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OB/GYN ASSESSMENT 
 

Patient Name: ____________________________________________    D.O.B.: ____________________________ 
 
 
History: 
Has patient been pregnant before? ______________                          When? ____________________________ 
 
Has patient previously given birth? _____________                           When? ____________________________ 
 
Reported history of family diabetes and or gestational diabetes?        YES______   NO______      Detail below:  
 
_________________________________________________________________________________________ 
 
Reported history of OB/GYN problems? ______________                YES______   NO______      Detail below:  
 
_________________________________________________________________________________________ 
 
 
 
Is this patient pregnant?   YES_____     NO_____                    Approximate due date?  _______________________ 
 
HCG Results: ____________________________ 
 
Does this pregnancy present an unusually high risk?                YES_____     NO_____    
 

 If presenting an unusually high risk, what is the nature of such risk? _______________________________ 
 
              ______________________________________________________________________________________ 
 
 
Medications or prescribed: ________________________________________________ 
 
                                           ________________________________________________ 
 
                                           ________________________________________________ 
 
 
Recommendations for care or other follow-up: _______________________________________________________ 
 
_____________________________________________________________________________________________ 
 
 
Next appointment date:  ________________________________  Appointment time: _________________________ 
 
 
Physician Signature: ___________________________________  Date: __________________________________ 
 
Physician Tel. No: ______________________________            Physician  Fax No: _________________________ 



 


