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 Mother's Name

ID Number

File Number

 Child's Name

ID Number :

  File Number :

 Date of Birth :

 Health Center's Name

Hospital's Name

Tel. Number :

 Region: ....................................... Date of receipt of passport .........../.........../............

 Signature:
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Health Center's Name

 File Number/ Booking Number

Date of Booking

Mother's Name

Age

Nationality

Occupation

Address

Husband’s Name

Contact Number

Emergency Contact

Normal  (      )        Abnormal (     ) what is it….………..Premarital test result

Blood    (      )        Urine        (     )Pregnancy test

Obstetric and Gynecological History

Contraception use:
Yes (    )         No  (    ) 
What is the type? 
..................................
..................................
..................................
.................................

Regular Cycle:    Yes (    )  No (    ) 
Frequency Of Cycle: (    )  days
LMP 
………………………………………
EDD 
………………………………………
Based on: Date  (      )    U/S (      )

Gravida    (     )      para            (     )
Full term  (     )      preterm     (     )
Live birth (     )     Still Birth    (     )
Neonatal death                        (     )
Miscarriage                               (     )
Twins                                           (     )
Previous ectopic pregnancy       (     )
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Past Obstetric History

RemarksComplicationsMode 
of birth

Birth 
Weight

Place of 
birthGenderGestationDate of 

birth

NOYES                      Medical History

    

Essential Hypertension

Diabetes Mellitus

Thyroid disease

Bronchial asthma

Cardiac disease

Deep vein thrombosis

Pulmonary embolism

Sickle cell anemia

Tuberculosis

Epilepsy

Recurrent urinary tract infection

Autoimmune disease

Malignancy

Other(specify)

NOYESPsychological history

Depression  

Anxiety

Other
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NOYESSurgical History

Cesarean-section

If Yes, what's the indication?

D&C

Cervical sutures

Laparotomy

If Yes, what's the indication?

Pelvic floor repair

Myomectomy

Others:

NOYESBlood Transfusion

If Yes, what's the reason?

 Drug History                                           

If Yes, what's the medication?
 Allergy History

If Yes, what's the type?

Family  History
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Social History

Marital status

Education level

Occupation

No    (     )          Yes  (     )  cigarate/day ………………………….Smoking

No    (     )          Yes  (     )                                                              Substance abuse

N0    (     )          Yes  (     )     type …….….     how often …….….Exercise
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Physical Examination

 (            ) cm
 (            ) kg
 (            ) kg/m2

Height              
Weight             
BMI                 

Breast

Thyroid

Respiratory System

Cardiovascular  System

Abdomen

Central Nervous System

Varicose vein

Teeth and Gum

Laboratory Investigations

Blood group & Rhesus factor (RH)

Husband blood  group  & Rh (if needed)

Complete Blood Count (CBC)                     

Serum Ferritin Level

 HbA1C/FBS

Indirect Coombs' Test 

Thyroid Stimulating Hormone Test (TSH)

Hepatitis B surface antigen

Hepatitis C antibodies

Syphilis-VDRL (RPR)

Rubella IgG

Rapid urine Dipstick-test 

Urine C/S
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NoYesObstetric History

1-Previous still birth or neonatal death

2-History of 3 or more consecutive spontaneous miscarriage

3-Birth weight of last baby < 2500 g

4-Birth weight of last baby  > 4500 g

5-Last pregnancy hospital admission for hypertension or preeclampsia / eclampsia 
or preterm labor

6-Previous surgery on reproductive tract as (myomectomy, removal of septum, 
Cesarean Section, Cervical Cerclage)

7- Inherited disorders in the family and birth defects 

8-Previus history of baby with congenital anomalies

NoYesCurrent Pregnancy

9-Diagnosed multiple pregnancy

10-Age less than 18 years

11-If primigravida , and age more than 35 years

12-Vaginal Bleeding

13-Pelvic Mass

14-Blood Pressure 140/90mmhg or more at booking or during visits

15-Diagnosed as GDM/suspected small gestational age (SGA)  or intrauterine 
growth restriction( IUGR )

