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 Maternal History

Pregnancy 

o Normal

If difficult, please explain: 

o Difficult

o Breast Enlargement

Delivery 
o Fetal Diseases: _______

o Vaginal
o Premature (how early?)
o Pitocin Induction

o Breast Tenderness

□ Meds/Epidural: ______
□ Vacuum Extract

How soon after birth, did your baby breastfeed? ____________    
After the baby was born, did you feel changes in your breast within 2-4 days postpartum,   
e.g. fullness, warmth    o yes o no     Please specify: _____________________________
Number of other children --- Were they breastfed? o yes o no 

Medical History                                                                                                     
Have you had any of the following? Please check all that apply. 

o Irregular Heartbeat
o Constipation
o Depression
   If so, explain below:

o Anxiety
o Intolerance to Cold
o Autoimmune Disease, 

If so, explain below:

o
D 

Iodine Deficiency
High Blood Pressure

o Asthma
o Kidney Disease/Infection
o Victim of Sexual Abuse
o PCOS (Polycystic Ovarian Syndrome)

o Irritability
o Difficulty Sleeping
o Fatigue
o Thyroid Disorders, If so, explain below:

o Excessive Sweating
o Diabetes Type 1 / Diabetes Type 2 (Circle)
o Cancer
o Skin Disorders: __________
o Anemia

o Hormonal Disorders
o Urinary Tract Infection
o HIV/AIDS
o Covid -19
o Physical Disabilities
If so, explain below: 
_____________________

Have you ever had any of the following problems/procedures related to your breasts? 
Please check all that apply. 

o Breast Implants
o Breast Reduction
o Breast Lift (Mastopexy)
o Breast Cancer
o Radiation to Breast

o Lumps
o Biopsy
o Trauma
o Burns
o Plastic Surgery

o Nipple Problems: _________
o Nipple Piercing
o Surgery:  ___________
o Skin Grafts
o Congenital: ___________

Maternal History

 Did you experience breast changes during pregnancy? o yes □no

____________________________

□

□

□  

Cesarean
NICU Admission
Forceps

If so, how many were breastfed? ______ / How long? __________    
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Nutrition:

Are there any foods that you avoid eating?

 Are you now on any of these special diets? 

o High Protein
o Vegetarian
o Dairy-free

o Low Salt
o Vegan
o Gluten-free

□ no

o noo

o yes

yes

o Weight loss
o Low Carb
o Low Fat

nooAre you allergic to any medications? o yes 
If yes, please list:  _______________________

Are you taking any of the following medications? Please check all that apply and name medication. 

o Antibiotics o Antihistamines o Aspirin/Pain Relief Pills

o Birth Control o Diet Pills o Diuretics/Water Pills

o Iron o Laxatives/Antacids o Homeopathic Remedies

o PrenatalVitamins o Other Drugs

Do you smoke cigarettes? 
Do you consume alcoholic beverages? 
Do you ingest marijuana? 

List Any Allergies: 

o Herbs

Yes or No 
Yes or No 
Yes or No 

If so, how many a day? __ _ 
If so, how often? _________ 

Mother:   _________

Father: __________

When is your next OBGYN appointment? _____/___/____

If yes, please specify below: 

___________________

___________________

___________________

___________________ 




