PREGNANCY QUESTIONNAIRE
Patient Name: _____________________________________ Date: ______________ HR# ____________
Address: ________________________ City: _________________ State: _______ Zip Code: __________ Home Phone: ______________________ Cell Phone: ______________________ 
Birth Date: ______/______/______ Occupation: ______________________________________________ Please Circle One: Male Female 			Please Circle One: Single   Married   Widowed   Divorced Spouses Name: _____________________________________ ☐ N/A 
Who can we thank for referring you to our office? _____________________________________________ Email Address: ________________________________ Social Security Number: ____________________ Name(s) and Age(s) of your children: _______________________________________________________
Emergency Contact Name & Phone Number:_________________________________________________ 
Relationship: ___________________________________
Have you received chiropractic care in the past?  YES  NO (from whom?)  _______________________
Please fill out the following information completely and to the best of your ability.
PREVIOUS BIRTH EXPEREINCE
Is this your first pregnancy?  YES  NO
If not, please tell us about your previous pregnancy and/or birth experience(s)
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you plan to follow the same plan as your previous delivery?  YES  NO  N/A
If no, what would you like to change? _______________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

CONCEPTION & EARLY PREGNANCY
When is your expected or calculated due date? ___________________	        Current Tri   1   2   3

Did you have any difficulty conceiving?  YES  NO
If yes, please explain: ___________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

Have you ever used any form of hormonal or oral contraceptive?  YES  NO
If yes, which one, and for how long? ________________________________________________________

When was your last menstrual cycle? _______________________________________________________

What was your pre-pregnancy weight? _________lbs 			Current weight? _________lbs 	

Have you experienced morning sickness?  YES  NO
If yes, please explain: ___________________________________________________________________

CURRENT HEALTH CONDITIONS
What type of exercise(s) are you currently performing? _________________________________________ _____________________________________________________________________________________

Please tell us about your current diet, and any dietary restrictions. ________________________________ _____________________________________________________________________________________

Have you taken any medications or supplements during your pregnancy?  YES  NO
If yes, please explain: ___________________________________________________________________
_____________________________________________________________________________________

Have you had any slips, falls, or other physical traumas during the pregnancy?  YES  NO
If yes, please explain: ___________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

Have you had any major emotional stressors during the pregnancy?  YES  NO
If yes, please explain: ___________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

What is the MAIN symptom/pain/reason you are seeking chiropractic care? 

PROBLEM/CONCERN #1: _______________________________________________________________
WHEN did this problem begin? ________________ Is it constant or intermittent? ____________________
Did you do something / did something happen that aggravated the problem?  YES  NO
Explain: ________________________________________________________________________
WHEN is the problem at its worst? ❏ Morning ❏ Mid-day ❏ Evening ❏ Other _______________________
Does the problem RADIATE outward from a source? __________________________________________
What RELIEVES the problem? ____________________________________________________________
What makes the problem WORSE? ________________________________________________________

Are there any SECONDARY health concerns you wish to bring to our attention?  YES  NO

PROBLEM/CONCERN #2: _______________________________________________________________
WHEN did this problem begin? ________________ Is it constant or intermittent? ____________________
Did you do something / did something happen that aggravated the problem?  YES  NO
Explain: ________________________________________________________________________
WHEN is the problem at its worst? ❏ Morning ❏ Mid-day ❏ Evening ❏ Other _______________________
Does the problem RADIATE outward from a source? __________________________________________
What RELIEVES the problem? ____________________________________________________________
What makes the problem WORSE? ________________________________________________________

On a scale of 0 to 10 with 10 being the worst pain and zero being no pain, rate your above complaints by circling TWO the numbers – pain you feel RIGHT NOW and pain at its WORST
Primary or chief concern is:	0   –   1   –   2   –   3   –    4   –   5   –   6   –   7   –   8   –   9   –   10
Second concern is:			0   –   1   –   2   –   3   –    4   –   5   –   6   –   7   –   8   –   9   –   10


YOUR BIRTH PLAN
Your top three goals for this pregnancy
1. ___________________________________________________________________________________
2. ___________________________________________________________________________________
3. ___________________________________________________________________________________

Do you currently have a birth plan?  YES  NO
If yes, please explain: ___________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

Are you taking any pre-natal or birthing classes?  YES  NO
If yes, please explain: ___________________________________________________________________
_____________________________________________________________________________________

Who is your OB/GYN or midwife? __________________________________________________________

Do you intend to have a doula or birth coach present?  YES  NO

Do you wish to have a natural vaginal labor and delivery?  YES  NO
If not what concerns do you have? _________________________________________________________
_____________________________________________________________________________________

YOUR POST-BIRTH PLAN
Do you plan on breastfeeding your child?  YES  NO

What do you intend to do for vaccines? _____________________________________________________
_____________________________________________________________________________________

Is there anything else you’d like to tell us about your pregnancy or birth plan? _______________________ __________________________________________________________________________________________________________________________________________________________________________
What would you like to gain from chiropractic during your pregnancy? _____________________________ __________________________________________________________________________________________________________________________________________________________________________
Are there any burning questions you want to be sure to ask today? _______________________________ __________________________________________________________________________________________________________________________________________________________________________

PLEASE READ AND SIGN BELOW
I hereby authorize payment to be made directly to Mahan Family Chiropractic, for all benefits which may be payable under a healthcare plan or from any other collateral sources. I authorize utilization of this application, or copies thereof, for the purpose of processing claims and effecting payments, and further acknowledge that this assignment of benefits does not in any way relieve me of payment liability and that I will remain financially responsible to Mahan Family Chiropractic for any and all services I receive at this office. Failure to cancel a scheduled appointment with out a 24-hour notice or “no-showing” the scheduled appointment will result in a charge on your account for the full amount of the missed visit.
_____________________________________			_____ - _____ - _____
Patient or Authorized Person’s Signature				Date Completed
_____________________________________				_____ - _____ - _____
Doctor’s Signature					Date Form Reviewed
