
Obstetrics New Patient Form 
PHYSICIANS EAST, P.A. 

Greenville Women's Care 

2251 Stantonsburg Road, Greenville, NC 27834

Date ___________ DOB ___________ Occupation _______ _ 

Name Marital status --------

-----------------------

FOB ___________ Age __________ _ 
Total Full term Preterm Induced Spontaneous Ectopics Multiples Living 
Pregnancies Ab Ab 

PROBLEMS 

1. -------------------------------------

2. ____________________________________ _

3. -------
-------

-

--

-
------

------
-------

4. --
------------

------
----

----------
--

-

5. -
--------------

-
-----------

-
---------

LMP ______ _ □ definite

Ultrasound. _____ _ 

PAST PREGNANCY msTORY 

Date Gestational Birth Sex 
age wt 

PREVIOUS OBSTETRIC PROBLEMS 

1. History of GBS □

2. History of preterm labor □ 

□ unsure 

Type of Anesthesia Place Complications 
delivery 

3. History of preeclampsia □ 

4. History of gestational diabetes □





Physicians East, P.A. 
Greenville Women's Care  

2251 Stantonsburg Road, Greenville, NC 27834 

If there have been no changes since your last visit.please fill in only the medications & review of system sections. 

DATE: ______ DOB: _______ OCCUPATION ___________ _ 

NAME: AGE: _____ MEDICAL RECORD#: 

Number of Pregnancies: ___ Number of Term Deliveries: ___ Number of Preterm Deliveries : 

Number of Miscarriages or Abortions: _______ Date of Last Menstrual Period: ______ _ 

Preg Delivery Duration Birth Child's Sex 

# Date Place Type of Labor Complications Weight &Name 

Please take a moment to fill this out so that we may update your medical history. Your confidential answers will 

help us to take better care of you. 

Why are you coming to see us today? 

What medical problems do you have? 

What operations have you had? 

Operation Approx. Year Operation Approx. Year 

What medications do you take: 
Name Dose Frequency Name Dose Frequency 

What medications are you allergic to: _________________________ _ 

REVIEW OF SYSTEMS: 

Do you have difficulty with depression? 
Are you now in a relationship with a person who threatens or physically abuses you? 
Do you have any problems or concerns about sexual issues? 
Do you have fainting spells or seizures? 

GWC1 

Yes No 
Yes No 
Yes No 
Yes No 

OVER ➔ 
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