L

NWT PRENATAL RECORD - Part 1

CLIENT’S SURNAME GIVEN NAME
Northwest
Territories
PLANNED BIRTH PLACE REFERRING CLINIC / HOSPITAL / HEALTH CENTRE ADDRESS
PRIMARY CARE GIVER PHYSICIAN / MIDWIFE
CLIENT’S NAME | AGE AT EDD LANGUAGE PREFERRED
ETHNIC ORIGIN CONTACT NUMBERS: | RESIDENCE ALTERNATE HEALTH CARE NUMBER DATE OF BIRTH (D/M/Y)
BIOLOGICAL FATHER'S INVOLVED IN PREGNANCY?
NAME: AGE: ETHNIC ORIGIN: QYES AQNO Allergies
Informed Consent: | understand that this personal information is being collected to assist the lead health care provider in planning my care throughout pregnancy,
childbirth, and postpartum. This information may be shared with other health care providers as necessary. The personal information on this form is collected under
the authority of Hospital Insurance and Health and Social Services Administration Act and is protected by the Access to Information and Protection of Privacy Act. The
information will only be used to provide me with health care services during my pregnancy, childbirth, and postpartum. If you have any questions about the collection ask Medications
your Health Care Provider.
Client’s Signature: X Witness: X Date (d/m/y):
OBSTETRICAL HISTORY
Gravida Term Preterm Abortions / Ectopic Living Multiple Pregnancies
DATE COMMUNITY OF WKS AT |LENGTH OF| DELIVERY PERINATAL COMPLICATIONS SEX | BIRTH WEIGHT PRESENT HEALTH
(D/MVY) BIRTH / ABORTION DELIVERY | LABOUR TYPE (Kg/g) OF CHILDREN

HEALTH HISTORY

SOCIAL HISTORY (also see page 4)

FAMILY / GENETIC HISTORY

PRESENT PREGNANCY

None/No Concerns

U CARDIOVASCULAR

Yes (SPECIFY)

U HYPERTENSION

Qal

U GENITAL/URINARY

U RENAL

U THROMBOSIS/PHLEBITIS

U ASTHMA

U DIABETES

U EPILEPSY

U THYROID DISEASE

U BLEEDING DISORDER

None/No Concerns Yes (SPECIFY) None/No Concerns  Yes (SPECIFY Mat/Pat) None/No Concerns Date (D/M/Y) Yes (SPECIFY)
O NUTRITION ] CONGENITAL ANOMALY
) BLEEDING
U SPECIAL DIET U NEURAL TUBE DEFECT O NAUSEA
() ALCOHOL (COMPLETE T-ACE ) GENETIC DISEASE
( ) U VAGINAL DISCHARGE
H bRUGS L DIABETES O INFECTIONS OR FEVER
() SUBSTANCE ABUSE U HYPERTENSION 2 DEPRESSION
1 SMOKING U BLEEDING DISORDER 2 OTHER
() SECOND HAND SMOKE U TWINS
] DOMESTIC VIOLENCE U ANAESTHESIA PROBLEM CLINICAL DATING
() SUPPORT SYSTEMS U PSYCHIATRIC PROBLEM
QOTHER PREGNANCY TEST POSITIVE DATE:

INITIAL PHYSICAL EXAMINATION

Date (d/mly):

O TRANSFUSIONS HEIGHT PRE-PREGNANT WEIGHT BMI CURRENT WEIGHT BP
U SURGERIES
U PSYCHIATRIC/DEPRESSION No Concerns Yes (SPECIFY) No Concerns Yes (SPECIFY)
U TB EXPOSURE U HEAD/NECK/THYROID U UTERINE SIZE
U INFECTIONS U BREASTS/NIPPLES O VAGINA
U HEART/LUNG U VARICIES/SKIN
INITIAL ASSESSMENT DONE BY: DATE (D/M/Y): 21 ABDOMEN Ol SPINE/BACK
x | Q PELVIS Qvimes
NWT1079/0905

LNMP:
CERTAINTY OF DATE: (YES [ NO (please check one)
MENSES CYCLE:
CONTRACEPTIVE:
LAST USE:
EDD BY LNMP:
EDD BY U/S < 20 WKS:

Formulaire disponible en frangais sur demande. Translation into other NWT official languages will be provided upon reasonable request.

