Gestational Age

Last Period____/_____/_______

OB Intake

Definite

Approx (month Known)
Unknown

Patient: ________________________________________

Regular Periods?

Yes

No

Were you taking the Pill when you
got pregnant? Yes No

Date: ____/____/_______

List all medications taken since last period
___________________________________

___________________________________ __________________________________

___________________________________

___________________________________ __________________________________

Medical Summary
Pregnancy History
Total Pregnancies

#Premature
#C-Section
#Living
#Aborted
#Miscarriage
D
Delivered Pregnancya# 1
t
Sex: M F
Delivery Type:
Vaginal or C-section
e:
__
Year of Delivery__________
Breech (bottom 1st)? Yes No Hospital _______________________________
__
/
Gestational Age (months
/ weeks) at Delivery __________
Birth weight: _______lbs________ounces
__
Delivered Pregnancy__# 2
/
Sex: M F
Delivery Type:
Vaginal or C-section
__
__
Year of Delivery________
Breech (bottom 1st)? Yes No Hospital_________________________________
__
_
Gestational Age (months/
weeks) at Delivery __________
Birth weight: _______lbs________ounces
Delivered Pregnancy # 3
Sex: M F

Delivery Type:

Year of Delivery________

Breech (bottom 1st)? Yes No

Gestational Age (months/ weeks) at Delivery __________

Vaginal or C-section
Hospital_________________________________

Birth weight: _______lbs________ounces

Please request, additional Forms for more than 3 pregnancies

Medical Summary cont.

Did you have any complications/ problems with any of your other pregnancies? Yes (see ) No
Preg # ____ Problem______________________________________ Dr. ____________ Hospital_______________________
Outcome_________________________________________________________________ Year/Date ______________________
Preg # ____ Problem______________________________________ Dr. ____________ Hospital_______________________
Outcome_________________________________________________________________ Year/Date ______________________

Medical History

Infection History

Pre-pregnancy Smoking Amts: ________cigs/day
Current Smoking

Amts: ________cigs/day

Live w/someone w/Tuberculosis (lung disease) or
exposed to TB?
Yes No

Pre-Pregnancy Alcohol Amt:

_______drinks/week

You or partner has ever had genital herpes? Yes No

Current Alcohol

_______drinks/week

Rash or viral illness since last period?

Amt:

Pre Preg. Street Drugs
Type:____________________ Amt:

___________/week

Current Street Drug Use
Type____________________ Amt: ___________/week

Ever had Hepatitis B, C ?

Yes

Yes No
No

History Sexually Transmitted Disease? Yes No
HPV Gonorrhea HIV Chlamydia Syphilis _________

OB Social
Are there any additional questions,

concerns or comments you would like to
discuss or mention?

Mother’s race:_____________________
Baby’s Father’s
Name___________________________________

__________________________________________________
__________________________________________________

Baby’s father race ___________________
Support person’s name___________________
Prenatal classes?
Feeding:

Breast

Yes
Bottle

No

__________________________________________________
__________________________________________________

Both

__________________________________________________

Desires sterilization after birth? Yes No
Enrolled in WIC prenatal care? Yes No
Anyone smoke in your home? Yes

__________________________________________________

No

__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________

GENERAL CONSENT FOR TREATMENT, RELEASE OF
MEDICAL INFORMATION, AND FINANCIAL RESPONSIBILITY
________________________________________________

Patient-Provider
Agreement discussed
by physician and given
to patient.

Staff Initials:
Date:

_____________________

Print Patient Name (Last, First, Middle Initial)

