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Adoptions With Love, Inc.

246 Walnut Street, Suite 103, Newton, MA  02460
1 -800- 722-7731
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BIRTH MOTHER'S MEDICAL INFORMATION FORM

The answers to the following questions will be very important to your child in the future.  Please answer each question to the best of your ability.  All information that you provide is completely confidential.  This means that your name, address or anything else that would identify you will not be used.  The purpose of these questions is solely for the present and future medical well being of your child.

Your Full name:
____________________________________________________________________
Date:______________

Name of person filling out this form:_____________________________________________________

Have you had prenatal care during this pregnancy?  

Yes______

No______


If yes, approximate date prenatal care started________________________________________

Doctor's name:___________________________________  
Telephone number:________________________

Hospital where you are having the baby: ___________________________________________________

Have you been tested for HIV?
 Yes_____
No_____

If no, would you be willing to be tested for HIV? 
Yes______
No______

If yes, date tested______________________Result____________________________________

How old were you when you had your first period?_______________

Have you had regular periods? 
Yes______
No_______

How many previous pregnancies have you had?   ____________________________________________

How many living children do you have?  ____________________  

Have you had any stillborn children? Yes______
No______   If yes, how many_________________


Have you had any abortions? 
Yes_______
No_______  If yes, how many?   ________________

Have you had any miscarriages?`
Yes_______
No_______  If yes, how many?  ________________


Have you had a baby that died? 
Yes____
___
No_______  If yes, how many?  ________________


Have you ever had a premature baby? Yes_______
No_______  If yes, how many?  _______________
Have you ever placed a child for adoption?
Yes _______
No________
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Have you had any problems or illnesses during this or any previous pregnancies? 
Yes________
No_______


If yes, please explain: 
___________________________________________________________________


________________________________________________________________________________________

What was the treatment for this problem or illness?________________________________________________

_________________________________________________________________________________________

During this pregnancy  have you had any of the following?






Medical Condition

YES

NO

	Toxemia


	
	

	Diabetes


	
	

	Hypertension


	
	

	Thyroid Disease


	
	

	Infections


	
	

	Kidney Disease


	
	

	Heart Disease


	
	

	Bacterial or Viral Infection


	
	

	Herpes Virus


	
	

	Rh Factor


	
	

	Measles


	
	


Did you smoke during this pregnancy? Yes_______
No_______  If yes, how many cigarettes do you smoke a day?
___________________

Did you drink alcohol during this pregnancy?
Yes_________
No_________

If yes, when in your pregnancy did you drink?  ________________________ How many drinks a day did you have?  ___________



What type of alcohol did you drink, e.g. beer/vodka/rum? ___________________________________
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Birthmother FAMILY MEDICAL HISTORY

Do you or any of your relatives have or have had any of the following: (e.g. a relative would be mother, father, grandmother, grandfather, brother, sister).

	MEDICAL CONDITION


	YES

Please note SELF or Specific Relative for each condition


	NO
	DON’T 

KNOW
	COMMENTS
list medications taken, age at onset. length of illness, name of hospital where treated etc.

	Club Foot


	
	
	
	

	Birth Mark


	
	
	
	

	Cleft Lip/Cleft Palate


	
	
	
	

	Webbed/extra or missing finer(s), toe(s)


	
	
	
	

	Chromosome abnormality
	
	
	
	

	Downs Syndrome


	
	
	
	

	Dyslexia/reading disability
	
	
	
	

	Mental Retardation


	
	
	
	

	Attention Deficit Disorder
	
	
	
	

	Autism
	
	
	
	

	Asberger's Syndrome

	
	
	
	

	Arthritis


	
	
	
	

	Muscular Dystrophy


	
	
	
	

	Cerebral Palsy


	
	
	
	

	Huntington's Disease


	
	
	
	

	Multiple Sclerosis


	
	
	
	

	Parkinson's Disease


	
	
	
	

	Spina Bifida


	
	
	
	

	Tremors (head/hand)


	
	
	
	

	Congenital Heart Defect


	
	
	
	

	High Blood Pressure


	
	
	
	

	MEDICAL CONDITION


	YES

Please note SELF or Specific Relative for each condition
	NO
	DON’T KNOW
	COMMENTS
list medications taken, age at onset. length of illness, name of hospital where treated etc.

