
Please enter the following data: 

Surname:                                                                            Date of birth: 

First name:                                                                         Age: 

Address: 
 (street, house number, postcode, city) 
Phone:                                                                 Email: 
Surname/first name of partner/dependants:                                
Phone: 

Interpreter:                                                                  Telephone: 

Marital status:                                                           Nationality: 

Profession: 

Health insurance:                                              
Family room desired? (Private contribution, 130€/d)                                                   No                Yes 

Private supplementary insurance?:                                     1 bed            2 beds         
Treatment by head physician?:                                             Yes                  No      

Gynaecologist: 

 

Calculated date of delivery:                                   Blood group: 
(Please take over from the maternity passport)                                                              (will be entered by the clinic!) 

 
Inpatient stay during this pregnancy: 
(will be entered by clinic) 

1. 
        Date, diagnosis 
2. 
       Date, diagnosis 
3. 
       Date, diagnosis 

 

Allergies:                                                                                        No                   Yes 
If so, which ones?:  

Drug intolerance:                                                                         No                   Yes 
If so, which ones?: 
Diabetes/ gestational diabetes:                                               No                   Yes 
If yes, which?:   dietary              insulin-dependent             Type I          Type II 

Continuous medication:                                                             No                   Yes 
If so, which ones?: 

Taking medication during pregnancy:                                     No                   Yes 
If so, which ones?: 

Alcohol consumption during pregnancy:     No 
Nicotine during pregnancy:                             No 
Drug use during pregnancy:                            No 

Yes                
Yes           cig. /day: 
Yes           Which?: 

 



 
 
Questions about your pregnancy: 

Weight before pregnancy (kg):                                  last (kg): 
Size (cm): 

Condition after infertility treatment (such as ICSI, IVF, insemination...): 
 

Number of previous pregnancies (together with this one): 

Number of abortions/miscarriage:                                 Number of IR/abortions: 

 

Number of births to date (Please list all below): 
1:                ,                  ,                                                      , 
     (Year)                       (Weight of baby)             (Spontaneous, Vacuum, Forceps, Caesarean)                         (Hospital) 
Special features/complications: 

2:                ,                   ,                                                     , 
     (Year)                       (Weight)             (Spontaneous, Vacuum, Forceps, Caesarean)                         (Hospital) 
Special features/complications: 

3:                ,                   ,                                                     , 
     (Year)                       (Weight)             (Spontaneous, Vacuum, Forceps, Caesarean)                         (Hospital) 
Special features/complications: 

4:                ,                   ,                                                     , 
     (Year)                       (Weight)             (Spontaneous, Vacuum, Forceps, Caesarean)                         (Hospital) 
Special features/complications: 

 

Has a ß-streptococcus test been carried out?:                       No                  Yes 
Result:                                                                               Positive             Negative 
If positive, received medication:                                               No                  Yes 

 

Have you already had an operation?:                                      No                  Yes 
If so, when and which ones?: 
 

Were there any problems with anaesthesia?:                       No                  Yes 
If so, which ones? 
 

 

Would you like a birth planning consultation (medical consultation)? 
                                                                                                         No                  Yes 

 

Do you wish the RSV Vaccination for your baby? 
                                                                                              No                Yes  

 
 

  



 
 
Your own medical history (self-history): 
(Please mark with a cross where applicable) 

Do you or did you have..: 

a blood transfusion? No                    Yes 

a blood clotting disorder? No                    Yes 

Bleeding tendency/thrombosis? No                    Yes 

Anaemia? No                    Yes 

a heart condition? No                    Yes 

High blood pressure? No                    Yes 

a kidney disease? No                    Yes 

liver disease/hepatitis? No                    Yes 
a spinal disease/herniated disc? No                    Yes 

a hip dysplasia/hip disease? No                    Yes 

a thyroid disease? 
If so, which ones?:  

No                    Yes 

Epilepsy/nerve disorder? No                    Yes 

Depression? No                    Yes 

Deformities? 
If so, which ones? 

No                    Yes 

Other? 
If so, what? 

No                    Yes 
 

 
Special features and diseases in the family (family history) 

                                                      Child's father: Parents/siblings of the 
pregnant woman: 

Diabetes: No                    Yes No                    Yes 

Coagulation disorder: No                    Yes No                    Yes 

Thrombosis: No                    Yes No                    Yes 

Epilepsy: No                    Yes No                    Yes 

Nervous disorders: No                    Yes No                    Yes 

Depression: No                    Yes No                    Yes 

Hip disease: No                    Yes No                    Yes 

Malformations: No                    Yes No                    Yes 

Neurodermitis No                    Yes 
 
 

No                    Yes 
 
 
 

 


