
NEWBORN HISTORY FORM 

Infant’s Name: _________________________________________________________________  

Mother’s Name: ________________________________________________________________ 

Mother’s Phone: ___________________________________________ 

Mother’s Address:______________________________________________________________  

Father’s Name: ________________________________________________________________ 

Father’s Phone: ____________________________________________ 

Father’s Address:_______________________________________________________________  

PRENATAL HISTORY  

1. Mother’s age during pregnancy _______________

2. Number of prenatal visits ___________________

3. Group B Strep Positive □ Yes □ No

4. Any of the following positive during pregnancy: □ Syphilis □ Gonorrhea □ Herpes
□ Chlamydia □ HIV □ Hepatitis B

5. Any medication during this pregnancy?____________________________________________

6. Any illness during this pregnancy? ________________________________________________

BIRTH HISTORY 

1. How many weeks at birth? ______________________________________________



2. Hospital of birth? _____________________________________________________________

3. Normal Delivery or C-section? __________________________________________________

4. Birth Weight? _______________________________________________________________

5. Birth Length? _______________________________________________________________

6. How many days in hospital? ___________________________________________________

7. Any problems at birth? ________________________________________________________

8. Did infant get jaundiced? ______________________________________________________

9. If jaundiced, was phototherapy done? ___________________________________________

10. Did infant get antibiotics?_____________________________________________________

11. Hepatitis B vaccine received? _________________________________________________

12. Hearing screen passed? _____________________________________________________

13. If male, was he circumcised? ________________

FEEDING HISTORY 

1. Breast or formula feeding? _____________________________________________________

2. If formula feeding, which formula? ______________________________________________

3. If breast feeding, latching well? _________________________________________________

4. Excessive spit ups: ___________________________________________________________

5. Any unusual colic? ___________________________________________________________



                                                
 

FAMILY HISTORY  

1. Both parents in good health? ________________  

2. Check any of the following that this infant’s parents, grandparents, aunts, uncles, 
brothers or sisters have/ had: 
□ Diabetes                      
□ Allergies 
□ AIDS 
□ Alcoholism 
□ Heart Disease 
□ Hypertension 
□ Tuberculosis 
□ Deafness 
□ Seizures 
□ Asthma 
□ Cancer 
□ Kidney Disease 
□ SIDS 

Inherited Diseases 
 

3. Have any of your children died? __________________________________________________  

SOCIAL HISTORY  

1. List ages and gender of household members: 
___________________________________________ 
___________________________________________ 
___________________________________________ 
___________________________________________  

2. Does the baby sleep in a bassinet? ______________________________________________  

3. Does either parent smoke? _____________________________________________________ 

4. Any pets? ________________________________ __________________________________ 

5. Any recent changes in the family? (death, move, separation, domestic violence, etc) 
______________ _______________________________________________________________  

6. What religion do you practice? _________________________________________________ 
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