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Please complete this form and bring it to your appointment
Is this your first visit to Harris Birthright Centre?
Yes (

No (
Surname: ​​​​​​​​​​​​​​​​​___________________________________
Partner’s details
First name: __________________________________
Full name: ___________________________________
Previous name if changed: _____________________
Date of Birth: __/__/____
____________________________________________
Occupation: __________________________________
Date of birth: __/__/____


 
Address: ____________________________________
Telephone
Home: __________________________
____________________________________________


Work: __________________________
_____________Postcode ______________________


Tel:

Home: _________________________
Who referred you?



Work: _________________________
GP

(
Occupation: ________________________________
Consultant
(
Email: _______________________________________
Midwife
(
GP: _________________________________________
Hospital Number: _____________________________
Address: ____________________________________ 
Hospital: ____________________________________
_____________________________________________
Obstetrician:_________________________________
_____________________________________________
Address: ____________________________________
Telephone: __________________________________

   ____________________________________








Tel: ________________________________________
Date of last period: __/__/____
Are you sure of the date? Yes ( 
No (
Menstrual cycle:

Is it regular? Yes (

No ( 

How many days apart? _____________




Less than 3 cycles since stopping the pill 

Yes (

No (
Less than 3 cycles since the last pregnancy

Yes (

No (
How did you get pregnant?
Naturally (

Assisted (
If Assisted, by what means?

Ovulation drugs (          IVF (          GIF (          ICSI ( 



Age of egg donor ____________

Date of embryo transfer____________

Any bleeding during pregnancy?  Yes (

No (




       If yes, heavy bleeding (          spotting (


Your pre-pregnancy weight: 
st ___________Ib _____________ kg ____________

Your height


ft ___________ inch ___________ cm ____________


Are you left handed or right handed? ​​​​​​​______________________

Do you smoke? Yes (

No (

If yes, how many? ___________________

Have you had any serious illness? 
Yes (

No (
If yes, please specify ___________________________________________________________

Previous pregnancies
 Is this your first pregnancy? 
Yes (

No (
If No, please provide details of the following:

Deliveries after 37 weeks ________________________________________________________ ______________________________________________________________________________

Deliveries before 37 weeks ______________________________________________________ ______________________________________________________________________________

Number of miscarriages before 15 weeks _____ after 15 weeks ______

Number of terminations before 15 weeks _____ after 15 weeks ______

If you have had any stillbirths or neonatal death, please specify ___​​​​​​​​​​​​​​____________________ __________________________________________________________________________________________
If any of your children had any serious illness, please specify _____________________________________
 _________________________________________________________________________________________
