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 Prenatal Record

Laboratory Data

	Type:

RH:
	Rubella

Imm / Non-imm
	RPR/VDRL

React/non-react
	HB sAg
	HIV
	Diabetic Screen

   at    wks (~28 wks)
(>140  think 3 hr GTT?)
	Sickle Prep
	Repeat C-Sect

	Antibody Screen

   at    wks
	HCT

   at    wks
	MSAFP.MOM
	Cervical culture       Date:
	GTT at     wks.
	Hospital

	
	
	
	GC:
	FBS
	

	Additional/repeat labs:    Date: 
	PAP      Date:
	CT:
	1 HR.
	PPBC

	
	
	GBS:  (~35 wks)
	2 HR.
	

	
	
	
	3 HR.
	


PRENATAL VISITS

	DATE


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Wks
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Weight
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Blood

Pressure


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Pulse
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Temp
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	UProtein
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	UGlucose
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	FHR
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Presentation
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	SFH
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Fetal

Activity
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Antepartum

Tests


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Future Parameters to Check
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Phone # current? 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	See Note
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Return Weeks
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Initials
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	LMP
	EDC
	CORR. EDC
	GRAV
	PARA
	ABORTIONS
	DEATHS
	LIVING

	
	
	
	
	
	
	
	

	ABN

NORM   
	
	
	
	TERM
	PRETERM
	SPONT
	ELECT
	ECTOP
	
	

	
	
	LMP
	U/S
	
	
	
	
	
	
	
	


	GYNECOLOGIC HISTORY
	MEDICAL HISTORY

	(IF NEGATIVE – DESCRIBE POSITIVE HISTORY
	(IF NEGATIVE – DESCRIBE POSITIVE HISTORY

	
	ALLERGIES
	
	
	HEENT
	

	
	SMOKING
	
	
	Respiratory
	

	
	ETOH/ DRUGS
	
	
	Cardiovascular
	

	
	ANY SURGERY
	
	
	GI
	

	
	TRANSFUSIONS
	
	
	GU
	

	
	STD / HIV RISK
	
	
	Musculoskeletal
	

	
	BCP w/in 90 days concept
	
	
	Neuro
	

	
	
	
	
	Psych-Emotional
	

	FAMILY HISTORY – NOTE IF FATHER OR MOTHER
	
	Diabetes
	

	
	Diabetes
	
	
	Hepatitis
	

	
	Hypertension
	
	
	Hypertension
	

	
	Congenital Anomaly
	
	
	Other DX
	

	
	Other Family History
	
	
	
	

	
	
	
	
	
	


PREVIOUS PREGNANCIES

	No.
	Date
	Length (wks)
	Labor (hrs)
	Type Delivery
	Sex
	Weight
	Where Delivered
	Complications

	1.
	
	
	
	
	
	
	
	

	2.
	
	
	
	
	
	
	
	

	3.
	
	
	
	
	
	
	
	

	4.
	
	
	
	
	
	
	
	

	5.
	
	
	
	
	
	
	
	

	6.
	
	
	
	
	
	
	
	


	PHYSICAL EXAMINATION
	PRESENT PREGNANCY HISTORY

	(IF NEGATIVE – DESCRIBE POSITIVE HISTORY
	(IF NEGATIVE – DESCRIBE POSITIVE HISTORY

	
	Alert / Coop.
	
	
	Nausea/Vomiting
	

	
	HEENT
	
	
	Bleeding
	

	
	Neck
	
	
	Urinary Sx.
	

	
	Lungs
	
	
	Vag. Discharge
	

	
	Breasts
	
	
	Infection
	

	
	Heart/ Pulses
	
	
	Fever/Rash
	

	
	Abdomen
	
	
	Meds this Preg.
	

	
	Neuro
	
	
	
	

	
	Extremities
	
	
	
	

	PELVIC EXAM
	
	
	

	
	Ext. Genitalia
	
	DATE:____________________________

PHYS. Signature:________________________

	
	Vagina/Cervix
	
	

	
	Uterus___wks.
	
	

	
	Adnexa
	
	

	
	
	
	


OB CHART

	PROBLEM / RISK LIST

	DATE
	
	DATE
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


REMINDERS

	DATE
	REMINDER
	INITIALS

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	DATE
	NOTES

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


	Patient Name: 
	Phone: 

	Age:  
	MRN:  

	Date of Birth:  
	EDC:   