Date of Birth

PLEASE READ THIS ENTIRE GENERAL CONSENT PRIOR TO SIGNING

GENERAL CONSENT FOR MEDICAL SERVICES
I give permission to the physicians, employees, and other people who work for or represent Wayne State University
Physician Group ("WSUPG") to provide me with health care services. These services could include things such as tests to determine
whether I am sick, physical exams, surgery, and normal medical tests and procedures (e.g., blood tests or flu shots). My physician
will help me decide what services or supplies I will need. I understand that WSUPG's physicians, employees and other people who
work for or represent WSUPG make no promises about the type of results I may have from any of these medical services or
treatments. I also understand that WSUPG helps train physicians and other health care professionals and that students and physiciansin-training might be involved in my medical care.
If my physician thinks I should have a specific medical or surgical procedure, I understand that my physician will describe
this procedure to me and explain how it will help me. I also understand that my physician will tell me about the negative things that
could happen as a result of the procedure, as well as any other types of treatments or procedures that could help me.
CONSENT TO RELEASE OF MEDICAL INFORMATION
I understand that my medical information may be used by WSUPG and shared with other people or organizations, such as my
insurance company and other health care providers, if the information is needed for reasons related to treatment, payment, or health
care operations. I also understand that WSUPG might need information from other people or organizations that have already given
me medical care. If WSUPG needs that information to help give me medical care now, I give permission to those other people or
organizations, such as a hospital, another physician, a managed care company, or a pharmacy, to give WSUPG any and all of my
medical information, including any information that is on paper and in a computer. I understand that the WSUPG Notice of Privacy
Practices has more information about how my medical information could be used and shared.
ACKNOWLEDGEMENT OF FINANCIAL RESPONSIBILITY
In exchange for the medical services provided to me by WSUPG and its physicians, I agree to pay the WSUPG medical bills
when they are due, even if the services I receive will not be paid for by my insurance company. If I am late in paying the WSUPG
bills, and my account is given to a lawyer or a collection agency, I understand and agree that I will be responsible for paying the
attorney’s fees, court costs, and any financial penalties a court may award to help collect the amount(s) I owe to WSUPG. I
understand that my insurance company may require that I get permission before I receive health care services from WSUPG, and it
will be my responsibility to make sure I get this permission from the insurance company. When WSUPG bills me for medical services
that are not paid for by my insurance, I agree that I will pay those bills to WSUPG.

ASSIGNMENT OF BENEFITS
I give WSUPG the right to receive all of the money that my insurance company would normally pay to me for any services I
receive from WSUPG. I understand that any positive balance in my WSUPG account may be used by WSUPG to pay any amount I
owe WSUPG for services I receive. If there is any amount remaining in my account after paying for what I owe, WSUPG will pa y
(refund) that amount to me.

PATIENT INITIALS: _____

ACKNOWLEDGEMENT OF THE NOTICE OF PRIVACY PRACTICES
By checking one of the boxes below, I am stating that:
 Yes. I have received a copy of the WSUPG Notice of Privacy Practices.
 I have been given the opportunity, but do not want to receive a copy of the WSUPG Notice of Privacy Practices.

CONSENT FOR BLOOD-BORNE INFECTIOUS DISEASE TESTING
I give permission to WSUPG to test me for an infectious disease in my blood. Infectious diseases that can be carried in the
blood include hepatitis, Acquired Immune Deficiency Syndrome (“AIDS”), and Human Immunodeficiency Virus (“HIV”). I
understand that the results of these tests will be put in my medical record and will be kept private. I also understand that if I do not
give permission to WSUPG to do these tests, WSUPG cannot refuse to provide me health care services, just because I did not agree to
have these blood tests.
 Yes. I give permission to WSUPG to test me for an infectious disease in my blood.
 No. I do not give permission to WSUPG to test me for an infectious disease in my blood.

CONTINUING AGREEMENT
I understand that the information in this General Consent form describes the relationship between me, patient, and WSUPG,
the health care provider. I agree that the terms of this consent will continue to apply me and will remain in effect during the time that I
am being cared for by WSUPG and its physicians, even though my treatment may involve more than one visit to WSUPG/its
physicians and may last for a period of time.
By signing below, I am saying that I have read and understand this General Consent, and I agree that the terms will apply to me. I
understand that I have a right to take away (withdraw) my consent/authorization at any time, unless WSUPG has already done
something based on my earlier consent/authorization or WSUPG has the legal ability to do something without my
consent/authorization.

_______________________________________________________________

_________________

*Signature of Patient or Patient’s Legal Representative if Patient unable to sign+

[Date]

Box below is for minors or legal representatives if patient cannot sign

_______________________________________________________________
[Title of Legal Representative / Relationship to Patient unable to sign]

______________________________________________________________________________________
[Address including street, city and zip code]

_____________________________________
[Phone Number]

Reason, if Patient is unable to sign:




Physical/Mental Condition
Minor (under 18 years old)
Other:_____________________________________________________________________

