
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. 

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, a nurse will call you 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. 

Return the completed packet by delivering it to the Women’s Health Department 

front desk (NMCP, Building 2, 4th Floor), faxing it to 757-953-4947, or emailing it 

to: 

usn.hampton-roads.navhospporsva.list.nmcp-womenshealthclinicteam@mail.mil 

If you have not heard from us within 3 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! 

mailto:usn.hampton-roads.navhospporsva.list.nmcp-womenshealthclinicteam@mail.mil








  



 

  



  





  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Personal and Family Health History Form                                                                                                            2021   
 
Genetic Counseling is available at Naval Medical Center Portsmouth.  Please answer the questions below to see if this service may be 
helpful to you.  Your medical care provider will review this form and give you guidance.  Not every Yes answer will need referral.   

Your Name:                                                                              DOD Number:  
  
  

Date:  
  

Your Partner’s Full Name:  
  

  

Are You Adopted?*    Yes          No  

Is Your Partner Adopted?*    Yes          No  

Are you and your partner genetically related to each other?*                (i.e. 1 cousins)    Yes          No  

Have you and/or your partner had genetic testing?  
     If yes, was it a large carrier panel?  (please provide a copy of the results to OB provider)  
     If yes, what were you tested for?    (please provide a copy of the results to OB provider)  

  Yes          No  
  Yes          No  
  

Are you pregnant?    Yes          No  

If pregnant, was donor egg, donor sperm or donor embryo used?    Yes          No  

Have you and/or your partner had 3 or more pregnancy losses?  
           (^If yes, OB provider will order karyotype(s), APs, and other labs as clinically indicated)  

  Yes          No  

                                                                                                                                       (*Genetic Consult)    

Ancestry                                        (check all that apply)      You    Partner  
(check all that apply)  

African or African American~   [   ]         [   ]  

Ashkenazi Jewish*  [   ]         [   ]  

Asian/Pacific Islander’  [   ]         [   ]  

Cajun or French Canadian*  [   ]         [   ]  

European Caucasian (English, Irish, German, etc.)  [   ]         [   ]  

Hispanic (Mexico, Puerto Rico, Central or South America)~  [   ]         [   ]  

Indian (India)  [   ]         [   ]  

Mediterranean (Greece, Italy, Turkey, etc.)’  [   ]         [   ]  

Middle Eastern (Egypt, Iran, Iraq, Lebanon, etc.)  [   ]         [   ]  

Native American  [   ]         [   ]  

Southeast Asia (China, Laos, Vietnam, etc.)’  [   ]         [   ]  

Other (write here)  [   ]         [   ]  

                                                                              (~hgb electrophoresis, ‘CBC, *Genetic Consult)    

Medications/Supplements/Harmful Substances while pregnant    
  

Prescription medications - list them:      Yes          No  

Over the counter medications - list them:    Yes          No  

Vitamins/supplements - list them:    Yes          No  

Smoking/Vaping (circle which)  
    If yes, how much?                                 Quit?       Yes   No          Quit When?  

  Yes          No  

Alcohol (beer, wine, liquor)                                                
     If yes, how much?                                Quit?       Yes   No          Quit When?  

  Yes     No  

Street Drugs (marijuana, cocaine, heroin, ecstasy, etc.)  
      If yes, what drug(s)?                          Quit?       Yes   No           Quit When?    

  Yes          No  
  

                                       (OB provider to determine if exposures are significant and need referral)    
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Personal and Family Health History Form                                                                                   Name:________________________________  
 

 Personal and Family Health Conditions (you, your family, partner, partner’s family)    [Be very specific, such 
as: my father’s sister’s son or partner’s mother’s brother]  

  