16-Fetal anomalies were diagnosed by ultasound

17-Perinatal infection screening result positive

18-First trimester screening tests were positive (ultrasound or  biochemical mark-
ers)

19-Isoimmunization RH(-) in current or previous pregnancy
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NoYesGeneral Medical Conditions

20-Diabetes mellitus

21-BMI > 40 kg/m2  or BMI < 18.5 kg/m2

22-History of  haemoglobinopathies

23-History of pulmonary embolism or venous thromboembolism 

24- History of thrombophilia

25- Renal disease

26- Cardiac disease

27- other risk factors not included in the list

Noted: Kindly refer the Mother with any risk to the hospital 
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Uterine Height Chart
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First visit before the 12th week
Actual pregnancy age (         ) weeksVisit’s date 

Mother's Complaint 

Clinical Examination

Blood pressure

(              ) kgWeight             

Pallor

Edema

Laboratory Investigations ( at booking )

Treatment & Immunization

Iron (If needed)

Folic acid

Recommended vaccine

Other treatment (specify)

Assess for referral

 Yes  (        )                                   No    (         )          
- Assess for eligibility by using the clas-

(16-17), Eligible for 
antenatal care at primary health center?

- Other indication for referral?  

Health education

Normal pregnancy

Nutrition

X-ray & medications

Open questions & answers

Next appointment at (18th) weeks

Physician/Midwife comments

Physician/Midwife name & signature
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Ultrasound Examination (Dating Scan)

Gestational sac

Alive (         )                Dead (          )Fetus 

Number of fetus

Crown Rump Length (CRL)

Nuchal Translucency (NT)

Gestational age

EDD

 Other observation

Physician name &signature 
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Second visit at the 18th week
Actual pregnancy age (         ) weeksVisit’s date 

Mother Complaints

Yes    (         )        No    (         )          Fetal movement

Clinical Examination

         (         )    kgWeight             

Blood pressure

Pallor

Edema

Fundal height if > 20 weeks ( plot on 
chart page 22)

Fetal heart sound

Laboratory Investigations

Rapid urine dipstick test 

Complete urine analysis, if needed

Treatments & Immunization

Iron

Calcium & Vitamine D (if needed)

Recommended vaccine

Other treatment (specify)

Assess for referral

        Yes   (       )          No  (       )

- Assess for eligibility by using the 
(16-17), Eli-

gible for primary health care follow up?
- Other indication for referral?  

Health Education

Nutrition

Risk factors in pregnancy

Open questions & answers

Next appointment at (24th) weeks

Physician/Midwife comments

Physician/Midwife name & signature
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Ultrasound Examination (Anatomy Scan)

Alive (      )                       Dead (       )Fetus

Number of fetus

BPD  (      )      HC (      )        AC (      )        FL (      )         Fetal measurements

Estimated fetus weight

Gestational age

EDD

Placenta position

Congenital anomalies

Other observation 

Physician name & signature

.
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Third visit at the 24th week
Actual pregnancy age (           ) weeksVisit’s date 

Mother Complaints

 Yes    (         )        No   (           )          Fetal movement

Clinical Examination

 (          )  kgWeight             

Blood pressure

Pallor

Edema

Fundal height ( plot on chart page 18)

Fetal Heart Sound

Laboratory investigations

Complete Blood Count (CBC)       

Serum Ferritin Level

Oral glucose tolerance test

(OGTT-75gs or 100gs)

 Rapid urine dipstick test 

Complete urine analysis, if needed

Treatment & Immunization 

Iron

Calcium & Vitamine D if needed

Recommended vaccine 

Other treatment (specify)

Assess for referral

  Yes   (         )     No   (          )

- Assess for eligibility by using the clas-
(16-17), Eligible for 

primary health care follow up?

