Childbirth Options, LLC ♥                                                                                                                                                ‘Special Care for All Pregnant Moms’                                                                                                                                                                  
PERSONAL INFORMATION
Email: ________________________________________    Date__________________________ PFMR: _____________
Name__________________________________________          Age________   Birth Date________________________         

Address__________________________________________________   City______________ Zip Code______________

Home Phone____________________________________         Other Phone___________________________________   

Employment: ____________________________________        Occupation____________________________________

Work Phone____________________________________           Social Security__________________________________


Marital Status             ( single     ( engaged     ( married     ( Cohabitant     ( separated   ( divorced     ( widowed 

Name of Mate___________________________________         Phone Number_________________________________

His occupation_____________________________ Age________ DOB________________ SS#___________________

Race:     Self____________________     Mate____________________     Religion_______________________________

Highest Degree Obtained:        Self____________________        Mate____________________     

Who referred you to us / how did you hear about us? ( Children and families   ( Friends and family   ( Recurrent client ( Internet:  (google.com  ( yahoo.com (yellowpages.com (www.childbirthoptions.net (other: _______
General Doctor ___________________________________        Phone Number_________________________________

Pediatrician_______________________________________       Phone Number________________________________

Emergency Contact Person______________________________________      Relationship_______________________

Phone 1_______________________________________          Phone 2 ________________________________________

Method of Payment:      (  Insurance ___________________      (  Medicaid #___________________        (  Self-Paid          

For Office Use Only 

       

  ( Name label   ( Client list      ( Phone list    ( WIC Referral     ( CBR
Initial          ( Preg. Binder     ( Passport     ( Personal Info     ( History     ( H. Start 
                   ( Medical Hx/Genetic/Infection Hx     ( Antepartum F.     ( Letter to OB     ( Initial Labs     ( U/C     
Consents     ( Midwife consent    ( Service Agreement     ( Picture     ( Student 

8-14 wga     ( PE     ( Pap/GC/Chl.     ( AFP Info     ( Diet D. returned     ( Risk Score     

14-20 wga   ( AFP Done   ( AFP Declined    ( AFP Consent     ( U/S Prescription 

20-24 wga   ( Setup CBE     ( Ask for Pediatrician     ( Set BC Visit     ( Register at hospital ___/___/___
24-28 wga   ( GTT     ( CBC          If RH neg     ( Antibody Screen     ( RhoGam/BayRho     

28-34 wga   ( GBS info     ( Set Home Visit     ( Emergency Care Plan     ( BC Consent     

34-36 wga   ( CBC     ( GBS     ( Balance Paid     ( Give Copy of Records

36-40 wga   ( Order antibiotics for GBS     ( Schedule BPP at 39 wga   ( CBR Kit Rcvd
Birth           ( PP Folder     ( Birth Cert. Copy/H. Start     ( Family Picture     ( Sign Consents 

24°pp         ( Baby Bath     ( Foot Prints     ( Gift Bag     ( Baby Gift     ( Letter to Pediatrician     

72° pp 
    ( Activate Newborn’s Medicaid     ( Sign Birth Certificate    ( Send Birth Certificate/H. Start     ( Letter to B/U

6 wks pp    ( Pap smear     ( CBC

OB B/U _________________________ Visits:   ___/___/___at_____ wga    ___/___/___at_____ wga     ___/___/___at_____ wga 
Planned Birth         ( Home        ( BC_________________     ( Hospital _______________     Labor at Home  ( Yes   ( No 
Aqua-Doula Rent   ( Yes   ( No ___________________        Back up Midwife ____________________________

( CBE ___/___/___      ( BC Visit ___/___/___      ( Emergency Care Plan      ( Home Visit ___/___/___     ( Met Birth Team







HTHMC-C/PI/1P


