone Number_____________________________________________________

Daytime Contact Number______________________________________________________
GP   ______________________________________________________________________
GP Address________________________________________________________________

Religion___________________________________________________________________

Occupation________________________________________________________________

Where were you born_________________________________________________________

What is your ethnic group?    

White:    British / Irish / Any other White background

Mixed:   White-Black Caribbean / White-Black African / White-Asian / Any other mixed background

Asian or Asian British:  Indian / Pakistani / Bangladeshi / Any other Asian background

Black or Black British:  Caribbean / African / Any other Black background

Other Ethnic Group:  Chinese / Any other Ethnic group

Not Stated: ____________________________________

Some of these questions are of a personal nature but will help us plan and provide high quality care for you and your baby

ABOUT YOUR NEXT OF KIN 
NAME____________________________________________________________________

Relationship to you                  Husband / Partner / Parent  

                                                 Brother / Sister / Other / Not Known  
ADDRESS _________________________________________________________________

__________________________________________________________________________
Postcode _____________________________  
ABOUT THE FATHER OF YOUR BABY 
His Name__________________________________________________________________

His Occupation______________________________________________________________

Is he a blood relative?   YES / NO

DOB   _______________________

His ethnic group:   White:  British / Irish / Any other White background

                              

    Mixed:  White-Black Caribbean / White-Black African / White-Asian

                              
                               Asian or Asian British:  Indian / Pakistani / Bangladeshi / any other

                               
     Black or Black British: Caribbean / African / any other Black background  

                               
     Other Ethnic Group: Chinese / any other Ethnic group

                               
     Not Stated: __________________________________                

Telephone Number ___________________________________________ 

Past Medical History
Have you ever had any problems with any of the following conditions?

            

Heart Problems, including high blood pressure, Rheumatic fever etc.

YES /NO 

If yes what is the problem?

            

Anaemia (low iron count)?                               



                 YES / NO

If yes is it chronic or pregnancy induced?
If yes, was any treatment required and if so what treatment?

Sickle cell disease or thalassaemia


                                           YES / NO

Thromboembolic or blood clotting disorder

                                           YES / NO
             

Varicose veins with or with out phlebitis?                                                                
     YES/NO 

If yes have they been treated?                             
                                           YES / NO

    
Breathing Problems (e.g. asthma, chronic bronchitis)                                             
     YES /NO

Tuberculosis                                                              
                                           YES / NO

If yes current treatment or past treatment 

             

Liver Problems/ Hepatitis /Jaundice /Obstetric cholestasis 
                                YES/NO

If yes what                   

 

Kidney Problems



                                                       YES / NO 
If yes what

Gastrointestinal problems e.g.  Appendicectomy, haemorrhoids                                   YES/NO                                                         
If yes what

Do you have a gastric band?


                                                        YES / NO

Endocrine Problems   e.g. diabetes, thyroid                                                                 YES / NO 
If yes what

If yes to diabetes is it  Type 1 / Type 2/Gestational.
How is it controlled?
Did you have any preconception counselling?                                                               YES/NO

Fits, epilepsy or other neurological problems?        
                                           YES / NO
If yes what 

Genetic/ inherited disorders?                                                                                         YES/NO
If yes what?

Autoimmune diseases?                                                                                                  YES/NO
If yes what?

If yes do you currently: - take No drugs/ take TNF drugs/ took TNF drugs in early pregnancy but not now/ take other medication? Name of medication.
Musculoskeletal Problems including Congenital Dislocation of Hips                             YES/NO

If yes what?
Malignancy.                                                                                                                    YES/NO

If yes currently treated or treatment in the past?
Gynaecological Problems or Surgery (including FGM)             
                               YES/NO                               

If yes what?
Have you ever had a Cervical Smear?            
                                                  YES/NO        

If yes what year was this taken?

Have you ever had abnormal smear results?  
                                                        YES / NO 

If YES, details (including treatment) 

Have you ever had an operation?                    
                                                        YES / NO

If YES, please give details.  

Have you ever had an infection? e.g. genital herpes, chicken pox, MRSA etc YES/NO
If yes what?

Have you suffered (now or in the past) from any of the following?

Severe Depression (requiring medication)     
                                                      YES / NO   

Schizophrenia                                                
                                                       YES / NO  

Bipolar Disorder                                             
                                                        YES / NO 

Psychosis                                                      
                                                        YES / NO 

Eating Disorder                                              
                                                        YES / NO

Post natal depression



                                                        YES / NO

Further details e.g. psychiatric referral or admission to hospital 
Currently feeling down or depressed or                                                                         YES/NO

Feeling uninterested                                                                                                       YES.NO

Have you any physical problems/ disabilities?
If Yes what?

Are you Allergic to any-thing?                       
                                                    YES / NO     

If Yes what are you allergic to? 

What is your reaction? 

Have you had problems with any previous anaesthetic?                     YES / NO / NEVER HAD 

If Yes, what was the problem?                            

Have you ever had a blood transfusion?                        YES / NO / DECLINED/DON’T KNOW
If yes, did you have any reaction and if yes what reaction?
Do you, or have you ever, had any other health problems that you think may be important?
	

