NORFOLK STATE UNIVERSITY

DEPARTMENT OF NURSING

OBSTETRIC HISTORY & PHYSICAL EXAM FORM

Student ________________________________
Date _________________________ 

Please review GUIDELINES FOR NURSING HISTORIES before beginning.

BIOGRAPHICAL DATA
 A. 
Pt. init. _____ Age ______ DOB ______ Religion ______ Race _______ 

B. Marital Status (check one) Single ( Married ( Separated ( Divorced ( Widowed ( 

C. Nearest relative/support person (relationship only) __________________________ 

BRIEF SOCIAL HISTORY

A. Where employed ___________________ Occupation ________________________ 

B. Highest education _____________________________________________________ 

CURRENT PREGNANCY 

A. Expected date of delivery ________ Gravida _________ Para _______ Ab ________ 

B. Type of childbirth preparation ___________ Date last seen by Dr. _______________

C. Allergies/sensitivities ___________________________________________________

D. Special problems this pregnancy and treatment _______________________________ ______________________________________________________________________ 

E. Laboratory Assessment: 

Hgb _______  Hct ________ Date ________ VDRL _________ Date ______________ 

Bloodtype _________ Rh _________ Father’s bloodtype_______ Rh ___________ 

Urinalysis: Albumin ___________ Glucose _________ Other _________________ 

F. Nursing Assessment:

Pre-pregnant Wt ____ Present Wt _____ Ht_____ B/P_____ P_____ R______ 

	G. Minor discomforts (check all that apply):

	
	Mood swings
	
	Nocturia
	
	Pain (where)

	
	Dyspareunia
	
	Backache
	
	Vaginal discharge

	
	Fatigue
	
	Varicosities
	
	Numbness or swelling of feet, fingers, ankles

	
	Varicosities
	
	Constipation
	
	Itching of skin or vulva

	
	Insomnia
	
	Leg cramps
	
	Frequent urination

	
	Heart Burn
	
	Anxiety
	
	Other:

	
	Have you had or been exposed to a major infection? (When)

	What?


IV. PAST HEALTH AND MENSTRUAL HISTORY (See Medical Record) 

      Write in this space pertinent information related to residual or chronic illness

       ____________________________________________________________________ 

       ____________________________________________________________________ 

       Last dental visit __________ Care given ___________________________________ 

       Last X-rays _____________  Type _______________________________________

       What medications and vitamins are you taking and why _______________________ 

       ____________________________________________________________________ 

       Are you now using/taking or have you ever taken/used hard drugs? ______________

       Which one (s)? ________________________________________________________ 

        Amount _______________________  Frequency ____________________________

        How many cigarettes do you smoke daily? _____ Any marihuana? _______________

        How much alcoholic beverage do you drink per day/week ______________________ 

        _____________________________________________________________________  

	V. PAST PREGNANCY HISTORY

	
	Oral
	
	IUD
	
	Gels & Foams
	
	Rhythm

	
	Norplant
	
	Condoms
	
	DEPO Provera
	
	

	A. Previous Pregnancy History:

	DOB
	Sex
	Birthweight
	Prem/FT/Stillbirth
	Living

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


B.
Previous children with problems after birth? Explain _________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

C. Problems with previous pregnancies (excessive vomiting, multiple births, excessive wt. 

gain closely spaced pregnancies, ect.) Explain ________________________________ 

_____________________________________________________________________ 

D. Problems with previous labors and/or deliveries (extended labor periods excessive 

bleeding, abnormal fetal position, ect.) Explain _______________________________ 

_____________________________________________________________________ 

E. Postpartum problems (sub-involution, infection, excess bleeding, bladder, ect.)

Explain ______________________________________________________________ 

_____________________________________________________________________  

VI.
DIET ASSESSMENT
 
No. of meals per day ____ No. of snacks per day___ Fluid intake per day _____ 


Pica ________ Peculiarities (socil-cultural, religious, economic, ect.) 


_____________________________________________________________________ 


_____________________________________________________________________ 

Typical Daily Food Intake in 24-hr period (sample)

	        Breakfast
	           Lunch
	          Dinner
	           Snacks

	Food
	Amount
	Food
	Amount
	Food
	Amount
	Food
	Amount

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


A. Perception and knowledge of pregnancy and delivery  (in client’s own words)

____________________________________________________________ 

B. Attitude toward pregnancy ______________________________________ 

____________________________________________________________ 

C. Questions asked by mother-to-be _________________________________ 

____________________________________________________________ 

____________________________________________________________ 

VII.
PHYSICAL ASSESSMENT

1. General Appearance ___________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

2. Vital Signs

a. Temparture (include method of measurement) __________________ 

b. Respiration: 

