Surrogate-Gestational Carrier’s Prior
Pregnancy History and Medical Information
Print Full name___________________________________________________    
Signed _________________________________________________________
Date form completed_________________

MOTHER’S BIRTH HISTORY

Your weight at birth _________________________
Your length at birth _________________________
Were you born Full term (  Premature ( Postmature (   
Were you delivered by Vaginal (normal) delivery (  Caesarian (C-Section) ( 
Any complications with your delivery or birth? Yes (   No (

If yes, please describe: 









PREGNANCY HISTORY

Will this be your first pregnancy? 
Yes (   No (

If no, how many prior pregnancies?  ________


Were any of them surrogacy-gestational carrier situations? ______________

If yes, how many were surrogacy-gestational carrier situations and whose eggs were used?  ____________________________________________________________
At what age did you get your first menstrual period?  __________

Please indicate what occurred with prior pregnancies: (indicate #)


Abortion: ____  Miscarriage: ____  

Birth: ____  Vaginal delivery: ____  C-Section: ____

Were there any problems or complications with prior pregnancies or births? Yes (   No (

If yes, please describe: 

__________________





_________________________________________________________________
Were any of your other children/pregnancies premature? Yes (   No (
Were any of your other children/pregnancies multiple births (twins or triplets)?  Yes (   No (
When was your last delivery? 








How much weight did you gain during your last pregnancy?  ___________
What was your age when you became pregnant the first time? ________

The second time? ____________________________

The third time? ______________________________
How far along was your most recent pregnancy before you realized that you were 
pregnant? __________

Have you ever used birth control ? Yes (   No (

If yes, what type and duration of use: 






Did you have any food cravings during a previous pregnancy? 
Yes (   No (

If yes, please describe: 









To your knowledge, were you exposed to lead or mercury during any pregnancy?  
Yes (   No (
If yes, please describe: 








Did you have any excessive bleeding during any prior pregnancy?
Yes (   No (

If yes, please explain: 









Did you have any kidney or bladder infections during pervious pregnancies? Yes (   No (

If yes, please explain: 









Did you have any operations during a previous pregnancy?
  Yes (   No (

If yes, please explain: 









Did you have any convulsions during a previous pregnancy?  Yes (   No (

If yes, please explain: 









Have you had any complications during a previous pregnancy?
Yes (   No (

If yes, please explain: 









If you are currently employed, do you anticipate missing time from work should you become pregnant?  
Yes (   No (
If yes, at what point during the pregnancy, and how much time from work would you 

anticipate?  _______________________________________________________________
Medical Information 
Do you have an established OB/GYN? 
Yes (   No (
If yes, 
Doctor’s Name/name of practice: 








Address: 











Phone w/ area code: 










When did you last see an OB/GYN?  


_______
What was the reason for the visit? ___________________________________________

When was your last examination and PAP Smear done by an OB/GYN?____________________________________________________________
Does your doctor know you are considering being a surrogate-gestational carrier?
Yes (   No (
Do you have a primary care provider?   Yes (   No (
If yes, Doctor’s Name, Name of practice, address and phone: _______________________

__________________________________________________________________________

__________________________________________________________________________

Does your PCP know you are considering being a surrogate-gestational carrier?

Yes (   No (
At which hospital would you prefer to deliver? 

Name 












Address: 











Phone w/ area code: 










Are you aware of their policies regarding surrogacy-gestational carrier deliveries? 

Yes (   No (
Have you spoken with anyone at the hospital about your surrogacy-gestational carrier plan?
Yes (   No (

If yes, please list their name and their position or title 






________________________________________________________________________
TESTS DURING PREGNANCY 

Do you have any objections to having any of these tests performed during pregnancy?

Amniocenteses
Yes (   No (

If yes, why?______________________
Sonogram

Yes (   No (

If yes, why?______________________

Blood Test

Yes (   No (

If yes, why?______________________
VDRL Screening
Yes (   No (

If yes, why?______________________
AIDS Test

Yes (   No (

If yes, why?______________________
X-Rays

Yes (   No (

If yes, why?______________________
EKG


Yes (   No (

If yes, why?______________________
Radiation 

Yes (   No (

If yes, why?______________________
Tuberculosis

Yes (   No (

If yes, why?______________________
Other tests

Yes (   No (

If yes, why?______________________



CONDITIONS DURING PREVIOUS PREGNANCIES 
OR WITHIN THE PAST FIVE YEARS
Rubella/Measles
Yes (   No (

Date__________Treatment____________

Gonorrhea

Yes (   No (

Date__________Treatment____________

Vaginal Warts

Yes (   No (

Date__________Treatment____________

Virus


Yes (   No (

Date__________Treatment____________

Infections

Yes (   No (

Date__________Treatment____________

Chlamydia

Yes (   No (

Date__________Treatment____________

Herpes


Yes (   No (

Date__________Treatment____________

Cytomegalovirus
Yes (   No (

Date__________Treatment____________

Parvovirus

Yes (   No (

Date__________Treatment____________

Syphillis

Yes (   No (

Date__________Treatment____________
Toxoplasmosis
Yes (   No (

Date__________Treatment____________

Varciella

Yes (   No (

Date__________Treatment____________

Cancer Therapy
Yes (   No (

Date__________Treatment____________

HIV/AIDS

Yes (   No (

Date__________Treatment____________

Allergies

Yes (   No (

Date__________Treatment____________

Hepatitus

Yes (   No (

Date__________Treatment____________
MEDICAID INFORMATION

Do you have Medicaid? 
Yes (   No (
If no, are you eligible and willing to apply? 
Yes (   No (

If yes, date applied and Medicaid number? 