Blindness under age 20yo (who?)    Yes          No  

Deafness under age 20yo (who?)    Yes          No  

Spina Bifida (who?)                                      Yes          No  

Anencephaly (who?)    Yes          No  

Hydrocephalus (water in brain) (who?)    Yes          No  

Muscular dystrophy (who?)    Yes          No  

Blood disorders (what? who?)    Yes          No  

       Hemophilia (who?)    Yes          No  

       Sickle cell disease/trait (who?)    Yes          No  

       Thalassemia (who?)    Yes          No  

Cystic fibrosis (thick mucus in lungs) (who?)    Yes          No  

Spinal muscular atrophy (SMA) (who?)    Yes          No  

Tay Sachs disease (who?)    Yes          No  

Bone deformities (what? who?)    Yes          No  

       Dwarfism (who?)    Yes          No  

       Club Foot/Feet (who?)    Yes          No  

        Extra/missing fingers/toes/bones/limbs (who?)    Yes          No  

        Brittle bones under age 20yo (who?)    Yes          No  

Intellectual disability (what? who?)    Yes          No  

       Autism (who?)    Yes          No  

       Fragile X syndrome (who?)          Yes          No  

Cleft lip/cleft palate (who?)    Yes          No  

Marfan syndrome (who?)      Yes          No  

Ehlers Danlos - Vascular type (who?)      Yes          No  

Heart defect at birth needing surgery (who?)    Yes          No  

Cerebral Palsy (who?)    Yes          No  

Abnormal kidneys (what? who?)    Yes          No  

       Cystic kidneys (who?)    Yes          No  

       Extra or missing kidneys (who?)    Yes          No  

       Dialysis at young age (who?)    Yes          No  

Chromosome syndrome (what? who?)    Yes          No  

       Down syndrome (who?)    Yes          No  

       Deletion or duplication syndrome (who?)    Yes          No  

       Translocation (who?)    Yes          No  

Seizures (who?)    Yes          No  

Miscarriages (3 or more each) (who?)    Yes          No  

Stillbirth (who?)     Yes          No  

Infant death (who?)    Yes          No  

Other Genetic conditions (what? who?)    Yes          No  

Other birth defects (what? who?)    Yes          No  

           (For page 2 - OB provider to determine if Genetic Counseling referral is indicated)      
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): 

 

: 

 

 _________________ 

 _________________ 

New Parent Support Program 
Family Needs Screener (FNS)  

Sponsor Information 
First Name Last Name Social Security Number (SSN) 

Date of Birth Race/Ethnicity Disability (Y/N) 

Branch of Service Rate/Rank Command/UIC 

Telephone (Home) Telephone (Cell) Email Address 

Expected Due Date (If Applicable

Housing Area/Address:

Sponsor Is: Mother of Baby Father of Baby Other (specify): __________________ 

Partner/Family Member Information 
First Name Last Name Social Security Number (SSN) 

Date of Birth Race/Ethnicity Disability (Y/N) 

Branch of Service Rate/Rank Command/UIC 

Telephone (Home) Telephone (Cell) Email Address 

Expected Due Date (If Applicable)

Housing Area/Address:

Partner/Family Member Is: Mother of Baby Father of Baby 

Spouse 

Other (specify):

Relationship to Sponsor: Daughter Other (specify):

Children in the Household 
Name Gender DOB 
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Today’s Date: NPSP FFSMIS Case #: 
1. What is your military status? (Please select)

1 Active Duty Member 

2  Family Member, Spouse 

Retired Military or Veteran status 

Family Member, Daughter 

3  

 4 

5 Other (s

2. What is the s
1  Active 

2  Retired 

3  Other (s

3. What is your 
1  Single 

2  Married

3  Divorce

4  Separat

5  Widowe

4a. What is you
1  Living t

pecify): ______________________ 

ponsor’s military status? (Please select) 
Duty 

Military or Veteran status 

pecify):_______________________ 

marital status? (Please select) 

 

d 

ed 

d 

r current living situation? Are you: (Please select) 
ogether with your partner/spouse 

2  Living alone (or with children only) 

3  Living with your parents (or other adults) 

4  Other living situation (specify): ___________________________________ 

4b. Deployment Status: Is your spouse on deployment?  (Please select) 
1  Yes 

2  No 

4c. If yes, length of deployment (specify):_____________________ 

5. How long have you been living together: ______ Years ______ Months ______ Not Applicable
6. Are you currently pregnant or in the process of adoption? (Please select)

1  Yes. Number of Weeks: ______________

2  No

7. Did you have or adopt a baby within the last 12 months? (Please select)
1  Yes 

2  No 

8. How many children are living with you? (specify): ________________
9. Do you have any children living with you who are from a prior relationship? (either yours or your partners)
(Please select)

1  Yes 

2  No 
10: What is your age: __________ 

11. What is your partner's age: __________ (Skip if not applicable)

10/2022
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Ethnic Group 
12. Which of these ethnic groups do you and your partner consider yourself? (Please select)

You Your Partner 

1  P

2  A

3  N

4  W

5  Bl

6  L

7  M

8  S

acific Islander 1 Pacific Islander 

sian 2 Asian 

ative American or Alaskan Native 3 Native American or Alaskan Native 

hite but not Latino 4 White but not Latino 

ack but not Hispanic 5 Black but not Hispanic 

atino or Hispanic 6 Latino or Hispanic 

ulti-racial 7 Multi-racial 

ome other group (specify:__________________) 8 Some other group (specify:__________________) 

