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Pregnant Mom Information 

 Name: Date of Birth:                                      SS#: 

 Preferred Name: 
Hispanic: 
 Yes 
 No 

Race (check all that apply) 
 Asian  Native American  White  Black 
 Pacific Islander  Other: ___________________ 

Speaks English?    Very Good    Good    Not 
Good 
 Not At All 

Primary Language: 

Nationality: 

 
Eligibility 

   Program Term :                              Agency:                                Site:                               Application Date:                                

 

   Number in Family:                                                                         Program Option after birth:                                  : 

EHS 

 

 

 

 

 

 

 

 

Phone Number 

Emergency Contact 
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Medical Home Information 

Physician/Clinic: __________________________________________________________  Phone:  ___________________________ 
Dentist:  ________________________________________________________________    Phone:  
___________________________ 
Specialist:  ______________________________________________________________   Phone:  ___________________________ 
Type of Health Insurance:    SoonerCare     Medicaid   Indian     Private    None    Other: 
_________________________ 
Insurance Provider’s Name:  _______________________________________________  Dental Coverage Included:   Yes    No 
Insurance Policy Number or ID:  ____________________________________________  Insurance Expiration Data:  
______________ 
Do you receive prenatal care through Indian health Services?    Yes     No 
Do you receive regular prenatal care:   Yes   No    
First received Prenatal Care_______________________________           Last Prenatal Visit___________________________ 

Pregnancy History 

: 
 
                        Current         Previous                                  Current        Previous                                         Current       Previous 
 Anemia                                                Headache                                                Preterm Labor                      

 Bleeding                                                 Hypertension                              Fatigue                      
   C. Section                                    Preg. Ind. Hyperten.                                                      Pain                      
     Diabetes                                            Neonatal Death                          Sickle Cell                      

Gest. Diabetes                                      Miscarriage                                  Swelling                       
                                                                                                                                           

Other Medical Conditions_______________________________________________________________________                                                
Expected Delivery Date____________________                             High Risk Preganancy?        Yes    No 

Last Dental Exam____________________________________ 
# of pregnancies including current  pregnancy_______________________        # of live births to date______________________ 
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