_______




What state/county is your Medicaid issued through? 






Date benefits begin: 











INSURANCE INFORMATION

Do you have medical insurance coverage? 

Yes (   No (
If yes,
Company name: 











Address: 












Phone Number: 










Policy Number: 










If you know, what percentage of medical costs will your insurance company cover for a surrogacy-gestational carrier pregnancy? 




Please provide a copy of your complete health insurance plan.
MEDICATION & DRUG/ALCOHOL USAGE

Please be very specific as to any drugs or alcohol used during a previous pregnancy or in the last 5 years, including the frequency of usage.  This information will be passed along to the intended parents and to the child’s pediatrician.  Place an ‘X’ in the applicable boxes and leave blank all other boxes. 

Please be specific about any prescription drugs used or prescribed during a previous pregnancy or in the past five years:

Name of drug: 






Prescribed for: 





Length used: 






Name of drug: 






Prescribed for: 





Length used: 






Name of drug: 






Prescribed for: 





Length used: 






Name of drug: 






Prescribed for: 





Length used: 






Name of drug: 






Prescribed for: 





Length used: 






Are there any medications that you would need to take if you were pregnant as a surrogate-gestational carrier?  Yes (   No (
If yes, please explain_______________________________________________________

__________________________________________________________________________

__________________________________________________________________________

Would you agree to abstain from alcohol during the pregnancy?   Yes (   No (
Would you agree to abstain from non-prescription drugs?   Yes (   No (
If no, please explain: ​​​​​​​​​​​​​​​​​​​​​_______________________________________________________

________________________________________________________________________
Would you agree to abstain from alcohol during the pregnancy?   Yes (   No (
Would you agree to only take such drugs or medications as are prescribed by one of your doctors during the pregnancy?  Yes (   No (
If no, please explain: ​​​​​​​​​​​​​​​​​​​​​_______________________________________________________

________________________________________________________________________
	DRUG & ALCOHOL USAGE
	Not used in past 5 years or during previous pregnancy(s)
	Never Used


	Used occasionally (1-5 times) in the past five years
	Currently use monthly 
	Currently use weekly


	Currently use daily

	Cigarettes
	
	
	
	
	
	

	Alcohol
	
	
	
	
	
	

	Marijuana
	
	
	
	
	
	

	Cocaine/Crack
	
	
	
	
	
	

	Amphetamines, incl. Meth
	
	
	
	
	
	

	Heroin
	
	
	
	
	
	

	Ecstasy
	
	
	
	
	
	

	Methadone
	
	
	
	
	
	

	LSD
	
	
	
	
	
	

	Stimulants
	
	
	
	
	
	

	Depressants
	
	
	
	
	
	

	Diet Pills
	
	
	
	
	
	

	Tranquilizers
	
	
	
	
	
	

	Anti-Convulsants
	
	
	
	
	
	

	Medication for Diabetes
	
	
	
	
	
	

	Heart/Blood Pressure meds
	
	
	
	
	
	

	Pain Relievers, incl aspirin

	
	
	
	
	
	

	Medicine for Convulsions
	
	
	
	
	
	

	Medicine for Nausea
	
	
	
	
	
	

	Antibiotics


	
	
	
	
	
	

	Antihistimines
	
	
	
	
	
	

	Hormones
	
	
	
	
	
	

	Cortisone

(ATCH, etc.)
	
	
	
	
	
	

	Medication for Cancer
	
	
	
	
	
	

	Thalidomides
	
	
	
	
	
	

	Nose Drops or Spray
	
	
	
	
	
	

	Barbituates
	
	
	
	
	
	

	Caffeine (coffee, tea, etc.)
	
	
	
	
	
	


	DRUG & ALCOHOL USAGE
	Not used in past 5 years or during previous pregnancy(s)
	Never Used

During Pregnancy
	Used occasionally (1-5 times) during pregnancy
	Used monthly during pregnancy
	Used weekly

during pregnancy
	Used daily during pregnancy

	Aminopterin
	
	
	
	
	
	

	ACE Inhibitors
	
	
	
	
	
	

	Busulfan
	
	
	
	
	
	

	Sleeping pills
	
	
	
	
	
	

	Carbanazepine
	
	
	
	
	
	

	Cholorobiphenyls
	
	
	
	
	
	

	Cyclophosphamide
	
	
	
	
	
	

	Diethylstilbestrol
	
	
	
	
	
	

	Etretinate
	
	
	
	
	
	

	Iodine
	
	
	
	
	
	

	Acutane
	
	
	
	
	
	

	Lithium
	
	
	
	
	
	

	Phenobarbital
	
	
	
	
	
	

	Phenytoin
	
	
	
	
	
	

	Propylthiouracil
	
	
	
	
	
	

	Prostaglandin
	
	
	
	
	
	

	Tetracycline
	
	
	
	
	
	

	Valproic Acid
	
	
	
	
	
	

	Warfarin
	
	
	
	
	
	

	Steroids
	
	
	
	
	
	

	Fertility drugs
	
	
	
	
	
	

	PCP (Angel Dust)
	
	
	
	
	
	

	Vitamin A
	
	
	
	
	
	

	Vitamin D
	
	
	
	
	
	

	Vitamin E
	
	
	
	
	
	


Did/do either of your parent(s) or siblings have a problem with drug or alcohol abuse? 
Yes (   No (

If yes, please explain: 

________






Does/did your husband or significant other have a problem with drug or alcohol abuse? 
Yes (   No (

If yes, please explain: 









The above information is true to the best of my knowledge and belief:
Signed ________________________________________________________

Date ________________________________
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