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Facility Address

ANTENATAL CARE RECORD

Reminders:
1. Write legibly in BLOCK LETTERS using black or blue ink only. 6. Record all findings and measurements (BP, weight, temperature) accurately and in
2. Ensure that all required fields are completely filled out; write “N/A” if not the proper units.

applicable. 7. Check or mark only the appropriate boxes for services provided and laboratory tests
3. Provide accurate and updated personal and medical information at all times. requested.

4. Indicate the correct dates (e.g., LMP, EDC, visit dates) using the prescribed format. Specify details when “Others” is selected in any section. )
5. Avoid erasures; if correction is needed, draw a single line over the error, write the Ensure that the attending physician or midwife signs the form with the date

correct entry, and affix your initials. accc_)mplished._ o
10. Review all entries carefully before submission to ensure completeness and accuracy

PART I. PATIENT (MOTHER) INFORMATION

© ©

1. Health Facility Name: PhilHealth Accreditation Number (PAN):l | |-| | | | | | | | | |- |:|
2. Name of Patient: 3. PhilHelth Identification Number (PIN):
Last Name. First Name, Middle Name | | | | | | | | | | | | | |:|
4. Address:
House Subdivision/Barangay City/Municipality Province ZIP Code
number/Street
5 G P ( ) , , ) | Last Mentrual Period (LMP): __ /__ [ l Expected Date of Confinement (EDC): __ /__ [/

6. Brief History of Present Iliness/OB History

PART Il. BIRTH PLAN AND DELIVERY PREPAREDNES

7. Desired Place of Delivery: 15. Available Community Support (e.g., BHWSs)
O Yes O None
If yes, specify:

8. Nearest Birthing Center
Facility Name:
Location: 16. Transport from Home to Facility

Contact Person:

Contact Number:

Estimated Cost:

9. Planned Birth Attendant:

10. Nearest Referral Hospital
Eacmtt.y Name: 17. Emergency Transport to Referral Facility
ocation: Contact Person:
11. Funds for Birth-Related/Emergency Expenses Eotr'nactt E“g‘b?_“
O Prepared O Not Yet Prepared stimated Cost:

18. Identified Blood Donors (at least 2
12.  PhilHealth Membership Orientation Provided: O Yes OO No Donor 1: ¢ ) Contact No.:

Donor 2: Contact No.:

13. Desired Birth Companion:

14. Newborn/Delivery Things Prepared: O Yes O No 19. Birth Plan reviewed during this visit: O Yes O No

PART IlI-A. PHYSICAL EXAMINATION
20. GENERAL SURVEY (PERTINENT FINDINGS PER SYSTEM)

ANTENATAL CARE NO| 1st 2nd 3rd 4t 5th 6th
Date of visit: o A Y Y A Y Y I e e I
(mm/ddlyy)
AOG (in weeks):
Fundic Height (cm):
Fetal Heart Rate:

21. VITAL SIGNS:
BP:
Temperature:
Weight:

22. SERVICES PROVIDED
Tetanus
ImmulrJ1ization: |:| |:| |:| |:| |:| |:|
MMS: L1 oty L] Qty: L1 Qty: L] Qty: L] Qty: L] Qty:
Iron: L oty: ] Qty: ] Qty: ] Qty: ] Qty: ] Qty:
Folic Acid: ] oty: [ ] Qty: [] Qty: [] Qty: [] Qty: [] Qty:
Calcium: |:| Qty: |:| Qty: |:| Qty: |:| Qty: |:| Qty: |:| Qty:
Deworming: ] ] ] ] ] ]
Influenza Vaccine: |[_] ] ] ] ] ]

23. LABORATORIES REQUESTED
Blood Typing: 1 1 ] ] [ ]
CBC: ] ] ] ] ] ]
Urinalysis: ] ] ] ] ] ]
HIV: [ [ 1] ] ] 1]
Syphilis: ] ] ] ] ] ]
Hepatitis B: ] ] ] ] ] ]
OGTT: ] ] 1] 1] ] 1]
BUN: ] ] ] [ [ [
Creatinine: ] ] 1] 1] 1] 1]
FBS: ] ] ] ] ] ]
LDH: ] ] ] ] 1] 1]
SGOT/AST: 1] 1] 1] 1] 1] 1]
SGPT/ALT: — — — [ ] L]
HBAILC: | [ ] ] 1] 1]
Urine C/S: ] ] ] ] ] ]
Ultrasound: — — [ ] 1 [

(Continued at next page)
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24. REFERRED [] Reason [] Reason [] Reason [] Reason [] Reason [] Reason

25. Certification of Attending Physician/Midwife:

| certify that the above information given in this form are true and correct.

SIGNATURE

PRINTED NAME

26. PATIENT’S CONFORME

SIGNATURE

PRINTED NAME

27. DATE SIGNED

PART I1I-B. PHYSICAL EXAMINATION CONTINUATION

28. GENERAL SURVEY (PERTINENT FINDINGS PER SYSTEM)
ANTENATAL CARE NO. 7th 8™ om™ 0™ 11™ 12™

Date of visit: /] Il A A Y Y e e | I

(mm/dd/yy)

AOG (in weeks):

Fundic Height (cm):

Fetal Heart Rate:
29. VITAL SIGNS:

BP:

Temperature:

Weight:

30. SERVICES PROVIDED

Tetanus
Immunization: |:|

MMS: [ Qty:
Iron: []Qty:
Folic Acid: []Qty:
Calcium: []Qty:
Deworming: |:|
Influenza Vaccine: |:|
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31. LABORATORIES REQUESTED

Blood Typing:
CBC:
Urinalysis:
HIV:
Syphilis:
Hepatitis B:
OGTT:
BUN:
Creatinine:
FBS:

LDH:
SGOT/AST:
SGPT/ALT:
HBALC:
Urine C/S:
Ultrasound:
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D 000ooooooooomoog. B
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Reason Reason Reason Reason Reason Reason

32. REFERRED

33. Certification of Attending Physician/Midwife:

| certify that the above information given in this form are true and correct.
SIGNATURE

PRINTED NAME

34. PATIENT'S CONFORME

SIGNATURE

PRINTED NAME

35. DATE SIGNED

Magandang balita! Ang PhilHealth Konsulta ay mas pinagbuti at
pinalawak na para MAS MAALAGAAN KA AT MAGING MALAYO SA SAKIT!

P h i I H eq It h Introducing the PhilHealth YAKAP!

v Libreng konsultasyon at laboratoryo
v Pinadaming gamot (75 na ngayon!)

v/ Libreng cancer screening
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