
Martin Luther King Jr. Community Hospital 
HIGH RISK SCREENING

This form will help us understand if you have a high risk pregnancy. 
Please fill out the form and talk to your nurse.

Name:______________________________________________________________

 
Phone Number:______________________________________________________

1. �Are you receiving prenatal care?  YES   NO 

If yes, where?_ ___________________________________________________________

2. �Are you taking medications other than prenatal  vitamins and iron?  YES   NO 

If yes, what medications____________________________________________________

3. �Has your doctor told you that you have a high risk pregnancy?  YES   NO 

If yes, why_______________________________________________________________

________________________________________________________________________

4. Have you ever received a blood transfusion?  YES   NO 

5. Have you been admitted to a hospital for any reason other than childbirth?  YES   NO  

If yes, why_______________________________________________________________

6. Have you ever had surgery on your uterus?  YES   NO  
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