- Other indication for referral?  
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Health education

Nutrition

Exercise

Smoking

Next appointment at (28th) weeks

Physician/Midwife comments

Physician/Midwife name & signature
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Fourth visit at the 28th week
Actual pregnancy age (           ) weeksVisit’s date 

Mother Complaints

Yes  (          )         No   (          )          Fetal movement

Clinical Examination

(          )  kgWeight

Blood pressure

Pallor

Edema

Fundal height ( plot on chart page 18)

Fetal heart sound

Laboratory Investigations

Indirect coombs' test (if she is Rh negative)

Rapid urine dipstick

Complete urine analysis, if needed

Treatment & Immunization

Iron

Anti D (if needed)

Calcium & Vitamine D if needed

Recommended vaccine

Other treatment

Assess for referral

Yes   (           )       No (            )

- Assess for eligibility by using the clas-
(16-17), Eligible for 

primary health care follow up?

- Other indication for referral?  

Health education

Nutrition

Breast feeding

Explain where & when to go in  case of 
emergency

Open questions & answers

Next appointment at (32nd) weeks

Physician/Midwife comments

Physician/Midwife name & signature
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Ultrasound Examination

Fetus Alive (      )                       Dead (       )

Number of fetus

Fetal measurement BPD (       )     HC (       )      AC (       )    FL (      )

Estimated fetus weight

Gestational age

EDD

Placental position

Congenital anomalies

Doppler measurement, if needed 

Other observation

Physician name & signature
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Fifth visit at the 32nd week
Actual pregnancy age (           ) weeksVisit’s date 

Mother Complaints

Yes    (         )       No    (          )          Fetal movement

Clinical Examination

          (         ) KgWeight

Blood pressure

Pallor

Edema

Fundal height ( plot on chart page 18)

Fetal heart sound

Fetal lie and presentation

Laboratory Investigations

Complete Blood Count

Serum ferritin

Rapid urine dipstick

Complete urine analysis, if needed

Treatment & Immunization

Iron

Calcium & Vitamine D if needed

Recommended vaccine

Other treatment

Assess for referral

Yes (           )       No (           )

*Reassess for the risk page (16-17) Eli-

gible for primary health care follow up?    

 *Other indication for referral?

Health education

Breast feeding

Signs of preterm labor
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Importance of postpartum visits

Open questions & answers

Next appointment at (36th ) weeks

Physician/Midwife comments

Physician/Midwife name & signature
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Sixth visit at the 36th week 
Actual pregnancy age (           ) weeksVisit’s date 

Mother Complaints

Yes    (          )           No    (          )          Fetal movement

Clinical Examination

(          ) KgWeight

Blood pressure

Pallor

Edema

Fundal height ( plot on chart page 18)

Fetal heart sound

Fetal lie and presentation

Head engagement

Laboratory Investigations

Rapid urine dipstick

Complete urine analysis, if needed

Treatment & Immunization

Iron

Calcium & Vitamine D if needed

Recommended vaccine

Other treatment

Health education:

Symptoms & Signs of Labor
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 Importance of postpartum visits.

 Family planning

Open questions & answers

Referral to Hospital ( to complete the 
other two ANC  visits at (38th/ 40) weeks

Physician/Midwife comments

Physician/Midwife name & signature

•
  •

•

•
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Seventh visit at the 38th week
Actual pregnancy age (           ) weeksVisit’s date 

Mother Complaints

Yes    (         )          No    (          )   Fetal movement

Clinical Examination

          (          ) kgWeight

Blood pressure

Pallor

Edema

Fundal height ( plot on chart page 18)

Fetal heart sound

Fetal lie and presentation

Head engagement

According to her health status the following will be required

Laboratory Investigations

Ultrasound Examination

 Treatment & Immunization

Health education

Next appointment at (40) weeks

Physician/Midwife comments

Physician/Midwife name & signature
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Eighth visit at the 40 week
Actual pregnancy age (           ) weeksVisit’s date 

Mother Complaints

Yes    (           )         No    (           )   Fetal movement

Clinical Examination

Weight

Blood pressure

Pallor

Edema

Fundal height ( plot on chart page 18)

Fetal heart sound

Fetal lie and presentation

Head engagement

According to her health status the following will be required

Laboratory Investigations

Ultrasound Examination

Treatment & Immunization

Health education

Physician/Midwife comments

Physician/Midwife name & signature
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Summary of Labor 

Admission date to labor room

Admission time

term(    )                          preterm(    )            post- dated (     ) Gestation

