Harbour Bay Medical Centre
Pre-natal Visit Information

Date:___________________                        Referring OB:_____________________
Patient’s Name:_________________________   DOB___________    Age:_______

Occupation:_________________________  Employer:_______________________

Telephone (home):____________________  (work):______________________
Cell: _______________________________________

Address: Street:______________________________________

                P.O.Box:____________________________________

                Island/Country:_______________________________

Email: _____________________________________________________

Health Insurance:      Yes_________   No_________

Name of Insurance Company:______________________________

Policy #______________  Group #_________________  Cert #_______________

Type of Coverage: Hospitalisation_____________  Doctor’s Visit_____________

Marital Status: Married__________  Single___________

Baby Father’s Name:__________________________  

DOB_______________  
Age:____________

Occupation:_____________________  Employer:_______________________

Telephone (home):____________________  (work):_____________________

Cell: ___________________________________

Medical History: 

Pregnancy:  G_______    P________

LMP________  EDD______________  Gestation____________

Blood Type________  VDRL________  HIV__________

Course______________________________________________

# Previous Pregnancies_______  Problems____________________

PMH:  Diabetes______  Hypertension________  Asthma___________

            Heart Disease_______  Convulsion___________  Thyroid Disease___________

            Other_____________________________

Family History: # in Household________

                           Deafness______  DM_________  SCD_______  Other______________

Anticipation: Feeding: Breast_______  Bottle_________                       99401________

                       Car Seat_____________________________________     99402________

                                                                                                                   99403________

                       Crib Safety (railing < 2-3/8” apart)_________________   99404 ________










       ICD – V65.11
Delivery Site:______________________________________________________