| REVISED/CONFIRMED EDD |
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NWT PRENATAL RECORD - Part 2 GLIENT'S SURNAVIE GIVEN NAVE
Territories
] o ADDRESS
LABORATORY - Send copy of prenatal sheets and lab results to hospital at 36 weeks or earlier if indicated.
ABO AND RHTYPE: GDM SCREEN: SEROLOGY SCREENING:
DATE (D/M/Y): DATE (D/IM/Y):
GCT 50 GM
ANTIBODY SCREEN: DATE (DIMIY): QSYPHILIS: HEALTH CARE NUMBER DATE OF BIRTH (D/M/Y)
REPEAT DATE: X RESULTS:
RESULTS:
IF RH NEGATIVE: £ ABNORMAL: LIHEPATITIS B:
RHOGAM GIVEN: orr % : RESULTS: INVESTIGATIONS: DATE (D/M/Y) RESULTS ULTRASOUND STUDIES
DATE (D/M/Y): c ATE7(5D/M/Y) LIHEPATITIS C: Q PAP ATTACH RESULTS
. : RESULTS:
DATE (DIM/Y): RESULTS: ORUBELLA 8 GONORRHEA DATE (DMY)  GEST AGE
MATERNAL SERUM : CHLAMYDIA
SCREEN: IF PREVIOUS INDICATORS RESULTS: QO TRICHOMONAS
OFFERED: Qyes Qno AT FIRST SCREEN: QHIv: [ BACTERIAL VAGINOSIS
ACCEPTED: dyes dno GTT 75G RESULTS: O HERPES IF INDICATED
RESULTS: DATE (D/M/Y): U VARICELLA: U GROUP B STREP
: RESULTS: U URINE MSU
AMNIO / CVS RESULTS: RESULTS:
INDICATED: Q YES ano DATE (D/M/Y): POSTPARTUM IMMUNIZATION | TREATMENT FOR ANY OF THE ABOVE: CONFIRMED EDD
ACCEPTED: QOves Qno | RESULTS: O NONE
DATE (D/M/Y): U RUBELLA
RESULTS: U VARICELLA
CLINICAL VISITS - Please use page 5 if more entries are needed
DATE |WKS| SFH| B/P | WT. |URINE| CBC/ | POSI- | FETAL | FHR COMMENTS INIT. RTC
(D/MFY) (cm) (Kg) |(pro/glu)] Hb | TION |[MVMNT D/IM/Y

PREGNANCY:

RISK FACTORS / CONCERNS TO BE ANTICIPATED IN PREGNANCY - RESULT OF HISTORY AND PHYSICAL

REFERRAL PLAN
U OBSTETRICIAN

DELIVERY:

U FAMILY PHYSICIAN

POSTPARTUM:

U] SocIAL WORKER

NEWBORN:

0] PUBLIC HEALTH NURSE
O miowiFe

U oTHER

U DIETICIAN/PRENATAL NUTRITION PROGRAM

NWT1079/0905
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a NWT PRENATAL RECORD - Part 3 GUENTS SURNAVE GVEN WAVE
Territories
ADDRESS
PREGNANCY RISK ASSESSMENT
Part A - Pre-Pregnancy Score Part C - Problems in Current Pregnancy Score
GE <17 AT DELIVERY 1 HEALTH CARE NUMBER DATE OF BIRTH (D/M/Y)
< Conditions arising in current pregnancy 1ST |36 WK/ L &I,)
AGE > 35 AT DELIVERY 2 VISIT | VISIT |ASSMT.
OBESITY 1 DIAGNOSIS OF LARGE FOR DATES 2 SYMPHISIS - FUNDUS HEIGHT GROWTH CHART
HEIGHT 1 DIAGNOSIS OF SMALL FOR DATES 3
SMOKE ANYTIME DURING PREGNANCY 1 POLYHYDRAMNIOS OR OLIGOHYDRAMNIOS 2 a0 O O A MEASURE (M) s 90%
DIABETES MULTIPLE PREGNANCY 3 L1
4 0,
CONTROLLED BY DIET ALONE 1 MALPRESENTATION 2 £ ey 50%
INSULIN USED 3 MEMBRANES RUPTURED BEFORE 37 WEEKS 2 & 35 7
= LARGE FOR DATES | |~ .
RETINOPATHY DOCUMENTED 3 BLEEDING 0-20 WEEKS 1 5 OR TWINS Ny .1 10%
7} R e
HEART DISEASE BLEEDING 20-40 WEEKS 3 T 30 — ,/ —*
ASYMPTOMATIC (NO EFFECT ON DAILY LIVING) 1 PREGNANCY INDUCED HYPERTENSION 2 -§ /" / R
SYMPTOMATIC 3 PROTEINURIA >1+ 1 £ o5 /" aal
HYPERTENSION (PRE-EXISTING) GESTATIONAL DIABETES DOCUMENTED 1 2 L Ry
140/90 OR GREATER 2 BLOOD ANTIBODIES (RH, ANTI C, ANTIK, ETC) 3 _E a // A SMALL FOR DATES
20 "
HYPERTENSIVE DRUGS 3 ANEMIA 1 E 2 0
CHRONIC RENAL DISEASE (DOCUMENTED) 2 PREGNANCY > 42 WEEKS 1 @ b’ // 0 ‘
OTHER MEDICAL DISORDERS (E.G. EPILEPSY, POOR WEIGHT GAIN (26-36 WKS < 1/2KG/WK) 1 15 /71
4
SEVERE ASTHMA, LUPUS, CHROHN'S) 1 ORWEIGHT LOSS 1 / R
Subtotal A | Subtotal C | | | 16 18 20 22 24 26 28 30 32 34 36 38 40
Gestational Age (weeks)
Part B - Obstetrical History Score Total Score:
NEONATAL DEATH 3 A + B + C (INITIAL VISIT) LOW RISK=0-2 T-ACE QUESTIONNAIRE
STILLBIRTH 3 A +B + C (36 WEEKS) HIGHRISK = 3-6 1. HOW MANY DRINKS DOES IT TAKE TO MAKE YOU
FEEL HIGH? TOLERANCE
ABORTION (12-20 WEEKS AND 500 GRAMS) 1 A+B+C(L&D) EXTREME RISK = > 7 0 - LESS THAN OR EQUAL TO 2 DRINKS
DELIVERY AT 20-<37 WEEKS 1 2 - MORE THAN 2 DRINKS
NUTRITION RECALL
CAESAREAN SECTION 2 24 Hour Food Recall 2. HAVE PEOPLE ANNOYED YOU BY CRITICIZING
our Food Reca ?
SMALL FOR DATES 1 YOUR DRINKING? ANNOYANCE
BREAKFAST: 0 BREAD O miLk QO FRUIT/VEG O MEAT O OTHER 0-NO 1-YES
LARGE FOR DATES 1
CH ISOIMMUNIZATION SNACK: U BREAD U MILK O FRUITVEG U MEAT O OTHER 3. HAVE YOU FELT YOU OUGHT TO CUT DOWN ON
?
LUNCH: QBREAD UMLK QFRUM/VEG O MEAT O OTHER YOUR DRINKING? CUT DOWN
UNAFFECTED INFANT 1 0-NO 1-YES
SNACK: QBrReAD O MLk QA FRUIM/VEG O MEAT O OTHER
AFFECTED INFANT 3 4. HAVE YOU EVER HAD A DRINK FIRST THING IN
MAJOR CONGENITAL ANOMALY SUPPER: U BREAD UMLK QO FRUIT/VEG O MEAT O OTHER THE MORNING TO STEADY YOUR NERVES OR TO EYE
COMMENTS: GET RID OF A HANGOVER? OPENER
(E.G. DOWNS, HEART, CNS DEFECTS) 1 0-NO 1-YES
Subtotal B IS FOOD SECURITY AN ISSUE? Qves QANoO Note: A client is at risk for alcohol use if she has a positive T"ACE
. (a score of 2 or greater).
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AN
Northwest
Territories