Education 
13. What is the last year of school that you and your partner completed? (Please select)

You Your Partner 

1  7th Grade or Less 1  7th

2 8th Grade 2 8th 

3  Some High School/GED 3  So

4  High School Graduate 4  Hig

5  Some College 5  So

6  College Graduate 6  Col

7  Post-B.A. Training 7  Po

8  Advanced Degree 8  Adv

 Grade or Less 

Grade 

me High School/GED 

h School Graduate 

me College 

lege Graduate 

st-B.A. Training 

anced Degree 

Instructions: For each question, please read the following statements and select the best response 
Go to question 17 if you are not currently pregnant 

Strongly StronglyDisagree AgreeDisagree Agree 
14. My partner is very supportive of this pregnancy.

1  2  3  4  

1  2  3  4  

1  2  3  4  

 not currently in a relationship 

1  2  3  4  

1  2  3  4  

1  

    

   2 3 4 

1 2 3 4

15. This is an unplanned pregnancy.

16. This is not a good time for me to have a baby.

Go to question 21 if you are

17. My partner treats me well.

18. My partner and I have a very good relationship.

19. I wish my partner and I got along better.

20. I have thought seriously about ending my
relationship with my partner.
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Strongly Strongly Disagree Agree Disagree Agree 

1  2 3 4 

1 2 3 4 

2   

    

   

1 3  4  

1  2  3  4  

 1 2  3  4  

1  2  3  4  

1  2  3  4  

e not currently in a relationship 

1  2  3  4  

1  2   3 4  

1  2  3  4  

1  2  3  4  

1  2  3  4  

1  2  3  4  

1  2  3  4  

3    

    

    

    1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 4  

21. This is a very stressful time for me.

22. At times I feel out of control, like I’m losing it.

23. Uncontrolled anger can be a problem in my family.

24. I only have a few friends/family to help with the
baby (my children).

25. I feel very isolated.

26. I sometimes drink enough to feel really high
or drunk.

27. I sometimes drink five or more drinks of alcohol at
a time, but mostly on weekends.

Go to question 29 if you ar

28. My partner sometimes drinks five or more drinks of
alcohol at a time, but mostly on weekends.

29. It is sometimes necessary to discipline a child with
a good, hard spanking.

30. I can think of a situation when I would approve of a
wife slapping a husband’s face.

31. I can think of a situation when I would approve of a
husband slapping a wife’s face.

32. It is sometimes necessary for parents to slap a
teen who talks back or is getting into trouble.

33. When I was a child I was spanked or hit a lot by my
mother or father.

34. When I was a teenager, I was hit a lot by my
mother or father.

35. When I was growing up, I saw my mother or father
hit or throw something at their partner.

36. My parents helped me when I had problems.

37. I have unhappy memories of my childhood.

38. My parents did not comfort me when I was upset.

39. My income is often inadequate for basic needs
(rent, food, clothing, transportation, etc.) 1  2  3  4  

 1 2  3  4  

1  2  3  4  

1  2  3  

    

 4 

1 2 3 4 

40. I feel that I have a number of good qualities.

41. I feel that I am a person of worth, at least on an
equal basis with others.

42. I frequently feel as if I am not as good as others.

43. I feel I do not have much to be proud of.

10/2022 4



  

  

  

  

  

  

  

Strongly 
Disagree Disagree Agree Strongly 

Agree 
44. All in all, I am inclined to feel that I am a failure.

1  2  3  4  

3    2 1 4  

1  2  3  4  

1  2  3  4  

1  2  3  4  

1   2 3  4  

1  2  3  4  

1  2  3  4  

1  2  3  4  

    

    

    1 2 3 4 

1 2 3 4 

1 2 3 4 

45. Someone I’m close to makes me feel confident
in myself.

46. There is someone I can talk to openly
about anything.

47. There is someone I can talk to about problems in
my relationship.

48. I have someone to borrow money from in an
emergency.

49. I have someone to take care of my child/children
for several hours if needed.

50. I have someone who helps me around the house.

51. I have someone I can count on in times of need.

52. I usually wake up feeling pretty good.

53. I think good things will happen to me in the future.

54. There are times when I feel life is not worth living.

55. I feel sad quite often.

Yes No 

56. Have you or your partner been involved in a suspected or verified case of child
abuse or neglect? 1  2  

1   2 
57. Have you or your partner been involved in a suspected or verified case of

spouse abuse?

End of Questionnaire 

Client Signature Date 
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