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WOMACK ARMY MEDICAL CENTER
WOMACK ARMY MEDICAL CENTER
NEW OB INTAKE FORM The Proponent Agency is MCXC-SS-OBC
NEW OB INTAKE FORMThe Proponent Agency is MCXC-OB
Please circle or fill in the blank as it applies:
Please circle or fill in the blank as it applies:
Allergy Information (Are you allergic to anything?): Medications, Foods,Latex, Plants
Allergy Information (Are you allergic to anything?): Medications, Foods,Latex, Plants
Name
fill in name of allergy below
Category (food, medication, environment, etc.)
fill in Category (food, medication, environment, etc.)
fill in Category (food, medication, environment, etc.) below 
Reaction
Fill in reaction below 
Severity (mild, moderate, severe)
fill in Severity (mild, moderate, severe) below
Current Medications, Herbals, Over the Counter Medications that you are currently taking  
Current Medications, Herbals, Over the Counter Medications that you are currently taking  
Social History
Social History
Do you use any tobacco products? (Cigarettes, Cigars, Vapor Products, Marijuana,Chewing Tobacco)
Do you use any tobacco products? (Cigarettes, Cigars, Vapor Products, Marijuana,Chewing Tobacco)
If so, how long
If so, how long
 and how often
 and how often
(ex: 1/2 PPD X 3 years)
(ex: 1/2 PPD X 3 years)
Do you want to quit?
Do you drink alcohol?
Do you drink alcohol?
If so, how often?
If so, how often?
Do you use illicit drugs?
Do you use illicit drugs?
Medicine Name
Medicine name column 
Dose 
dose column below 
Medical Condition
Column for medical conditions below 
Last Time Taken 
Last Time Taken Column below 
STD History: (Check and mark the month and year)
STD History: (Check and mark the month and year)
Spouse/Significant other History of Herpes
Spouse/Significant other History of Herpes
CURRENT PREGNANCY
CURRENT PREGNANCY
   /
/
Were you on birth control at the time of pregnancy?
Were you on birth control at the time of pregnancy?
OBSTETRIC HISTORY
OBSTETRIC HISTORY
Years old.
Years old
/
/
Is your due date based on:
Is your due date based on:
Were donors eggs used?
Were donors eggs used?
Have you ever had a miscarriage?
Have you ever had a miscarriage?
   /
/
Have you ever had an elective abortion?
Have you ever had an elective abortion?:
   /
/
Have you had a D&C?
Have you had a D&C?
 /
/
Have you ever had a blood transfusion?
Have you ever has a blood transfusion?
   /
/
If you need blood products would you accept them?
If you need blood products would you accept them?
   /
/
Do you plan to breastfeed?
Do you plan to breastfeed?
    /
/
Have you ever breastfed?
Have you ever breastfed?
/
/
Please give history of ALL your pregnancies to include LIVE births and any type of loss, in numerical order. 
Please give history of ALL your pregnancies to include LIVE births and any type of loss, in numerical order. 
Prenatal History (IF ANY):
Prenatal History (IF ANY)
Pregnancy 1:
Pregnancy 1:
Pregnancy 2:
Pregnancy 2:
or
or 
or
or
Outcome:
Outcome:
Outcome:
Outcome:
Birth Weight: 
Birth Weight: 
Birth Weight: 
Birth Weight: 
Examples: High blood pressure , diabetes, thyroid 
Examples: High blood pressure , diabetes, thyroid 
Examples: High blood pressure , diabetes, thyroid 
Examples: High blood pressure , diabetes, thyroid 
Pregnancy 3:
Pregnancy 3:
Pregnancy 4: 
Pregnancy 4: 
or
or 
or
or 
Outcome:
Outcome:
Outcome:
Outcome:
Birth Weight: 
Birth Weight: 
Birth Weight: 
Birth Weight: 
Examples: High blood pressure , diabetes, thyroid 
Examples: High blood pressure , diabetes, thyroid 
Examples: High blood pressure , diabetes, thyroid 
Examples: High blood pressure , diabetes, thyroid 
PATIENT AND FAMILY MEDICAL HISTORY
PATIENT AND FAMILY MEDICAL HISTORY
Pertaining to patient, her parents, her siblings, and her grandparents - Maternal grandmother (MGM),
Maternal grandfather (MGF), Paternal grandmother (PGM), Paternal grandfather (PGF), Father of baby (FOB) only.
