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CASE MANAGEMENT 
MATERNITY REGISTRATION FORM 


 
Patient Information: 
 
Name: _________________________________________________ DOB: ____/____/__ __Age____ 
Address: __________________________________________________________________________ 
City: ___________________________________ State: __________ Zip: ______________________ 
Home Phone: ____________________________ Cell Phone: ________________________________ 
Work Number: _____________________________ Is it OK to call this number?       Yes      No 
 
Marital Status:   Married         Divorced   Single 
Primary language  _________________ Cultural Needs     Yes     No 
Do you need a translator       Yes       No 
 
OB Doctor: __________________________ Hospital for delivery: ____________________________ 
 
Medical History: 
 
Height: ___________ Weight before pregnancy: ____________ Current weight: __________________ 
 
Have you ever had, or do you currently have, any of the following? (Mark all that apply) 


Diabetes      Asthma                                   HIV/AIDS 
Blood disorder     Heart disease                          Multiple Sclerosis 
Cancer diagnosis     Seizure disorder                       Rheumatoid Arthritis 
High blood pressure    Thyroid disorder                      Autoimmune Disorder       
Kidney/Bladder problems   Mental health disorder             Other 


 
Have you ever had gastric bypass surgery:     Yes  No   Date: ______________________ 
 


If you marked any of the above, please explain on the back side of this page* 
 
Current Pregnancy: 
 
When is this baby due: _______________ Date of first OB appointment: ___________________________ 


Did you conceive naturally or with fertility treatment? __________________________________________ 


Fertility doctor/clinic: ____________________________________________________________________ 


Pregnancy History: 
 
How many times have you been pregnant (including this one)? ___________________________________ 
How many children do you have? ________________________ 
Have you ever had a miscarriage, fetal loss or termination of pregnancy? ___________________________ 
If yes, please explain _____________________________________________________________________ 
Were previous babies born when they were due? ____________ 
If you delivered preterm how far along were you? ________________________ 
Were previous babies delivered by vaginal delivery? _________ or cesarean section? __________________ 


Please take a few minutes to fill out this form and return it to the Banner Plan Administration in the self 
addressed stamped envelope provided or via secure fax at (480) 684-6964. 
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CASE MANAGEMENT 
MATERNITY REGISTRATION FORM 


 
Have you ever had or do you currently have any of the following? (Mark all that apply) 
Current /Past       Current /Past 


Delivery of small baby (less than 5 lbs)     Short cervix or cerclage 
Delivery of large baby (more than 9 lbs)     Preterm labor 
Gestational diabetes       Vaginal bleeding 
High blood pressure/preeclampsia/toxemia    Infection  
Placenta previa (low lying placenta)                  Twins, triplets, or more 
Nausea/vomiting with weight loss 
Bed Rest    If so, why? ______________________________ How long? ____________ 


 
If you marked any of the above, please explain on the bottom of this page* 
 
Do you smoke cigarettes?  Yes  No  If yes, how many per day?  ________________________ 
Drink alcohol?     Yes     No  If yes, how many per day, week or month?  ________________________ 
Have you stopped smoking and/or drinking since becoming pregnant? ______________________________ 
 
Current medications, supplements or vitamins you take regularly: (please list dose and frequency) 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
Do you have any medication allergies?   Yes      No     If yes, please list_______________________________ 
_____________________________________________________________________________________ 
 
Do you have a Living Will?      Yes       No 
Do you have a Durable Power of Attorney for Health Care?       Yes      No 
If yes, name________________________________ Phone Number_______________ 
Do you have any physical limitations or require assistance with daily activities?      Yes      No     
If yes, please explain: ________________________________________________________________________ 
 
What type of diet are you on (regular, diabetic, low sodium etc…)? 
____________________________________________________________________________________________ 
 
Who is your primary support person if you become ill or are unable to care for yourself? 
____________________________________________________________________________________________ 
 
** Additional Notes (Attach additional paper if needed): 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
Banner Plan Administration Service Center (480)684-7070 or 1(800)827-2464 
Prenatal Classes (602)230-CARE (2273) 
Absent8 1(888)227-3688 For STD, LTD and FMLA 
 
Please take a few minutes to fill out this form and return it to the Banner Plan Administration in the self 
addressed stamped envelope provided or via secure fax at (480)684-6964. 
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