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Family Birthing Center

Welcome to the SBGHC Family Birthing Center. To prepare for the upcoming birth of your baby, we ask that you
complete the following Obstetrical Pre-Admission and Pre-Anesthetic Questionnaire (in case you end up requiring a
C-section) Forms.

Once you fill out these forms you may (1) fax to Walkerton patient registration at (519) 370-2421 (confidential fax #),
(2) register in person at Walkerton patient registration, (3) place them in the locked box outside of the FBC, or (4)
provide them to your medical practitioner. The privacy of your health information is very important, and this will only
be shared with your care providers.

General Information

Last Name: First Name: (as written on Health card)
| prefer to be called: Language(s) spoken:

Date of Birth (yyyy/mm/dd): Age:

Address: City/Town:

Preferred Phone #: Don’t have a phone © Other contact #:

Email Address:

Private Insurance © No © Yes If Yes, name and policy number:

Next of Kin: Relationship to you: Phone #:

Who is caring for you in your pregnancy? (Doctor/Midwife):

Baby’s Due Date (yyyy/mm/dd): Do you have a family doctor? oNo ©Yes

Family Doctor’s name: Office phone #:




Patient Name:

Medical History (see pre-surgical questionnaire as well)

Blood Type? If Negative blood type, did you receive WinRho/Rhogam?
My Height: Pre-pregnancy Weight: Current Weight:
Number of pregnancies Number of children Number of pregnancy losses/stillbirths

Age(s) of children at home

Number of Previous Cesarean Sections: Number of Previous Vaginal Births:

Have you ever had any problems with: osadness ©eating ocsleeping ©anxiety otrauma o other (explain):

Have you ever been treated for depression or post-partum depression? o No © Yes

Problems associated with this pregnancy (i.e. high blood pressure, diabetes, infections, bleeding)?

Problems with previous pregnancies/birth:

Please note, some of the following questions are sensitive. Your privacy is very important. Answering the following questions will
enable us to provide individualized support and resources.

Have you had regular prenatal care: ©No cYes Haveyou attended prenatal classes: © No © Yes o Previously

Will your partner be involved with your pregnancy/birth? o No © Yes o Undecided

Support person in labour: Relationship to you:

Do you have any help or support once your baby arrives? © Same as above ©No help © Other:

Have you arranged care for your child(ren) while you are in the hospital? © No cYes o NA

Do you feel safe in your current living situation? ©No © Yes

Do you plan on returning to your current living situation? © No © Yes




Patient Name:

Have you ever been or are you currently being physically or emotionally abused? o No o Yes (Assaulted Women'’s
Helpline, free at 1-866-863-0511)

Did you drink alcohol prior to pregnancy? o No © Yes - If yes, how many drinks per week:

Do you currently drink alcohol? © No © Yes - If yes, how many drinks per week:

Did you smoke prior to pregnancy? o No © Yes - If yes, when did you stop smoking:

Do you currently smoke cigarettes? o No © Yes - If yes, how many cigarettes per day:
Does anyone in your house smoke? c No © Yes

Do you or your partner use any recreational or street drugs? o No © Yes - If yes, explain:

Is Child & Family Services involved with you? o No ©Yes Are you keeping your baby? o No o Yes

Expectations for the Birth

Are you planning a vaginal birth? o No © Yes - If No proceed to ***

What strategies help you cope with pain?

How would you want to be supported during your labour and birth? o Bath/shower © Birthing ball © Ambulating ©
Breathing techniques © Music © Other:

Are you considering medication for pain management? © Nitrous oxide © Narcotics (IV fentanyl) o Epidural

Open to all of the above 0 Yes © No My care provider has discussed these with me: o Yes o No

***|f you are planning to have a Cesarean Section, what is the reason?

If you have had babies before, how was/were your past birth experience(s)? Please explain:

What did you use for pain management during your previous labour(s)? o Nitrous oxide © Narcotics (IV fentanyl)
o Epidural o Other

Did you Breastfeed your other child(ren)? o No © Yes - If Yes how long?

How do you plan to feed this baby: o Breastfeeding ©Formula o Expressed Breast milk © Combination




Patient Name:

Is there anything else we need to know about you or your baby? Any cultural or religious practices you would like us to
know about?

Patient Signature: Date:

The following to be completed by SBGHC Staff:

Form reviewed by: Date:
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