Q Y= ey
‘ HOPITAL DE I Ca re
SAULT-SAINTE-MARIE

Sault Area Hospital Prenatal Care Clinic - Referral

Date of Intake:

Client Name: Pronouns:

Partner’s Name:

Address: [ ] Rural
(Street) (City) (Postal Code)
Home Phone: Cell#: Work#:
D.O.B.: Age: HC# Exp date:
Weight: / Height: / BMI: [ ] Smoker
Ibs kg ft/in cm

Primary Care Provider:

First day of your last menstrual cycle:

First Pregnancy: [ ] Yes [ ]No # of children: Year of last birth:

Gestation in weeks: Delivered by:

Complications:

C Section: Miscarriages: Year:

Francophone services? [ | Yes [ | No

Notes:

Medical Problems:

Medications:
[ ] eFTS TEST [ ] Accepted [ ] Declined Date: Spoke to: [ ] Has been ordered
[ ] Panorama Test [ | Accepted [ ] Declined Date: Spoke to: [ ] Has been ordered

Verbal consent given by client to obtain past Labour and Delivery/Operative Records:

[ ]Accept [ |Decline [ |N/A Date:
Date of first appointment: Date of Ultrasound:
EDD [ ] 8wk Ultrasound booked Date:

[ ] Rejected/Declined by OB/Midwifery

Completed by:

(Print name) (Signature)

Fax Completed Form to 705-256-2580

NOTE: This is a CONTROLLED document as are all files on this server. Any documents appearing in paper form are not

controlled and should ALWAYS be checked against the server file versions (electronic version) prior to use Form #16053
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