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,~ ~ 	 Manitoba 
U Y PRIORITY CONTACT 	Health Postpartum Referral Form 

Hoop. No- Hospftal Name Manitoba Health Admission I Region Office 
tratlon Numtief Day 	Mo. 	Yr. I 

Surname Given Name t 	Date 	earth Prtous Sufiame(s)  
~! 

 
Pay 	Mo. 	Yr. 

Parmanant Home Address R.R. Group Box ancJt cStreet & Number City Tovm Village Munlctpallty 	 Postal Coda 

>. 	r 
Temporary address 	 i~ .: 	; }`? Tee 	one NO. io 	,ca I 	een 

HusDand/Sl nl cast btheuNwilda Relative or F - nd - Name & Afidressc 	 Mental 	tus 	 M 	w 	El V 
i t 	J 

 
74 L 	-I 	1 	 Sep- 	❑ 	ow. 	❑ 	CL 	❑ 

MOTHER 	P.RI.N. 	 I INFANT 	P.RI_N- 

Antepartum 
let. Viet 

Glven l nc _- - 	 M. 

Prenatal Care 	❑Na 	IXee 	❑ ~S 	❑,g 	 Ci 	• 	i_ } (a 	FemBk 	s 	11 male 	❑ 	Single 	❑ 	Multiple 

Day 	Mo. 	Yr. Geetatronat Age 	t LLi 1 	1 	wks 	Apgar. 
= F~--~ Childbirth Education 	13 PreAous 	❑ With tMs pregnancy 	❑ Nona 

1 	r 	 a Welaht 	Birth 	 Q 	
Head Cir. 	j~, 	cm 

Smokes 	❑ No tVYca 	(/-I` r" 	1 	Alcohol 	No ❑ 	Yes disoharge 	 8 	Length 	 [fam 

Other Substances 	No ❑ Yes Death 	❑ 	
,• 	 t 

Neonatal 
Day 
	 i 

Mo. 	Yr. 	 ~~:• L S E` 

GonvnenWProblems Feeding 	Bresat Milk 	❑ No 	Yes 	L.-.  
1 	 2 

_ Formula 	[ -10 	i7 Yea  
t 	 2 

Supplements 	 o 	❑ Yes 

Newborn Sctcuninu 	 El 	)onc 	CJ Not Done labour 	Induction 	 es 	Augmentation 	o 	❑ Yee  
2 

Birth 	Date 	IIC 	 Time 	LJ1ZJI.LJ1 hra. Immunrratton 	BcS 	[/tics 	❑ Yea 	Date 
Y ~'~`1G(6~Y1~ 

Statue p1 Infant 	 E '1 ve 	❑ 	Stillborn 

l~Yaalnal 
HBIGIHBV 	{jj 	No 	❑ Yes 	Cate 

 z 	 r 	o. 	Yr. 

	

alio 	 Breech 
ntaneous 	 Forceps 	 Vacuum 

Commis tlProblems 

ntact Perineum 	 epialotomy 	 Laceration 

DFscharg• 	Home WRh mother 	£~ies 	❑ No ❑ Caesarean 	 ❑ Emergency 	❑ Elective 
2 

Commenle/Problems  
1 	 2 

❑ Extended Stay 	❑ Transfer (Facility) 
t 	 z 

❑ Apprehendion Postpartum 	Grande 	L 	 Para  

Rh Poe 	❑ Rh Nag 	RhIG 	, I ~~`~, "~~ , 	~ 
3 

Given 	~~ —1-1 1-1-1 , Ref-mvuishinfl 	(l Agency 	❑ 	private 	❑ Unaedded 
Day 	Mo. 	Yr 1 	 2 	 a 

Rubella Immunization KHa [] 	Yea Nloths~aPfrysican 	/ 2t, 	. 	 '1 	c-  

^~ 	U R _ _ 	MR _ 	MMR (Prefened} 	j r) 7 
MO 	Yr 

Intent's Phyeician  

Nursing 	 ~~1_ 	 `— MFR 	 Lot Na 	 •,,,,,. 

Comments/Problems  L 

G. urse - 	n ..~y~ 
Relenal to P1-IN cuscusaed with Mother 	❑t~lo 	a 	Discharge DateM

vM 
	 Time FI 	I hi& 

1 	2 	 Yr. 
71 

Phone  Other Service Agency. 	 _ 
nrker 

PHN Contact 	❑ No 	❑ Yes, it yea 	Homa v 	 7elehone visit ott1Y isit 	 P 	 ❑ Dxun°d 
Day 	MO. 	Yr 	 3 2 	 Day 	Mo. 	Yr. 	 ~• 

Plannad 
Follow-up 	❑ No 	❑ Yes. tryee 	❑ Short Term 	El Long Term 	[} Phone 	❑ Home 

2 	 t 	 2 	 t 	 7 
N 

Name Rctetrat 	CI No 	❑ Yes 
(Print) 

t 	2 	 Agency 
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