	


ABOUT YOUR FAMILY (including family of father of baby)
Family History not known □
  
Has any-one in your or your partner’s family suffered (now or in the past) from any of the following?                                                                                                                                                                                                                                                           Relationship           
Heart problems?                                       
YES / NO                       
Deep Vein Thrombosis/Pulmonary Embolism?     YES / NO 

Abnormalities at birth?                                       
 YES / NO 

Congenital Dislocation of Hips?                          
  YES / NO 

Cystic Fibrosis?




  YES / NO
Diabetes?                                                             
  YES / NO   

If Yes 





Type 1 / Type 2
Epilepsy?                                                            
  YES / NO 

Genetic problems?                                               
  YES / NO

Haemoglobinopathy?                                               YES/ NO

Hearing disability?                                                   YES / NO

High Blood Pressure? 


          
   YES / NO
Medium chain acyl dehydrogenase deficiency (MCADD)   YES/NO

Pre eclampsia or Hypertension in pregnancy
  YES / NO
Multiple Births                                               
  YES / NO 

Sickle cell disease                                              
  YES / NO

Thalassaemia                                                  
  YES / NO

         

Tuberculosis within the past 5 years                 
  YES / NO 

Tuberculosis…current treatment


  YES / NO

                                                

Anything else you think might be important?   
  YES / NO

If YES please give details

Mental health problems                                 
  YES / NO 

If yes what condition?
Was he/she referred to a psychiatrist and or admitted to hospital   YES/NO         

PREVIOUS PREGNANCIES 
Have you ever been pregnant before?     YES / NO

If yes please give details  of any other pregnancies including miscarriage and termination.  We need to know the date, place of birth and details of babies born

	Place of birth

Date and time of birth?
	Onset of labour and type of delivery?


	Number of babies


	Complications in pregnancy and /or labour for you or your baby?
Please include reason for induction, instrumental delivery or LSCS (if applicable)
	Number of weeks of pregnancy?
	Weight of baby In Kilos
	Sex of baby?
	Any problems with you or baby after delivery?

	 
	 
	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	 
	 
	


CURRENT PREGNANCY
	 Have you booked at another hospital this pregnancy and if so which hospital?


	Was this a planned pregnancy?





YES / NO

	Did you become pregnant while using contraception?                                 YES / NO 

If yes what method?

	Were you taking fertility treatment to conceive for this pregnancy?
YES / NO

	

	If YES, please give details



	

	

	

	Have you taken any vitamins or supplements including folic acid?
YES / NO

	

	If yes were they taken pre pregnancy and what dose did you take?

	

	Date of first day of last period?

	

	Is this a reliable date?






YES / NO / UNSURE 

	

	Have you had a dating scan?





YES / NO

	

	If yes what is the estimated date of delivery of the baby?

	

	Have you had any vaginal bleeding during this pregnancy?

YES / NO

	

	Are you taking any medication at present?



YES / NO

	

	If YES, what?

	


SMOKING
	Do you smoke?







YES / NO

	

	If YES would you like help to give up smoking?



YES / NO

	

	If NO, have you never smoked / smoked in the 12 months before becoming pregnant / given up since being pregnant?

	If you have given up recently please give date

	

	CO Reading Mother







Midwife to complete

	

	CO Reading Baby







Midwife to complete

	

	If the CO Readings not performed please give reason

	

	Does any-one else in the household smoke?



YES / NO


ALCOHOL 
	How often did you drink alcohol before you became pregnant?             Never / Occasionally

	

	How many units per week?

	

	How much alcohol do you drink now?
None / or ____  Units per week


DRUGS
	Did you use recreational drugs before pregnancy?


YES/NO

	

	Do you currently use recreational drugs?



YES / NO

	

	If yes what


DIET

	What type of diet do you normally take?

Normal / Vegetarian / Gluten Free / Other

	


SUPPORT AT HOME

	What support do you have at home?

	Do you have any accommodation issues?                                                  YES/NO

If yes what?

	Do you have any special social problems?



YES / NO

	

	If yes?

	

	Have you ever had contact with a social worker?



YES / NO

	

	Has your partner ever had contact with a social worker?


YES / NO

	

	Do you have contact with a social worker at present?


YES / NO

	

	Name of social worker if applicable

	


How tall are you in metres?____________________________________________

What is your normal weight in kilograms?_________________________________

Would you consent to receive blood products if necessary?
YES / NO

Thank you very much for completing this form. The Midwife will discuss your answers at your Booking Appointment and any other questions you may have.

For the Midwife:-

Prior to sending this proforma into ANC please complete the following:-
Booked care  Midwife/ Consultant / Shared ___________________________

Who was this lady’s first point of contact?________________________
If booking after 12+6 Please give reason.______________________________________________________________

Please could you indicate what bloods you have taken to-day?______________________________________________
What leaflets and information did you give?_____________________________________________________________
Did you give any certificates and if so which?____________________________________________________________
What was the booking Blood Pressure?________________________________________________________________
Urine sent for MC&S and or toxicology?________________________________________________________________
VTE Risk Assessment       LOW / MED /HIGH

Any issues with language or literacy?

Any difficulties with interviewing mother? If yes what?

Thank you
