FETAL ECHOCARDIOGRAPHY 

Mother’s Questionnaire Form

Last name_____________________________________

First name___________________________________________

Date of birth____________________________________

Your age____________________________________________


How many weeks pregnant are you? _________




Due date (if known) ___________________________________ 

Your due date was determined by: ___Ultrasound
___ Last menstrual cycle
___ Both

Fertilization Method:    ___Natural
___ Artificial insemination
___ In Vitro Fertilization

___ Follicle stimulation 

Number of times you have been pregnant (including this one):___

How many miscarriages have you had (including ectopic pregnancies and abortions)? ______

How many of children were born alive? ___
Any still birth (baby was born dead or die right after birth)? ___

How many of children were born full-term? ___
How many of your children were born premature? ___

What is the name of the physician who referred you to us? ________________________________________________________

Why were you referred to us ?__________________________________________________________________

Do you have diabetes? ___
How long have you had diabetes?___

Did you have diabetes before becoming pregnant? ___

List other medical problems you have: ___________________________________________________________________

______________________________________________________________________________________________________________________________________

List all medications (including over-the-counter medications) that you are taking: ___________________________________________________________________

______________________________________________________________________________________________________________________________________

Are you taking any prenatal vitamins? ___Yes  ___No 

Are you taking folic acid? ___Y   ___N

List any supplements/herbs you are taking:_____________________________________________________________________

Did you, or are you going to have an amniocentesis with this pregnancy?

 ___ Yes  ___ No 

When? _______________  Results (If known): _________________________________________________________________

Do you smoke? ___Yes
 ___No


If yes, how much? _________________________________________________

Do you drink alcohol?  ___Yes ___No

If yes, how much? _________________________________________________

Do you drink coffee/tea? ___Yes ___No
If yes, how much? _______________________________________________________

Do you drink caffeinated soft drinks(Cola’s)?  ___Yes  ___No
If yes, how much?___________________________

Are there any family members with a heart defect from birth or any children with heart problems? ___Yes  ___No

If yes, what is the relationship to your baby?____________________________________________________________

Are there any children in your family who have had open heart surgery?

___Yes  ___No

If yes, what is the relationship to your baby?____________________________________________________________

Are there any children in your family who have had open heart surgery?

___Yes  ___No

If yes, what is the relationship to your baby?____________________________________________________________

Are there any children in your family with genetic or chromosomal problems? ___Yes  ___No

If yes, what is the relationship to your baby?____________________________________________________________

Are there any children in your family who have died of SIDS (sudden infant death syndrome)? ___Yes  ___No

If yes, what is the relationship to your baby?____________________________________________________________

Please list any concerns you may have with this baby or with this pregnancy:__________________________________

________________________________________________________________________________________________

At what hospital do you plan to give birth?_____________________________________________________________
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