NWT PRENATAL RECORD - Part 4

HEALTH PROMOTION TOPICS

4 - 20 WEEKS:

20 - 30 WEEKS:

30 WEEKS TO
POSTPARTUM:

NWT1079/0905

U bRuas:
U Rx
U orc
U STREET
U NUTRITION/WEIGHT GAIN:
U caLcium
U FoLic Acib
U IroN
U viTAMINS
(] PRENATAL NUTRITION PROGRAM
) HEALTHY BABY CLUB/OTHER
() PRENATAL CLASSES

U toBacco:
U sMOKING
(L SECOND HAND SMOKE
L SMOKELESS TOBACCO

) SMOKE FREE ENVIRON.

U ALCOHOL - T-ACE SCORE
U HEALTHY RELATIONSHIPS
U GENETIC COUNSELLING
U ApbopPTION

U SOCIAL RISK FACTORS
U ULTRASOUND

COMMENTS

CLIENT’S SURNAME

GIVEN NAME

ADDRESS

HEALTH CARE NUMBER

DATE OF BIRTH (D/M/Y)

U FETAL MOVEMENT
() SEXUAL RELATIONS / SEXUALITY
U BIRTH PLAN:

() BIRTH PLACE/TRANSFER PLAN

U BIRTH SUPPORT / PERSONAL COACH

(] LABOUR AND DELIVERY
(] ADMISSION TIMING
(] PAIN RELIEF / ANALGESIA
] POSTNATAL SUPPORT

U] BREAST FEEDING PROMOTION

U] SELF CARE POSTNATAL: (] BIRTH CONTROL / FAMILY PLANNING

U HYGIENE (] PARENTING RESOURCES

() BOWELS / URINES (] INFANT CAR SEAT AND HOME SAFETY
U cLoTHING (] SUDDEN INFANT DEATH SYNDROME
(] SEXUAL RELATIONS PREVENTION

O DEPRESSION U IMMUNIZATION

(] SHAKEN BABY SYNDROME
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o das k NWT PRENATAL RECORD CLIENT'S SURNAME GIVEN NAME
Territories
ADDRESS
HEALTH CARE NUMBER DATE OF BIRTH (D/M/Y)
CLINICAL VISITS - Continued from page 2
DATE |WKS| SFH | B/P | WT. |URINE| CBC/ |POSI-| FETAL| FHR COMMENTS INIT. | RTC
(DIMFY) (cm) (Kg) |(pro/glu)| Hb | TION [MVMNT] DIMIY
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o das NWT PRENATAL RECORD CLIENT'S SURNAME GIVEN NAME
Territories
ADDRESS
HEALTH CARE NUMBER DATE OF BIRTH (D/M/Y)
COMMENTS
NWT1079/0905
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