GEORGIA
DEPARTMENT OF
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Child’s Information

Georgia Department of Human Resources
Division of Public Health

Georgia Birth Defects Reporting and Information System
NTD Project - Record Review Worksheet

Last Name: First Name: \Y/ N
Street Address: City:
County: State: ZipCode: -
Home Phone: () - Other Phone: () - () -
Pregnancy Information
Date Pregnancy Ended: | Birth Status: Gestational Age Sex:
(mm/dd/yyyy) [] Live birth Estimated by: [ ] Male
||| [ Fetal death (<20 weeks) Neonatal Exam: [ ] Female

[] Fetal death (=20 weeks) Date: ] Unknown
Assisted Reproductive | [] Induced Abortion
Technology: [] Not Stated Last Menstrual Period: Birth Weight (grams):
[ Yes (mm/ddlyyyy)
[1No Medicaid? S S S

[]Yes [ INo
Hispanic/Latino: | Race (select all that apply): Pregnancy History:
[ Yes [] African American [] Native American/Alaska Native
[ ] No [ ] White [] Native Hawaiian/Pacific Islander | Gravida
[ ] Unknown [] Asian

[ ] Unknown Para

Plurality: Type of Delivery:
[]single []Twin []Triplet ] Vaginal [ ] VBAC [ ] C-Section (Primary)

] Other, Specify

If a multiple birth, specify birth order:
[l1st [J2nd []3rd []Other, Specify

[ ] C-Section (Repeat) [ ] Other, Specify

Diagnostic Information

ICD Code Narrative
1)
2)
3)
4)
5)
6)
7
8)
9
10)
Chromosome Studies Prenatal Diagnostic Tests
[]Yes []Yes If yes, type of test:
[1No ] No 1)
[] Pending [] Pending 2)
If yes, karyotype: 3)
Place test done: Results of test:
Name of cytogenetics laboratory: 1) 1)
2) 2)
3) 3)
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Parent’s Information

Mother’s Name: Last First M.1.:
Mother’s Date of Birth (mm/dd/yyyy): Mother’s Medicaid No. Father’s Date of Birth (mm/dd/yyyy):
S N
Father’s Name: Last: First: M.1.:
Hospital Information
Hospital (Place of birth): Mother’s Medical Record Number: Child’s Medical Record Number:
Date of Discharge (mm/dd/yyyy): Discharge Status: Transfer Hospital:
/ / I Alive
———————— ] Transferred .
O] Deceased Date ;)f Dea/th (mm/dd/yyyy):
Birth Attendant Information
Attendant: Last Name: First Name:
Degree: Phone: () -
Other Attendant: Last Name: First Name:
Degree: Phone: ( ) -
Risk Factor and Other Additional Information
GBDRIS Information (Office Use Only): GBDRIS Information (Office Use Only)
Person Completing Form: GBDRIS No.
Last Name: Metabolic Screening: [ Yes [ No
First Name: Birth Certificate #
Date of Report / / Prenatal File: (J Yes [0 No
Date Entered (mm/dd/yyyy): / /
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