Pertaining to patient, her parents, her siblings, and her grandparents - Maternal grandmother (MGM),Maternal grandfather (MGF), Paternal grandmother (PGM), Paternal grandfather (PGF), Father of baby (FOB) only.
SYSTEM
SYSTEM column 
Condition
fill in Condition below 
Self/ Family member
fill in Self/ Family member below 
Heart Disease 
Heart Disease  row here 
High Blood Pressure 
High Blood Pressure  row here 
Asthma/TB
Asthma/TB row here 
Thyroid Disease 
Thyroid Disease row here 
Diabetes 
Diabetes  row here 
Varicose Veins 
Varicose Veins row here 
Blood Clots 
Blood Clots row here 
MRSA
MRSA row here 
Kidney Disease 
Kidney Disease row here
Frequent Urinary Tract Infection (> 3 per year)
Frequent Urinary Tract Infection (> 3 per year) row here 
Epilepsy/Seizure Disorder 
Epilepsy/Seizure Disorder row here 
Headaches/Migraines 
Headaches/Migraines row here 
Abnormal PAP Smears 
Abnormal PAP Smears row here 
COPO, LEEP, CONE BOPSY 
COPO LEEP, CONE BOPSY row here 
Uterine Anomaly 
Uterine Anomaly row here 
CANCER
CANCER row here 
Autoimmune Disorder HIV/LUPUS (SLE/DLE)
Autoimmune Disorder HIV/LUPUS (SLE/DLE) row here 
Psychological Disorder 
Psychological Disorder row here 
Depression/Anxiety 
Depression/Anxiety row here 
Preeclampsia/Toxemia 
Preeclampsia/Toxemia row here 
GENETIC HISTORY
GENETIC HISTORY
GENETIC HISTORY
Pertains to either the Patient or the Father of the Baby's families.
Pertains to either the Patient or the Father of the Baby's families.
SYSTEM
SYSTEM COLUMN BELOW 
FAMILY MEMBER 
FAMILY MEMBER COLUM BELOW
BIRTH DEFECTS 
BIRTH DEFECTS ROW HERE 
CANAVAN DISEASE
CANAVAN DISEASE ROW HERE 
CONGENTIAL HEART DISEASE 
CONGENTIAL HEART DISEASE  ROW HERE 
CYSTIC FIBROSIS 
CYSTIC FIBROSIS  ROW HERE 
DOWN SYNDROME 
SYNDROME ROW HERE 
HEMOPHILIA 
HEMOPHILIA ROW HERE 
HUNTINGTON CHOREA
HUNTINGTON CHOREA ROW HERE 
MATERNAL METABOLIC DISORDER 
MATERNAL METABOLIC DISORDER  ROW HERE 
MENTAL DISABLITIES/FRAGILE X 
MENTAL DISABILITIES/FRAGILE X  ROW HERE 
MUSCLE DYSTROPHY 
MUSCLE DYSTROPHY ROW HERE 
NEURAL TUBE DEFECT
NEURAL TUBE DEFECT ROW HERE 
MISCARRIAGES (3 OR MORE)/STILL BIRTHS
MISCARRIAGES (3 OR MORE)/STILL BIRTHS ROW HERE 
SICKLE CELL DISEASE/TRAIT 
SICKLE CELL DISEASE/TRAIT ROW HERE 
TAY SACHS DISEASE
TAY SACHS DISEASE ROW HERE 
THALASSEMIA 
THALASSEMIA ROW HERE 
Other (Autism... etc)
Other (Autism... etc) row here 
Specific Maternal History:
Specific Maternal History:
INFANT DEATH DUE TO SIDS:
INFENT DEATH DUE TO SIDS ROW HERE 
INFANT DEATH NOT DUE TO SIDS:
INFANT DEATH NOT DUE TO SIDS ROW HERE 
UTERINE SCARRING:
UTERINE SCARRING ROW HERE 
MATERNAL PRE-ECLAMPSIA:
MATERNAL PRE-ECLAMPSIA:
Patient's Surgical History i.e. Oral Surgery, etc. 
Patient's Surgical History i.e. Oral Surgery, etc. 
Deployment History 
Deployment History 
Patient returned from deployment in the last 90 days.
Patient returned from deployment in the last 90 days.
