
 
EXPECTANT MOTHER'S INFORMATION 

EXPECTANT MOTHER'S NAME 

First Name: 

 

Middle Name: Last Name: 

EXPECTANT MOTHER'S MAIDEN NAME 

First Name: 

 

Middle Name: Last Name: 

Age: Civil Status: 

Date of Birth: Place of Birth: 

 

Philhealth No.: TIN No.: 

Religion: Citizenship: 

Address: 

 

Contact Number: 

Height: Weight before pregnancy: 

Blood Type: Current weight: 

Last menstrual period (LMP): 

 

Expected delivery date (EDD): 

MENSTRUAL CYCLE 

Age you had your first menstruation: 

Date/Year of first menstrual period: 

Are you regular or irregular on your menstrual cycle: 

How many days do you menstruate? 



On a heavy day, how many sanitary pads do you use? 

MEDICAL HISTORY 

Allergies: 

 

Illnesses: 

 

Pregnacy test done ( indicate dates): 

 

Supplementary Vitamins taken during pregnancy: 

 

Do you smoke?      🔲 YES      🔲 NO 

Do you drink alcohol?      🔲 YES     🔲 NO 

Family medical history: 

 

Any complications during this pregnacy?      🔲 NONE     🔲 YES (specify below) 

 

 

Medical insurance provider/HMO:  

Attending Obstetrician: 

 

Contact Number: 

Attending Pediatrician: 

 

Contact Number: 

 

BABY'S NAME 

First Name: Middle Name: Last Name: 



 

HUSBAND'S INFORMATION 

First Name: 

 

Middle Name: Last Name: 

Age: Date of birth: 

Contact Number: 

 

Place of birth: 

Occupation: Blood type: 

Date of Marriage: Place of Marriage: 

 

IN CASE OF EMERGENCY, PLEASE CONTACT 

Full Name of Contact Person:  

 

Contact Number: Relationship: 

Full Name of Contact Person: 

 

Contact Number: Relationship: 

Full Name of Contact Person: Contact Number: Relationship: 

 

 

 

 

 

 

 

 

 



✳️✳️✳️ Nothing Follows ✳️✳️✳️ 

 

 

 

 

 

 

 

 

 


