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MOTHER’S DETAILS

Surname:         _______________________________

Forenames:      _______________________________

Address:           _______________________________

                         _______________________________

                         _______________________________

                         _______________________________

Postcode:           [___][___][___][___] [___][___][___]

GP Practice:     _______________________________

Hospital at which
Pregnancy booked:     ___________________________________

Hospital Number:      ___________________________________

Mother’s NHS Number: [__][__][__][__][__][__][__][__][__][__]

Mother’s Occupation ___________________________________

Mother’s Date of Birth:  [___][___] [___][___] [___][___][___][___]

Ethnic Origin: (please circle)
1. White                    5. Indian                88 Other
2. Black African        6. Pakistani            9.  Not Known
3. Black Caribbean   7. Bangladeshi
4. Black - other         8. Chinese

FATHER’S DETAILS FAMILY HISTORY

Surname:        ________________________________

Forename:      ________________________________

Occupation:    ________________   Age (years):[___] [___]

Anomalies Mother’s side:     Y /  N /  NK

Anomalies Father’s side:      Y /  N /  NK

Consanguinity:     Y /  N /  NK
Details:

MOTHER’S OBSTETRIC HISTORY

Number of previous       Livebirths [____]      Stillbirths [_____]      Spontaneous abortions [_____]     Induced abortions [_____]

History of Anomalies in previous pregnancy:     Y  / N /  NK
If yes, give details and dates:

DETAILS OF CURRENT PREGNANCY

Last menstrual period: [__][___][__][__] [__][__][__][__]  Estimated date delivery: [__][__ ][__][__] [__][__][__][__]  No of fetuses: [_][_]

Assisted conception: Y / N / NK.  If yes, give details:

MATERNAL RISK FACTORS

Smoker   1.    No                        2. Less than 10
               3.   10 or more            4. N/K

Folic acid:   Y /  N /  NK      Prescribed drugs:   Y /  N /  NK
Details:

Alcohol abuse:  Y /  N /  NK      Diabetes:  Y /  N /  NK           Previous radiation/chemotherapy:  Y / N / NK
Drug abuse:      Y /  N /  NK      Epilepsy:   Y /  N /  NK          other significant maternal illness     Y / N / NK
                                                                                               or exposures: (specify below)

FETUS / INFANT DETAILS
Outcome of pregnancy:

1.  Spontaneous fetal loss    2.  Therapeutic termination

3.  Stillborn                            4.  Liveborn

If baby / fetus has died, date of death:

[__][__] [__][__] [__][__][__][__]

Cause of death:

Date end of pregnancy:   [__][__] [__][__] [__][__][__][__] Place of delivery:

Sex:  1. Male    2. Female    3. Indeterminate    9./ NK Birthweight (g): [__]_[__][__][__]  Birth order [___]

Baby’s Surname:   _____________________________

Forenames:            _____________________________

Delivery unit number: ___________________________

Baby’s NHS number:
[__][__][__][__][__][__][__][__][__][__]

Address: (if different to mother)

                                             Postcode: [__][__][__][__] [__][__][__]
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DIAGNOSTIC TECHNIQUES USED TO DETECT ANOMALY

Tick any test known to have
detected an Anomaly

Date Anomaly
first detected

Details of result

Antenatal
Ultrasound

Serum screening
e.g. AFP, HCG

Karyotype

Technique used:
1.  Amniocentesis               2.  CVS                  3.  Cordocentesis                    4. Infant Blood

Examination of
newborn
Heel prick test
X-Ray

Cardiac Studies
Postnatal
ultrasound
Other (specify)

Post mortem?                   1.  Yes       2.  Not requested       3.  Not permitted       4.  Requested, not done       9.  Not known

Is report attached?           1.  Yes       2.  No                          3.  To follow              4.  Not available

ANOMALIES FOUND IN INFANT / FETUS
Details of Anomaly   Is diagnosis
                                     Suspected (S) or
                                     Confirmed (C)
1.

2.

3.

4.

5.

6.

7.

8.

Are any of the Anomalies thought to be part of
a syndrome?

Y / N / NK  If yes, give details

Please use this space to draw or further describe the Anomalies

CONSULTANT FROM WHOM FURTHER DETAILS MAY BE AVAILABLE
Obstetrician: Paediatrician: Other:

(specify)

PERSON COMPLETING FORM:
Name (PRINT)

Position

Address: Tel:

Fax:
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