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Patient Name: ______________________________ 

Partner Name: ______________________________ 

Date: ____________________

In chronological order, please list all of your previous pregnancies. List the earliest one first. Please include all 
pregnancies, including livebirths, stillbirths, miscarriages, ectopic, and terminations. 

Welcome to our OB/GYN Department! We thank you in advance for completing the below history form that will 
help guide us through your initial prenatal visit. We hope to discuss measures that will help you have a healthy 
pregnancy. We also want to identify any possible concerns that may arise in your pregnancy. 

http://www.corvallisclinic.com/
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