ADMISSION DATABASE: SHADY GROVE ADVENTIST HOSPITAL         Name:

ADMISSION DATABASE: SHADY GROVE ADVENTIST HOSPITAL         Name:


	Pregnancy Information
	Last menstrual period
	

	
	Due Date
	

	
	Height
	

	
	Pre-pregnancy weight
	

	
	Current weight
	

	Allergies
	Medication allergies
	

	
	Food allergies
	

	
	Environmental allergies
	

	
	Latex allergy
	

	Communication
	Primary language
	

	Demographics
	Date of Birth
	

	
	Age
	

	
	Address
	

	
	Home Phone
	

	
	Marital status
	

	
	Social Security Number
	

	
	Race
	

	
	Religion
	

	
	Occupation
	

	
	Father of Baby
	

	
	Next of Kin
	

	
	Next of Kin Phone Number
	

	
	Relationship
	

	Medications
	Prenatal Medications


	

	
	Herbal Supplements
	

	
	Over-the-counter Medications
	

	
	Prescription Medications
	

	Alcohol/Tobacco/Drugs
	Alcohol Use

	         Yes            No

	
	Cigarette Use
	         Yes            No

	
	Marijuana Use
	         Yes            No

	
	Cocaine/Crack Use
	         Yes            No

	
	Other illicit Drugs
	

	Antepartum Procedures
	Any invasive prenatal procedures (CVS, Amniocentesis)
	

	Vaccines
	Flu shot (when)
	

	
	Pneumococcal vaccine 
	         Yes            No

	
	Tetanus shot (when)
	

	Labs
	History of chicken pox
	         Yes            No

	
	Rhogam during this pregnancy
	         Yes            No

	Prenatal Care History/

Labor and Delivery Plans
	Month prenatal care began
	

	
	Support person(s) during labor
	

	
	Relationship to patient
	

	
	Prenatal Classes
	         Yes            No

	
	Pediatrician
	

	
	Pain Management Plans
	

	
	Infant Feeding Preference
	      Breast          Bottle

	
	Circumcision if a boy
	         Yes            No

	
	Tubal ligation planned
	         Yes            No

	Cultural/Spiritual Practices
	Any special practices to include
	

	
	Any special dietary needs
	

	Living Situation/

Discharge Planning


	Living arrangements (house, apartment, own vs. rent)
	

	
	WIC program
	         Yes            No

	
	At home, do you have:

        Electric
	         Yes            No

	
	        Heat
	         Yes            No

	Living Situation/

Discharge Planning
	At home, do you have: 

        Refrigeration
	         Yes            No

	
	        Running water/Plumbing
	         Yes            No

	
	        Phone
	         Yes            No

	
	        Transportation
	         Yes            No

	
	Person Taking Patient Home
	

	
	Person to Help at Home
	

	
	Currently Using Community Resources     (please list)
	

	
	Outside Agency/Caseworker
	

	
	Car Seat
	         Yes            No

	
	Adoption Planned
	         Yes            No

	Obstetrical History:

Have you had any of these conditions in a prior pregnancy?
	Gestational Diabetes
	         Yes            No

	
	Incompetent Cervix
	         Yes            No

	
	Infertility
	         Yes            No

	
	Intrauterine Growth Restriction
	         Yes            No

	
	Macrosomia (baby weighing > 9 lbs)
	         Yes            No

	
	Pregnancy-Induced Hypertension
	         Yes            No

	
	Placenta Previa/Abruption
	         Yes            No

	
	Rh Sensitization
	         Yes            No

	
	DES exposure
	         Yes            No

	
	Uterine Abnormality
	         Yes            No

	
	Cesarean Section
	         Yes            No

	
	Stillbirth
	         Yes            No

	
	Newborn Death (< 30 days old)
	         Yes            No

	
	Postpartum Depression
	         Yes            No

	
	Postpartum Hemorrhage
	         Yes            No

	
	Other Obstetrical Complications
	

	Medical/Surgical History
	Asthma
	         Yes            No

	
	Diabetes
	         Yes            No

	
	Hypertension
	         Yes            No

	
	Heart Disease
	         Yes            No

	
	Mitral Valve Prolapse
	         Yes            No

	
	Neurologic Disorder
	         Yes            No

	
	Seizures
	         Yes            No

	
	Kidney Disease
	         Yes            No

	
	Liver Disease
	         Yes            No

	
	Phlebitis
	         Yes            No

	
	Thyroid Disease
	         Yes            No

	
	Psychiatric Disorder
	         Yes            No

	
	Major Trauma
	         Yes            No

	
	Abnormal Pap Smear
	         Yes            No

	
	Gynecologic Surgery
	         Yes            No

	
	Hospitalizations/Surgeries
	         Yes            No

	
	Anesthetic Complication
	         Yes            No

	
	Blood Transfusion
	         Yes            No

	
	Other Medical Diseases
	

	
	Mammogram in last 2 years
	         Yes            No

	Infectious History
	Chlamydia
	         Yes            No

	
	Genital Herpes
	         Yes            No

	
	Gonnorhea
	         Yes            No

	
	Hepatitis
	         Yes            No

	
	HIV/AIDS
	         Yes            No

	
	Human Papilloma Virus
	         Yes            No

	
	Syphilis
	         Yes            No

	
	Tuberculosis
	         Yes            No

	Family History:

Have your parents or siblings had any of these conditions?
	Diabetes
	         Yes            No

	
	Heart Disease
	         Yes            No

	
	Hypertension
	         Yes            No

	
	Stroke
	         Yes            No

	
	Cancer
	         Yes            No

	
	Anesthesia Problems
	         Yes            No

	Advance Directive
	Durable Power of Attorney
	

	
	Living Will
	         Yes            No

	
	Organ Donor
	         Yes            No

	Body Piercings/Tatoos
	Please list all body piercings and tatoos
	



