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	PIMS
Birth Information Form



This form collects information on the target pregnancy/birth and on the target child.  This form should be completed at the time of intake (postnatal intake) or at the time of the target delivery (prenatal intake).

	Participant’s Name:
	
	Participant ID:
	


	Pregnancy ID:

	________  (A, B, C, …)


	Child ID:

	________  (0, 1, 2, 3, …)


	Gender:

	□   Female        □  Male


	Ethnic Category: (check one)
	□  Hispanic

□ Non-hispanic
	□ Unknown

			
	Race Category: (check one)
	□  Black
□ White
□ Asian/Pacific Islander

	□ Multiracial

□ American Indian, Eskimo or Aleut

			
	Race/Ethnic 
Subcategory:
(check one)
	□  Not applicable
□  Aleut
□  American Indian
□  Asian Indian
□  Cambodian
□  Chinese
□  Cuban
□  Filipino
□  Guamenian
□  Hawaiian
□  Hmong
	□  Japanese
□  Korean
□  Loatian
□  Mexican
□  Other Asian/ Pacific Islander
□  Other Hispanic
□  Pakistani
□  Puerto Rican
□  Thai
□  Vietnamese
□  Other (specify): __________________

		
	Father Name:

	___________________________

	
	Child’s Birth Date:

	_______/_______/_______
	_______/_______/_______


	Gestational Age:

	____________ weeks

	
	If PREMATURE

Birth, Due Date:
	_______/_______/_______

	

	
	Birth Weight:

______________________ grams

5-min APGAR:

______________________

Delivery Method:
(check one)
□  Vaginal birth – spontaneous
□  Vaginal birth – induced
□  Cesarean – routine
□  Cesarean – emergency

Nursery Type:
(check one)
□ Normal
□ Intermediate

□ Intensive
□ Unknown

Target Child's
Health at Birth:
(check all that apply)
□ Normal
□ Positive Alcohol Screen
□ Positive Drug Screen
□ Birth Complications (general)

     □ Birth Defects
     □ Delivery Complications
     □ Newborn Complications
□ Other (specify) : ____________________
□ Unknown

⁪ 

Child History Baseline

Child Last Name:

________________________________

Child First Name:

________________________________

Pediatrician Last Name: 

________________________________

Pediatrician First Name:

________________________________

Pediatrician Phone:

________________________________

Clinic Name:

________________________________

ND MIECHV   Did child come home from hospital with participant?   
□  Yes    □  Unknown   □  No
Explanation:______________________________________________________________⁪



	Date form completed:
	______________
	Date of data entry:
	____________________
	Data entered by:
	_________________________
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