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PLEASE PRINT PATIENT’S LAST NAME
Marking Instructions &
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Fill in the complete oval as shown... D

Are you CURRENTLY experiencing any of these symptoms?

fever yes no nausea yes no
weight gain yes no vomiting yes no
weight loss yes no regular contractions yes no
rash yes no frequency yes no
blurred vision yes no decreased fetal movement yes no
headache yes no painful urination yes no
bleeding gums yes no pelvic pain yes no
difficulty breathing yes no urinary complaints yes no
breast mass yes no vaginal bleeding yes no
chest pain yes no vaginal discharge yes no
fainting/blacking out yes no vaginal fluid yes no
elevated blood pressure yes no back pain yes no
shortness of breath yes no leg cramps yes no
abdominal pain yes no dizziness yes no
constipation yes no depression yes no
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