Presentation & position

State of membrane

Date & time of birth

Duration of birth

Type of birth

Yes  (     )                           No        (     )Perineum  intact

Yes  (     )                           No        (     )Episiotomy performed

ML   (     )                           Median (     )Types of episiotomy 

1st (     )             2nd (      )           3rd  (      )                      4th (     )

cervical (     )              Vaginal (    )             Para-urethral   (     )    

Others (specify)

Lacerations degree

Yes     (     )                                 No          (     )Lacerations suture

Yes     (     )                                 No          (     )Local anesthetic given

Birth outcome

Male       (     )                                 Female        (      )Sex
Single    (     )                                Twins             (      )Number of baby
Alive      (     )                                 Stillbirth       (      )Viability
Yes          (     )                                 No                  (      )Congenital Abnormalities
1st min (     )                                5th min         (      )Apgar Score

  Hco3Pao2Paco2PHBlood Gases

Arterial

Venous

 Yes (         )                             No (         )Resuscitation take place

 (         )  gmBirth Weight

 (         )  cmLength

(         )  cmHead circumference

 Yes (         )                                 No (    )Complete placenta

 (         )  mlEstimated blood loss
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 Yes (     )                                 No.(     )Placenta sent for pathology
SVD (head)                                          (          )                          

 Assisted breech delivery               (          )

Vaginal delivery after C/S              (          ) 

Operative vaginal delivery            (          )

C/S                                                         (          ) 

indication .................................................................................

Mode of birth

Drugs ( including Anti D)

 If Yes  (    )       day   (    )       reason   ......................................
..................................................................................................

 No     (     )

Admission to ICU

Yes     (     )   period ..................................................................

No     (      ) why? ......................................................................

Mother & newborn contact 
immediately after birth

Physician/Midwife name & signature

 Hepatitis B (         )          Other (        )    Vaccination 

Baby blood group

Metabolic screening            Normal (       )   Abnormal (       )

Hearing screening              Normal (       )    Abnormal (       )

Congenital Heart disease     Normal (       )  Abnormal (       )

if any abnormality what is it ?................................................

Newborn screening

Yes (      )                        NO (     )  why .................................
..............................................................................................

Start of the breast feeding during 

Yes (       )                       NO (        )Did the mother explained the 
right maneuver of breast feeding

Other Comments

Physician/Midwife name & signature
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First Postnatal visit at 1st week
…..…/..……/..……
At PHCC  (        )        At Home (       )
(               ) days

Date of visit
Place of visit
Time of visit after birth

Routine     (         )
Compliant (         )
What is the compliant?

Visit’s Cause

Home delivery      (      )  Hospital delivery                                   (      ) 
Vaginal delivery    (      ) Instrumental delivery                           (      )
Cesarean section  (      )
Single                       (      )   Twins                                                        (      )
Term                         (      )    Preterm         (      )    Post-dated        (      )
Boy                           (      )    Girl                                                            (      ) 
Discharged            (      )     Admitted in hospital                          (      )
if yes why?...........................................................................................

Delivery and baby
outcome

Mother's Assessment
Episiotomy                            (     )      Perineal tear                (     )  

Postpartum hemorrhage (     )     Blood transfusion       (     )  

Urinary complications       (     )     Bowel complications (     ) 

Mood & psychological wellbeing                                        (     )  

Other complications (Specify): .........................................................................

General assessment
 

Prolonged or heavy bleeding              (     )  

Unilateral leg pain and swelling         (     )  

Severe headache and vomiting          (     )  

Postpartum depression                         (     )  

 ................................................................................................................
.......................................................................................................................................................

Clinical Examination

Pulse (         )                 BP (         )             RR (         )               T (         )               Weight (         )

Pallor

Breast examination

Cardiovascular examination

Respiratory examination

Abdomen/Uterus

Perineum

Lower limb
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Local examination for wound ( if present)

Special investigation if needed & its result.

Immunization/Treatment

Newborn assessment

(                )   daysNewborn age

Routine                    (       )

Compliant                (       )

What is the compliant?