	Heart Disease/Attack


	
	
	
	

	Tay-Sach's Disease


	
	
	
	

	Eczema


	
	
	
	

	Albino


	
	
	
	

	Acne


	
	
	
	

	Hay Fever


	
	
	
	

	Alapecia


	
	
	
	

	Food Allergies

List names of food


	
	
	
	

	Animal Allergies

List animals


	
	
	
	

	Medicine Allergies

List names of medicines


	
	
	
	

	Sensitivity to Anesthesia


	
	
	
	

	Asthma


	
	
	
	

	Blindness


	
	
	
	

	Deafness


	
	
	
	

	Dental Problems


	
	
	
	

	Wears Glasses


	
	
	
	

	Crossed Eyes


	
	
	
	

	Stutter/lisp or other speech problems
	
	
	
	

	Anemia


	
	
	
	

	Hemophilia


	
	
	
	

	Sickle Cell 

Anemia/Trait
	
	
	
	

	MEDICAL CONDITION


	YES

Please note SELF or Specific Relative for each condition


	NO
	DON’T KNOW
	COMMENTS
list medications taken, age at onset. length of illness, name of hospital where treated etc.

	Kidney Disease


	
	
	
	

	Diabetes


	
	
	
	

	Leukemia


	
	
	
	

	Hodgkin's Disease


	
	
	
	

	Ulcers


	
	
	
	

	Thyroid/hormone/ glandular


	
	
	
	

	Lupus


	
	
	
	

	Neurofibromatosis


	
	
	
	

	PKU


	
	
	
	

	Toxoplasmosis Disease


	
	
	
	

	Tuberculosis


	
	
	
	

	Seizures/Convulsions


	
	
	
	

	Epilepsy


	
	
	
	

	Scoliosis


	
	
	
	

	Anorexia Nervosa


	
	
	
	

	Bulimia


	
	
	
	

	Ulcerative Colitis


	
	
	
	

	Crohn's Disease


	
	
	
	

	Huntington’s Chorea


	
	
	
	

	Alzheimer's Disease
	
	
	
	

	MEDICAL CONDITION


	YES

Please note SELF or Specific Relative for each condition


	NO
	DON"T

KNOW
	COMMENTS
list medications taken, age at onset. length of illness, name of hospital where treated etc.

list .

	psychiatric hospitalization and name of hospital
	
	
	
	

	DEPRESSION- please list any medications taken


	
	
	
	

	Schizophrenia


	
	
	
	

	Attempted Suicide


	
	
	
	

	BI-POLAR ILLNESS

ACTUAL Diagnosis

Please state when diagnosed, name of the doctor and if hospitalized -where?

	
	
	
	

	Narcolepsy


	
	
	
	

	Gonorrhea


	
	
	
	

	Chlamydia


	
	
	
	

	Syphilis


	
	
	
	

	Genital Herpes


	
	
	
	

	Hepatitis B


	
	
	
	

	Hepatitis C


	
	
	
	

	Trichinosis


	
	
	
	

	Venereal Warts


	
	
	
	

	Repeat Pelvic Infections


	
	
	
	

	Strokes


	
	
	
	

	Cancer


	
	
	
	

	Sleep Walking


	
	
	
	


MEDICATIONS AND DRUGS TAKEN DURING THIS PREGNANCY

**If any of these medications/drugs were taken during the last 5 years, prior to this pregnancy, please indicate date taken**

	MEDICIATION


	YES
	NO
	DATE - If not during this pregnancy


	Type, Frequency & Amount

	Antihistamines


	
	
	
	

	Hormones


	
	
	
	

	Cortisone (ACTH, etc.)


	
	
	
	

	Diet Pills


	
	
	
	

	Sleeping Pills


	
	
	
	

	Nerve Pills/Tranquilizer


	
	
	
	

	Medicine for Cancer


	
	
	
	

	Heart/Blood Pressure Pills


	
	
	
	

	Thalidomide


	
	
	
	

	Marijuana/ Hashish

	
	
	
	

	Alcohol


	
	
	
	

	Amphetamines


	
	
	
	

	Barbiturates


	
	
	
	

	Cocaine/Crack/Methadone


	
	
	
	

	Methamphetamines


	
	
	
	

	Heroine


	
	
	
	

	Hallucinogens


	
	
	
	

	Prescription Drugs

List Drug names


	
	
	
	

	Inhalants
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