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PREGNANCY  QUESTIONNAIRE
Please note: This is not a medical practice. All personal details will be kept confidential unless legally required to disclose.
Date of first visit……………………  How did you hear of my business? ……………………………………………….
Miss/Mrs/Ms………………………………………………………..Date of Birth…………………Age…………………  
Address………………………………………….………………………………………………Post Code………………..
Phone….....….……………Mo………………………….Email…………………………………………………………….
Occupation……………………………………………Hobbies…………………………………………………………….

If you are currently seeing a GP/ Obstetrician/ gynaecologist / natural therapist, give name and phone number 

………………………………………………………………………………………………………………………………
How many weeks into your pregnancy will you be at your first consultation?....................................................................

Is this your first pregnancy? Please provide details of prior conceptions/ births/ terminations/ miscarriages

………………………………………………………………………………………………………………………………
Have you had any Ante-Natal tests? Ultrasound/ Blood tests/ Nuchal translucency/ CVS/ Amniocentesis/ Morphology Scan

Please provide dates & details………………………………………………………………………………………………

……………………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………………….

Have you had any nausea/vomiting?.......................................................................................................................................

If so, does eating help to relieve your symptoms?..................................................................................................................

Do you have any food cravings? If so, is it for sugar, chocolate, carbohydrates?...................................................................

Have you had any leg carmps/ restless legs/ swelling?............................................................................................................

What is your blood pressure?....................................................................................................................................

Are you exercising? Details & how often?................................................................................................................................

Hobbies (eg. gardening, swimming – pool?, crafts, art, etc)…………………………………………………………………..

HOBBIES & LIFESTYLE
	
	Yes/No

	In the past 2 years, have any of your activities involved frequent contact with chemicals including manufacture or degrading of plastics, paints, new carpets, new car, refrigeration or air conditioning gases, glues, chemical cleansers or insecticides, frequent handling of carbonless copy paper, unfiltered water, pest control, hair chemicals such as colouring or perming agents? If yes give details & dates:

……………………………………………………………………………


	

	In the past 2 years have any of your activities involved contact with heavy metals? If yes give details & dates:

…………………………………………………………………………… 
	

	In the last 3 years have you had any X rays, including dental? If yes give details & dates:

……………………………………………………………………………
	

	In the last 3 years have you flown? If yes give details of the frequency:

…………………………………………………………………………….
	

	Do you use a computer/ If yes, for how many hours peer day?

(laptop/desktop/flat screen/CRT screen) ………………………………


	

	Do you have wireless technology at home or work?

…………………………….………………………………………..
	

	In the past 2 years have you regularly used a mobile phone?
	

	Do you use a microwave oven? If yes, how often?

………………………………………………………………………. 
	

	Do you sleep near a fuse box? If yes, how long has this been the case?

……………………………………………………………………… 
	

	Do you live/work near a transmitter/power lines?
	

	Do you have electrical appliances in your bedroom? If yes, give details……...

……………………………………………………………………………………...
	

	Do you live/work near a main road/flight path?………………………………..
	

	Do you use chemical cleansers or insecticides in your kitchen or bathroom? If yes, give details…………………………………………………………………
	

	Have you recently conducted any renovations and/or pest control? If yes, give details…………………………………………………………………………
	

	Do you use natural personal care products? toothpaste, cosmetics, deodorant

……………………………….………………………………………
	

	Do you have any tattoos or body piercings?

……………………………..………………………………………...
	

	Do you use any recreational drugs including alcohol? If yes, give details including type, amount, frequency

……………………………………………………………………………..
	

	Do you smoke cigarettes? If yes, what strength and how many per day/week

……………………………………………………………………………..
	

	Have you stopped smoking cigarettes in the past 6 months? If yes, when?

………………………………..…………………………………...
	

	Are you exposed to passive smoking? If yes, how often?

………………………………..……………………………………...
	

	Do you drink coffee, caffeine containing drinks or tea? If yes, give details including what, how often and how much

……………………………………………………………………………..
	

	Do you eat organic foods? If yes, what percentage of your food is organically grown/fed?………………………………………………………………………
	


REPRODUCTIVE HEALTH

Have you in the past, or do you, have any of the following?  (If yes, also give dates and details of treatment)
Pelvic Inflammatory Disease  YES/NO……………………………………………………………………

Endometriosis YES/NO…………………………………………………………………………………….

Cystitis  YES/NO ……………………………………………………………………………………………

Ovarian Cysts  YES/NO …………………………………………………………………………………….

Polycystic Ovarian Syndrome  YES/NO ………………………………………………………………….

Fibroids  YES/NO ……………………………………………………………………………………………

Candida (thrush) NO/OCCASSIONALLY/FREQUENTLY  …………………………………………….


If yes, is it vaginal or systemic?………………………………..How severe?……………………..


What makes it worse? …………………………………………………………………………….


How often have you suffered from Candida in the last year?…………………………………….

Other genito-urinary infections or sexually transmitted diseases (including cystitis) YES/NO…………….

…………………………………………………………………………………………………………………

Herpes / Blisters / Warts (specify which)  YES/NO  …………………………………………………………

Abnormal Pap Smear  YES/NO……………………………………………………………………………….

Cervical erosion/biopsy/laser treatment/cauterisation  YES/NO ……………………………………………..
Breast Health: Have you had/ have breast lumps/ fibrocystic breasts/ breast cancer /breast pain /nipple discharge/ mastitis? 
Give details…………………………………………………………………………………………………………………….
GENERAL HEALTH

Height (in cms)…………Weight (in kgs)………………Weight at start of pregnancy………………….
Have you ever suffered from any of these conditions?  (If yes, give dates and details)

Cardio-vascular disease (Including abnormal blood pressure, high cholesterol, poor circulation, angina, palpitations)  
YES/NO (Give details)…………………………………………………………………………………………………

Mental / Nervous system disease YES/NO (Give details) ……………………………………………...

…………………………………………………………………………………………………………………

Glandular fever / chronic fatigue YES/NO (Give details) ……………………………………………….

…………………………………………………………………………………………………………………

Other major diseases YES/NO (pregnancy related or not) (Give details) ……………………………………
Liver disease……………………………………………………………………………………………
Do you have any allergies or sensitivities?  YES/NO (Give details) ………………………………….

…………………………………………………………………………………………………………………

How often in the last year have you had infections /colds /flu etc? NEVER / OCCASIONALLY / FREQUENTLY
Do you have regular (at least once daily) bowel motions:  YES/NO (Give details) ………………………….

…………………………………………………………………………………………………………………

If not, how often do you have a bowel motion in a typical week? ……………………………………………

Do you use laxatives?  YES/NO (Give details) ………………………………………………………………

Do you experience constipation / diarrhoea / flatulence / mucus or blood in stools / heartburn / indigestion / bloating and bad breath?  YES/NO (Give details) ………………… ………………………………………

……………………………………………………………………………………………………………….

Do you have any malabsorption / eating disorders?  YES/NO (Give details) ……………………………….


………………………………………………………………………………………………………..

Do you suffer from headaches or migraines?  YES/NO (Give details) …………………………………………….…

…………………………………………………………………………………………………………………

Do you consider yourself stressed? YES/NO (Give details) ……………………………………………

…………………………………………………………………………………………………………………

Do you sleep well?  YES/NO (Give details)……………………………………………………………….
How would you rate your energy levels?  LOW/MEDIUM/HIGH
Are you taking any medication?  YES/NO (Give details) ……………………………………………….

…………………………………………………………………………………………………………………

Are you taking any dietary supplements?  YES/NO  (Give details and dosages) .………………………………………………………………………………………….................................
…………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………
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