Visit’s Cause

Exclusive breast feeding       (       )

Only milk formula                    (       )

Mixed feeding                           (       )

Frequency of feeding             (       ) per  day

Frequency of urination           (       ) per day

Frequency of stooling            (       ) per day

General assessment

Poor feeding or sucking                                          (       )

Fever or hypothermia                                              (       )

Discharge from umbilicus or redness of skin   (       )

Discharge or swelling of the eye                          (       )

Cannot move arms or legs                                     (       )

......................................................................

Vaccination at birth                Hep B (             )                       Other (             )

Result of newborn screening

Hearing screening test                                     Normal (         )   Abnormal (         ) 

Congenital heart disease screening test          Normal (         )   Abnormal (         )

Metabolic screening test                                  Normal (         )   Abnormal (         )

if any abnormality  what is it?........................................................................................................

 ................................................................................................................
.......................................................................................................................................................

Clinical Examination

Temp (         )                                 HR (         )                                 RR (         )

Weight (         ) kg                   Length (         ) cm                   Head circumference (         ) cm

Jaundice
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Peripheral or central cyanosis

Cataracts

Dimorphism

Cleft lip/palate

Muscle tone

Murmur

Hepatomegaly

Splenomegaly

Abdominal masses

Umbilicus

External genital organs

Limbs

Hips

Special investigation if needed & its result.

Immunization/Treatment

Health Education

Reassurance on breast feeding

Healthy diet & exercise

Breast care

Wound care

Umbilical cord care 

Sleeping position for newborn

Neonatal jaunice

Educate about Post natal compli-
cations  as ( UTI, mastitis, breast 
abscess, anemia, puerperal sep-
sis, post partum blue & depres-
sion , DVT……etc
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Next appointment Between
 ( 4th-6th ) weeks from birth

Physician/Midwife name & sig-
nature

Second  Postnatal visit the (4th - 6th) weeks
............./.............../..............

(           )   Weeks

Date of Visit

Time of Visit after birth

Mother's Assessment

Visit’s Cause

 ................................................................................................................
.......................................................................................................................................................

Clinical Examination

Pulse (         )                 BP (         )             RR (         )               T (         )               Weight (         )

Pallor

Breast examination

Cardiovascular system

Respiratory system

Abdomen/ Uterus

Lower limb

Special investigation if needed & its result:

Immunization/Treatment

Infant Assessment 
Health Education
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          Immediate                               Urgent                    Elective      
              

:Time of referra
 Other   Private car      Ambulance    

                                                PATIENT CONDITION ON REFERRAL:                                            
Complaint & Duration                                                                         

Temp           B.P            Resp.rate           Pulse          Wieght             Height             BMIV/S

Clinical & Examination                                                                                                                
………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………

Summary Of interventions                                                                                                 

                                                       Provisional Diagnosis 

Treatment Given

(Time of last dose)

                              Follow Up     Diagnosis & management     
                    Annual check up         General Check up         

Other (Define)            Upon Patient’s Request       

Stamp & Sign of treating Physician                                                                            
Stamp & Sign of technical director                                                                               

KINGDOM OF SAUDI ARABIA
MINISTRY OF HEALTH

General Directorate for PHCC Affairs
General Directorate for health affairs in

 Region......................../

Health Cluster...................................
Health Sector...................................
PHCC................................................

REFERRAL & CONSULTATION FORM

Date                        
             Nat.                      ...................................
Age..........................                        ........
Sex           
                  F                M

Reasons of
Referral

HR51.1

Investigation (Included)
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KINGDOM OF SAUDI ARABIA
MINISTRY OF HEALTH

General Directorate for PHCC Affairs
General Directorate for health affairs in

 Region......................../

Health Cluster...................................
Health Sector...................................
PHCC................................................

 FEEDBACK FORM

Hospital Name : 
Hosp. No : 
     Clinic : 
Patient Name : 

Clinical Findings
....................................................................................................................................................

.....................................................................................................................................................

Result of Investigations                                               
....................................................................................................................................................

.....................................................................................................................................................

Diagnosis:                                                                                                       
.....................................................................................................................................................
.....................................................................................................................................................
.....................................................................................................................................................
.....................................................................................................................................................

Treatment                                                                                                               
....................................................................................................................................................
....................................................................................................................................................