1) rate ________________________________________________ 

2) depth ______________________________________________ 

3) rhythm _____________________________________________ 

4) cough ______________________________________________ 

5) sputum _____________________________________________ 

6) breath sounds ________________________________________ 

c. Pulse 

1) rate (include artery used) _______________________________

2) strength _____________________________________________ 

d. Peripheral pulses: ___________________________________________ 

1) femoral ______________________________________________

2) popliteal _____________________________________________

3) posterior tibial _________________________________________

4) dorsalis pedis _________________________________________  

	                          e.  Blood Pressure

	
	Right Arm
	
	Left Arm

	Supine
	
	Supine
	

	Standing
	
	Standing
	


3.  Breasts:

a. Palpable nodules?_______________________________________________________ 

b. Nipple discharge? _______________________________________________________ 

c. Breasts: Full (  Firm (  Tender ( Shiny ( 

4.   Uterus:

a. Size on palpation? _______________________________________________________ 

b. Position:  midline (  deviation to side (
c. Firmness? ______________________________________________________________ 

5.   Bladder:

a. Palpable? _______________________________________________________________ 

b. Dysuria? ________________________________________________________________ 

6.  Bowel Function:

a. Bowel Sounds? ___________________________________________________________ 

b. Bowel Movement? ________________________________________________________ 

c. Frequency & Consistency?___________________________________________________ 

7.  Lochia: 

a. Amount, Type? ___________________________________________________________

b. Odor? ___________________________________________________________________ 

8.   Episiotomy

a. Erythema? ________________________________________________________________ 

b. Edema? ___________________________________________________________________ 

c. Edges Approximated? ________________________________________________________ 

d. Pain? _____________________________________________________________________ 

9.   Homan’s 

a. Pain or Tenderness? __________________________________________________________ 

b. Elated/Despondent? __________________________________________________________ 

c. Eye Contact? _______________________________________________________________ 

d. Interaction with infant? _______________________________________________________

e. Non-verbal Cues? ____________________________________________________________   

	VIII. Medications ordered:

	Drug
	Class & Action
	Dosage
	Time Taken
	Problem Pt. has with med?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	A. Laboratory Data

	
	Patient Results
	Normal Value
	Interpretation

	1. Hgb
	
	
	

	2. Hct
	
	
	

	3. Hct
	
	
	

	4. WBC
	
	
	

	5. Platlets
	
	
	

	6. BUN
	
	
	

	7. Creatine
	
	
	

	8. Na
	
	
	

	9. K
	
	
	

	10. Cl
	
	
	

	11. Co2
	
	
	

	12. BS
	
	
	

	13. ABG
	
	
	

	      a. Ph
	
	
	

	      b. PO2
	
	
	

	      c. PCO2
	
	
	

	      d. HCO
	
	
	

	      e. O2 SAT
	
	
	

	14.  Additional pertinent information/data: (i.e. test results)

	

	

	

	

	

	

	 15. Rubella Titer
	
	
	


 16. Blood Type ____________

 17. Rh   Negative (       Positive (  

	IX.   ASSESSMENT OF UNIVERSAL SELF-CARE REQUISITES (ADL’s)

	        1.   Maintanence of sufficient intake of air

	ASSETS
	LIMITATIONS

	
	

	               a. Does the patient have the ability to met the TSCD 
	YES
	
	NO

	          b. Self-care deficit/nursing diagnosis:



	        2.   Maintenance of sufficient intake of water

	ASSETS
	LIMITATIONS

	
	

	               a. Does the patient have the ability to met the TSCD 
	YES
	
	NO

	          b. Self-care deficit/nursing diagnosis:



	ASSETS
	LIMITATIONS

	
	

	               a. Does the patient have the ability to met the TSCD 
	YES
	
	NO

	        4. Measures to maintain elimination

a. Bowel 

b. Bladder

c. Skin 



	ASSETS
	LIMITATIONS

	
	

	               d. Does the patient have the ability to met the TSCD 
	YES
	
	NO

	          e. Self-care deficit/nursing diagnosis:



	        5.   Maintenance of balance between activity and rest 

	ASSETS
	LIMITATIONS

	
	

	               a. Does the patient have the ability to met the TSCD 
	YES
	
	NO

	        6.  Maintenance of sufficient intake of air

	ASSETS
	LIMITATIONS

	
	

	               a. Does the patient have the ability to met the TSCD 
	YES
	
	NO

	               b. Self-care deficit/nursing diagnosis: 



	

	        7.  Prevention of hazards to human life, human functioning, human well-being

	ASSETS
	LIMITATIONS

	
	

	               a. Does the patient have the ability to met the TSCD 
	YES
	
	NO

	               b. Self-care deficit/nursing diagnosis: 



	8. Promotion of normalcy

	ASSETS
	LIMITATIONS

	               a. Does the patient have the ability to met the TSCD 
	YES
	
	NO

	               b. Self-care deficit/nursing diagnosis:



	X. COURSE OF HOSPITILIZATION 

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


