
Congratulations! Attached is the Obstetric Intake to register for prenatal care. Please fill these 
forms out completely as it will allow us to provide you with the most appropriate care during 
your pregnancy. If you answer "Yes" to any of the questions, please provide a brief explanation 
on the bottom of the second page. Complete all boxes, including Total Pregnancies, Number of 
deliveries, Miscarriages, Ectopic pregnancies, Elective abortions and Living Children. 

**DO NOT INCLUDE ANY SOCIAL SECURITY NUMBERS ANYWHERE IN THIS 
PACKET** PLEASE INCLUDE ALL DETAILS OF YOUR MEDICAL AND OBSTETRIC 

HISTORY SO WE CAN ENSURE YOU GET BOOKED WITH THE RIGHT PROVIDER TYPE 

When we receive your paperwork, you will receive a call to schedule your first OB visit. This 
appointment will take place between 10-13 weeks of pregnancy based on the date of your last 
cycle, and will be with a nurse practitioner, midwife, or physician depending on your health 
history. All prenatal lab work will be ordered at this appointment. 

If you are transferring from another OB clinic, please ensure you complete the Authorization 
for Disclosure of Medical or Dental Information form so that we may request your OB records. 
If you have had previous C-section deliveries, please complete a separate authorization for each 
one so that we can request an operative report from the facility you delivered at. 

Submit packets online via the Genesis Secure Messaging Patient Portal found under 
"Portsmouth NMCP OB/GYN New OB Packet Submission" or return completed packet to the 
Women's Health Department located in building 2, floor 4 at NMCP. 

If you have not heard from us within 14 business days from the day of submission, please call 
757-953-4300 to ensure we received your intake paperwork.

Thank you very much, and we look forward to serving you!





OBSTETRICS PATIENT INTAKE FORM CONTINUED 

lA. Will you be 35 or greater at time of delivery? ( ) Yes ( ) No 

For Questions 2- 15, have you or a family member been diagnosed with: 

2A. Thalassemia? ( ) Yes ( ) No 9A. Down Syndrome? ( ) Yes ( ) No 

3A. Tay-Sachs Disease? ( ) Yes ( ) No lOA. Hemophilia? (Bleeding Disorder) ( ) Yes ( ) No 

4A. Sickle Cell Disease or Trait? (Circle Which) ( ) Yes ( ) No 12A. Cystic Fibrosis? ( ) Yes ( ) No 

SA. Neural Tube Defects? (Spina Bifida, ( ) Yes ( ) No 13A. Huntington Chorea? ( ) Yes ( ) No 

Anencephaly) 

6A. Congenital Heart Defect? ( ) Yes ( ) No 14A. Mental Retardation ( ) Yes ( ) No 

7A Muscular Dystrophy? ( ) Yes ( ) No lSA. Autism? ( ) Yes ( ) No 

SA. Inherited Genetic or Chromosomal ( ) Yes ( ) No 16A. Do you or the Father of the Baby have a child ( ) Yes ( ) No 

Disorders? with birth defects? 

**Circle All That Apply** 

**Are you of African, Mediterranean, Haitian, Greek, Asian, Jewish, Cajun, or French Canadian descent? ( )Yes ( )No 

**IF YOU DESIRE CYSTIC FIBROSIS SCREENING, PLEASE ANSWER THE FOLLOWING QUESTIONS** 

lB. What is the ethnicity of your mother? 3B. Is there a history of CF in your family? ( ) Yes ( ) No 

2B. What is the ethnicity of your father? 4B. Do you have CF? If yes, do you have symptoms? ( ) Yes ( ) No 

lC. Within the last year, have you been hit, slapped, kicked or otherwise physically hurt by someone? ( ) Yes ( ) No 

2C. Since you have been pregnant, have you been hit, slapped, kicked, or otherwise physically hurt by someone? ( ) Yes ( ) No 

3C. Within the last year, has anyone forced or threatened you to have sexual activities with them? ( ) Yes ( ) No 

**PAST PREGNANCIES/DELIVERIES: 

Date: Weeks Length Birth Male or C-Section or Anesthesia Place of Preterm Complications: Bleeding, 

Month/Year of Labor Weight Female Vaginal Delivery Delivery Yes/No Vacuum/Forceps Delivery, 

Shoulder Dystocia, etc. 

**USE THE REST OF THIS PAGE TO EXPLAIN ANY "YES" ANSWERS. 
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Naval Medical Center Portsmouth Women’s Health Clinic: (757) 953-4300 

Nutrition is especially important during pregnancy, and sometimes it can be hard to afford enough healthy food. We ask 

all our patients about access to food and provide all patients with information about community resources which can help. 

Please tell us if these statements were often true, sometimes true, or never true, by circling your answers below. 

Within the past 12 months I/we were worried whether our food 
would run out before we got money to buy more 

Often true Sometimes 
true 

Never true 

Within the past 12 months the food I/we bought just didn’t last and 
I/we didn’t have the money to get more. 

Often true Sometimes 
true 

Never true 

If either of these statements is sometimes true or often true for you, or if you have any other concerns about access to 

healthy food, these organizations may be able to help.  

WIC helps to ensure that pregnant and post-partum patients, infants, and children 

under 5 years old can get enough healthy food to eat. WIC provides eligible families 

with vouchers to buy food and infant formula. Visit myvawic.org to check eligibility. 

Call your local WIC office to enroll. 

SNAP (Supplemental Nutrition Assistance Program) provides families with a debit 

card which can be used to buy food. Eligibility is based on monthly income and 

household size. Apply online at https://www.commonhelp.virginia.gov/  

Virginia Peninsula Foodbank operates a mobile food pantry. For information on the mobile food pantry, and other local 

food banks, visit https://hrfoodbank.org/need-food/ or call 757-596-7188. 

Patriot’s Pantry provides food and baby supplies in their office in Virginia Beach, and at Liberty Military Housing at 

Oceana, Norfolk Pointe, Little Creek, and Whitehurst. The mobile Patriot’s Pantry visits Ft. Eustis and Langley Air Force 

Base (registration is required for those locations). For more information, visit 

https://hamptonroads.asymca.org/services/food-assistance/  

Foodbank of Southeastern Virginia and Eastern Shore provides a search tool which can help you find food resources 

near you. Visit https://foodbankonline.org or call 757-627-6599 or 877-HUNGERX (877-486-4379). 

Link Hampton Roads provides food and clothing on a walk-in basis at 10413 Warwick Blvd, Newport News. For 

information call 757-595-1953 or visit https://www.linkhr.org/emergency-services-1   

THRIVE Peninsula food bank in Newport News provides a week’s worth of food for each household member. There are 

no income requirements. Call 757-877-6211 to arrange a pickup. https://www.thrivepeninsula.org/foodpantry  

Eastern Virginia Medical School maintains a list of additional food resources, which can be found on their website. 

https://www.evms.edu/education/resources/community-engaged learning/hopes/emergency food resources/ 

Hampton Roads WIC Offices 

Norfolk (757) 985-4856  

Virginia Beach (757) 518-2798 

Portsmouth (757) 393-5340  

Chesapeake (757) 382-8608  

Suffolk (757) 514-4721  

Hampton (757) 594-7502 
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