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	BIRTH AND DELIVERY INFORMATION
Please Mail Completed form to the following:


(name)     
Department of Children and Families

(mailing address, including building/room number)     
(city)     , Florida  (zip code)     
	BABY

	Child’s Name

     
	Respiration:
if more delay 
than on APGAR, how long?

	Date of Birth
Sex
Race

     
 FORMDROPDOWN 

 FORMDROPDOWN 

	Induced?

	Place of birth

     
	Term:  Number of Weeks?

	Weight and measurements at birth:
	If premature, give details of care on attached sheet.

	
Weight / Length:
	Eye Prophylaxis

	
    Head / Chest:

	

	APGAR RATING:___________ (check one on each line below):
	PKU Test



	Heart Rate
 FORMCHECKBOX 
 0
 FORMCHECKBOX 
 1
 FORMCHECKBOX 
 2
	Circumcision

	Date


	Respiratory Effort
 FORMCHECKBOX 
 0
 FORMCHECKBOX 
 1
 FORMCHECKBOX 
 2

Muscle Tone
 FORMCHECKBOX 
 0
 FORMCHECKBOX 
 1
 FORMCHECKBOX 
 2
	List any special tests, examinations, operations, abnormalities, defects.

	Reflex Responses
 FORMCHECKBOX 
 0
 FORMCHECKBOX 
 1
 FORMCHECKBOX 
 2

Color
 FORMCHECKBOX 
 0
 FORMCHECKBOX 
 1
 FORMCHECKBOX 
 2
	


	MOTHER

	Mother’s Name

     
	Age
     

	Weight gained during pregnancy


	Number of other pregnancies


	Complications during pregnancy, illnesses, abnormalities; drugs given to abort; drugs for illness, to induce labor; etc.



	Vaginal discharge, monilial infection



	Delivery Date:_____________________________________

Presentation:______________________________________
	Laboratory Tests

	Type of Delivery:___________________________________
	
Date
Results

	Anesthesia:_______________________________________

Surgery:__________________________________________
	Serology
	
	

	Complications:_____________________________________

Duration of Labor:___________________________________
	RH Factor & Blood Type
	
	

	Signature


	Title


	Hospital


	Date
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