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(R.11/05)

922KAR1:010


Commonwealth of Kentucky

Department for Community Based Services


Medical Information on Child’s Birth 

Please Print or Type

DCBS Number:     



County:     
1. Birth Mother:

Name     
Birthdate     
Race     
2. History of Pregnancy:     


Delivery Weight:     
Weight Gain:     
3. Duration of Pregnancy:      (weeks)

4. Number of Pregnancies:     
a. Number of Abortions:     
Spontaneous:     
Elective:     
b. Number of living Children:     
5. Medical History:

 FORMCHECKBOX 
 Diabetes

 FORMCHECKBOX 
 Epilepsy

 FORMCHECKBOX 
 Hepatitis

 FORMCHECKBOX 
 Infections
 FORMCHECKBOX 
 German Measles
 FORMCHECKBOX 
 HIV

 FORMCHECKBOX 
 Other:      
6. Medication during pregnancy (include over-the-counter drugs and vitamins):

     
7. Drug/Alcohol history:      
8. Laboratory Results:

VDRL  FORMCHECKBOX 
 positive  FORMCHECKBOX 
 negative



RH factor  FORMCHECKBOX 
 positive  FORMCHECKBOX 
 negative
Hepatitis  FORMCHECKBOX 
 positive  FORMCHECKBOX 
 negative

HIV  FORMCHECKBOX 
 positive  FORMCHECKBOX 
 negative

Other:      

9. Labor and Delivery:

Duration of Labors:       (hours)

Medication during labor:      
10. Delivery positions:      
Gestation:       (weeks)

Forceps:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No      
Episiotomy:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No      
Cesarean Section:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No      
11. Child Information
Name:      
Date of Birth:      

Time:      
Weight:       (lb.)       (oz.)

Measurements

Length:       (in.)
Head size:       (in.)
Chest size:       (in.)

Premature:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
      (by weeks) or       (by weight)
12. Delivery in:

 FORMCHECKBOX 
 Hospital

 FORMCHECKBOX 
 Home
Other:     
13. Abnormal Delivery:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 


If yes, explain:      
APGAR:      
14. Complications:

Jaundice:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Apnea:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Other:       (explain)

15. Oxygen therapy:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Type:      
Length of time:      
16. Anomalies or Injuries
Cord Serology  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
RH  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No       Sickle Cell  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 
PKU:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Date:       
Other:      
17. Hearing Screen:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 
Comments:      
18. Medication and/or Treatment

Circumcised:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Cord care:      
Weight and condition at time of release:      
19. Formula

Formula type:      
Feeding pattern:      
Amount:      
Frequency:      
20. Infant went home with mother:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Comments:      
21. Discharge Summary:      
_____________________________________                 _____________________________________

Physician’s Name



       Physician’s Signature

______________________________________

Hospital’s Name         

Return to:                                                        __

     Staff Signature

     Address:      
KentuckyUnbridledSpirit.com
                                                                              An Equal Opportunity Employer M/F/D
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