Recommendations                                                                                             
....................................................................................................................................................
....................................................................................................................................................

HR51.2
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          Immediate                               Urgent                    Elective      
              

:Time of referra
 Other   Private car      Ambulance    

                                                PATIENT CONDITION ON REFERRAL:                                            
Complaint & Duration                                                                         

Temp           B.P            Resp.rate           Pulse          Wieght             Height             BMIV/S

Clinical & Examination                                                                                                                
………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………

Summary Of interventions                                                                                                 

                                                       Provisional Diagnosis 

Treatment Given

(Time of last dose)

                              Follow Up     Diagnosis & management     
                    Annual check up         General Check up         

Other (Define)            Upon Patient’s Request       

Stamp & Sign of treating Physician                                                                            
Stamp & Sign of technical director                                                                               

KINGDOM OF SAUDI ARABIA
MINISTRY OF HEALTH

General Directorate for PHCC Affairs
General Directorate for health affairs in

 Region......................../

Health Cluster...................................
Health Sector...................................
PHCC................................................

REFERRAL & CONSULTATION FORM

Date                        
             Nat.                      ...................................
Age..........................                        ........
Sex           
                  F                M

Reasons of
Referral

HR51.1

Investigation (Included)
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KINGDOM OF SAUDI ARABIA
MINISTRY OF HEALTH

General Directorate for PHCC Affairs
General Directorate for health affairs in 

Region......................../

Health Cluster...................................
Health Sector...................................
PHCC................................................

 FEEDBACK FORM

Hospital Name : 
Hosp. No : 
     Clinic : 
Patient Name : 

Clinical Findings
....................................................................................................................................................

.....................................................................................................................................................

Result of Investigations                                               
....................................................................................................................................................

.....................................................................................................................................................

Diagnosis:                                                                                                       
.....................................................................................................................................................
.....................................................................................................................................................
.....................................................................................................................................................
.....................................................................................................................................................

Treatment                                                                                                               
....................................................................................................................................................
....................................................................................................................................................

Recommendations                                                                                             
....................................................................................................................................................
....................................................................................................................................................

HR51.2
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          Immediate                               Urgent                    Elective      
              

:Time of referra
 Other   Private car      Ambulance    

                                                PATIENT CONDITION ON REFERRAL:                                            
Complaint & Duration                                                                         

Temp           B.P            Resp.rate           Pulse          Wieght             Height             BMIV/S

Clinical & Examination                                                                                                                
………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………

Summary Of interventions                                                                                                 

                                                       Provisional Diagnosis 

Treatment Given

(Time of last dose)

                              Follow Up     Diagnosis & management     
                    Annual check up         General Check up         

Other (Define)            Upon Patient’s Request       

Stamp & Sign of treating Physician                                                                            
Stamp & Sign of technical director                                                                               

KINGDOM OF SAUDI ARABIA
MINISTRY OF HEALTH

General Directorate for PHCC Affairs
General Directorate for health affairs in 

Region......................../

Health Cluster...................................
Health Sector...................................
PHCC................................................

REFERRAL & CONSULTATION FORM

Date                        
             Nat.                      ...................................
Age..........................                        ........
Sex           
                  F                M

Reasons of
Referral

HR51.1

Investigation (Included)
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KINGDOM OF SAUDI ARABIA
MINISTRY OF HEALTH

General Directorate for PHCC Affairs
General Directorate for health affairs in 

Region......................../

Health Cluster...................................
Health Sector...................................
PHCC................................................

 FEEDBACK FORM

Hospital Name : 
Hosp. No : 
     Clinic : 
Patient Name : 

Clinical Findings
....................................................................................................................................................

.....................................................................................................................................................

Result of Investigations                                               
....................................................................................................................................................

.....................................................................................................................................................

Diagnosis:                                                                                                       
.....................................................................................................................................................
.....................................................................................................................................................
.....................................................................................................................................................
.....................................................................................................................................................

Treatment                                                                                                               
....................................................................................................................................................
....................................................................................................................................................

Recommendations                                                                                             
....................................................................................................................................................
....................................................................................................................................................

HR51.2






