Obstetrics Flow Sheet (age102 g;@mempomy

Please print this form, fill it out, and either fax it or bring it with you for your visit. Thank you! <

A\ @re for\Women

Patient Information

Tempe Office

/7 6301 S. McClintock Dr.,
Patient Name Date of Birth Suite 215
Tempe, AZ 85283
Phone: (480) 820-6657
A
Street Address ge Fax: (480) 730-0803
City ZIP Occupation Marital Status Gilbert Office
2550 E. Guadalupe Rd.,
( ) |:| Home |:| Cell |:| Work Suite 109
H cell Twork  Social Security No. Gilbert, AZ 85234
( ) [ ] Home [ ] ceit [_] wor Phone: (480) 505-4475
Fax: (480) 505-4252
Hospital for Delivery Pediatrician Racial Background:
Obstetrician Breast Bottle Patient Father
Baby’s Father's Name Age Occupation Work Phone
For Doctor’s Use Only N
PREGNANCY HISTORY: Grav Para SAB T/EAB Stillborn Neonatal Death Other Loss Premature
No. | Date Weeks | Sex | Wt.| Delivery Mode Obstetrical Problems Neonatal Problems
> PMH S Weight Pre-OB Wt. Height
S PsH < BP Pulse HEENT
= GYNHX 2 Thyroid
9N Meds . Breasts
T Allergy g Heart
E SocHx (ETOH, TOB, drugs) I Lungs
W Fertility HX B Apdomen
= Chemical/XRT, Exposure :tl Back
E Blood Transfusion = Extremities
Cat/Toxo CMV Listeria Z Vulva
Parvo Varicella = Vagina
Cervix
> Breast CA/GYNCA Uterus est. wks
L HTN DM Adnexae
> Bleeding D/O (Hemophilia) Pelvis
E Birth Defects/CP/Downs
<« Inherited D/U (CF/Muscular D/0) Provider Name:
L African American/Sickle Cell
Jewish/Tay Sachs
Prior genetic testing/counseling
Mother > 35 y.o.
Father > 50 y.o.




Obstetrics Flow Sheet aze202)

Please print this form and either fax it or bring it with you for your visit. Thank you!

For Doctor’s Use Only

Cert #:

Initial:

Final:

Ins. Plan:

MEDICATION ALLERGIES

PROBLEM LIST

No. Date

Blood Type Rh
Genetic History Positive? Counseling Offered?
Comments:

Risk Factors for Prematurity:

VISIT FLOW SHEET

LABORATORY STUDIES

Date TEST DATE RESULT
WBC GC Screen

HGB HCT Chlamydia ___
MCV(90+9uu?) HIV Screen____
Blood Type & Rh Sickle Cell

Atypical Antibodies Drug Screen
Serology Beta Strep

Rubella Screen Varicella

TEST DATE RESULT Screen

Urinalysis

HBSAg

Triple Screen

PAP SMEAR

24 weeks +, if Rh-Negative DETERMINATION OF
GLUCOSE SCREEN GESTATIONAL AGE
Date: Result: LMP

REPEAT ANTIBODY SCREEN

. . Menstrual EDC
Date: Result: Cvcle Lensth
REPEAT HGB/HCT ycle Leng ,

. . Date of Conception
Date: Result: Ultrasound Estimate of EDC
Date: Result:

Date: Result:

Date Performed

Preg course

Preg tests/labs
Diet/nutrition
Exercise

Warning signs
*VBAC if nec.
SECOND TRIMESTER

How to monitor contractions
How many contraction normal

FM monitoring
THIRD TRIMESTER
Signs of Labor
Hosp. Facilities
Labor meds rev
*Rev VBAC issures
FM monitoring
Signs of PIH

Age G P Advance directives discussed |:| YES |:| NO
Clinical EDC_____ US EDC OB Packet given
Visit . Fetal | Urine . Return -
Date | Age! Weeks! Fnd (Ht (cm) Position | FHT Activ| P/S Weight| BP Visit Notes Initials
BASIC PRENATAL SCREEN OPTIONAL LAB STUDIES FIRST TRIMESTER Body Changes

Office availability

Call coverage/facilities
If AMA (CVS/AMMO)
Prenatal classes

Seat belts

Cordblood banking

Labt/tests
Exercise
Prenatal classes

Labor instructions

Post dates couns. monitoring
C/S possibility/indic

Comfort issues

GBS issues

Travel

ADDITIONAL ULTRASOUND DATE (OPTIONAL)

Date Findings
Date Findings
Date Findings
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