    /
/
Spouse/Father of the baby deployed in the last 90 days. 
Spouse/Father of the baby deployed in the last 90 days. 
    /
/
Spouse/Father of the baby is currently deployed. 
Spouse/Father of the baby is currently deployed. 
    /
/
Spouse/Father of the baby will deploy in the next 90 days.
Spouse/Father of the baby will deploy in the next 90 days.
    /
/
Domestic Abuse Screening 
Domestic Abuse Screening 
1. Within the last year, have you been hit, slapped, kicked, or otherwise physically hurt by anyone?
1. In the last year have you been hit, slapped, kicked, or otherwise physically hurt by anyone?
2. Since being pregnant have you been hit, slapped, kicked, or otherwise physically hurt by anyone?
2. Since being pregnant have you been hit, slapped, kicked, or otherwise physically hurt by anyone?
3. Within the last year, has anyone forced you to engage in sexual activities?
3. Within the last year, has anyone forced you to engage in sexual activities?
WOMACK Learning Learning, Needs Assessment: This is a MANDATORY WOMACK questionnaire that MUST BE COMPLETED FOR EACH PATIENT. Please mark your answers.   
WOMACK Learning Learning, Needs Assessment: This is a MANDATORY WOMACK questionnaire that MUST BE COMPLETED FOR EACH PATIENT. Please mark your answers.   
Preferred Mode of Communication:
Preferred Mode of Communication:
Preferred Method of Learning:
Preferred Method of Learning:
Preferred Method of Communication:
Preferred Method of Communication:
Any Cultural Beliefs that may affect care:
Any Cultural Beliefs that may affect care:
Select any of the following that you consider a personal barrier to learning:
Select any of the following that you consider a personal barrier to learning:
How often do you need to have someone help you when you read material from your provider?  
How often do you need to have someone help you when you read material from your provider?  
Depression Screening 
Depression Screening 
This questionnaire is based on the Edinburgh Postnatal Depression Scale, J.L Cos, J.M. Holden, R. Sagovsky, (British Journal of Psychiatry). 
Response categories are scored 0, 1, 2, and 3 according to increased severity of the symptoms. The total score is  calculated by adding together 
the scores for each of the ten items. Refer for a score of 12 or Greater. 
This questionnaire is based on the Edinburgh Postnatal Depression Scale, J.L Cos, J.M. Holden, R. Sagovsky, (British Journal of Psychiatry). Response categories are scored 0, 1, 2, and 3 according to increased severity of the symptoms. The total score is  calculated by adding together the scores for each of the ten items. Refer for a score of 12 or Greater. 
Answer all questions. Please mark your answers. 
Answer all questions. Please mark your answers. 
WITHIN THE LAST (7) DAYS...
WITHIN THE LAST (7) DAYS...
1. I have been able to laugh and see the funny side of things
1. I have been able to laugh and see the funny side of things
2. I have looked forward with enjoyment to things
2. I have looked forward with enjoyment to things
3. I have blamed myself unnecessarily when things went wrong 
3. I have blamed myself unnecessarily when things went wrong 
4. I have been anxious or worried for no good reason 
4. I have been anxious or worried for no good reason 
5. I felt scared and panicky for no good reason 
5. I felt scared and panicky for no good reason 
6. Things have been getting on top of me 
6. Things have been getting on top of me 
7. I have been so unhappy that I have had difficulty sleeping 
7. I have been so unhappy that I have had difficulty sleeping 
8. I have felt sad or miserable 
8. I have felt sad or miserable 
9. I have been so unhappy that I have been crying 
9. I have been so unhappy that I have been crying 
10. The thought of harming myself or others has occurred to me
10. The thought of harming myself or others has occurred to me
WAMC OB Smoke Screening Version 3
WAMC OB Smoke Screening Version 3
Please screen for smoking at first visit. Use comment block for additional information. 
Please screen for smoking at first visit. Use comment block for additional information. 
1. I have used tobacco products and/or vaped. 
1. I have used tobacco products and/or vaped. 
2. I have smoked cigarettes. 
2. I have smoked cigarettes. 
3. I have used smokeless tobacco. 
3. I have used smokeless tobacco. 
4. I have used electronic cigarettes/vape.
4. I have used electronic cigarettes/vape.
5. I would like information to stop using tobacco products.
5. I would like information to stop using tobacco products.
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