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Rosie Maternity Hospital – Notification of Pregnancy not under care of Rosie community midwives (i.e. registered with GP surgery outside Rosie Hospital catchment)
Notification of pregnancy, for midwife/GP to fully complete and return to the Rosie Hospital 

Section A - Responsible Midwifery Area / Team:

Please indicate who will complete the full booking appointment? 

 FORMCHECKBOX 
 “Out of area” Community midwife to complete full booking appointment 

Date of booking appointment: …………………………………………………………………………………………
Hospital Trust patient booked with: ……………………………………………………………………………………

Community midwife or team name: ….………………………………………………………………………………..

Contact number / email address:.......................................................................................................................
Please complete ALL sections of this form or attach a copy of the booking showing all information.  

Note that all fields are mandatory and need to be completed in the interests of patient safety, incomplete forms will be returned. 

Section B - Patient details:

Forename:

NHS No:


Surname:

Hospital No:


Previous Surnames:

Date of birth:
        

Address:

Home Tel:



Work Tel:



Mobile Tel:



Email Address: 


Postcode:

Ethnicity
 
Date started living at this address


Language of choice 


Is a translator required? 

 FORMCHECKBOX 
 Communication / understanding difficulties: Please specify:


 FORMCHECKBOX 
 Smoker (include vape/ecigarettes)

 FORMCHECKBOX 
 CO monitoring carried out at booking? Please specify result: ..………………………………………………………..……..
 FORMCHECKBOX 
 BMI carried out at booking? Please specify: …………………......……………………………………………………………..

Section C - Eligibility for NHS-funded treatment and GP
Is the patient eligible for NHS-funded treatment? Yes / No  
GP Name: ……………………………………………………………………………………………………………………….........
Surgery address:


Section D - Dating

LMP:…………………………  EDD: ……………….. EDD calculated using; LMP / Dating Scan / conception date
Comments:


Is this a known multiple pregnancy? Yes / No  
Section E - Previous History and Risk Factors
Previous Obstetric History:
Gravida/Parity:


Details of births (continue on additional sheet as required):
	
	Date of birth
	Outcome
	Gestation
	Weight and Centile
	Comments

	1
	
	
	
	
	

	2
	
	
	
	
	

	3
	
	
	
	
	

	4
	
	
	
	
	


Section F – Risk Assessments
 FORMCHECKBOX 
 Previous ectopic pregnancy. All women with a history of ectopic pregnancy or hydatidiform molar pregnancy should be referred to clinic 24 for an early viability scan at 7 weeks – call 01223 217636 to book this.
 FORMCHECKBOX 
 Previous pregnancy or baby affected by Down’s, Edwards’ or Patau’s. Early referral to fetal medicine is required as may be eligible for non-invasive testing (NIPT). Contact 01223 216185 (Mon-Fri 8am to 5.30pm).
Risk factors for pre-term surveillance: Yes / No. If Yes, please indicate risk factor/s which are applicable as will require early referral to the preterm surveillance clinic.  

 FORMCHECKBOX 
 Previous cervical cerclage / suture 
 FORMCHECKBOX 
 Cervical trachelectomy (for cervical cancer)
 FORMCHECKBOX 
 Significant cervical excisional event, i.e. LLETZ where >15mm depth removed, or >1 LLETZ procedure carried out 

     (Date of procedure(s)……………)

 FORMCHECKBOX 
 Previous cervical cone biopsy (Date of procedure(s)……………) 
 FORMCHECKBOX 
 Uterine anomaly e.g. bicornuate or unicornuate uterus, uterus didelphys, uterine septum

 FORMCHECKBOX 
 Resection of uterine septum
 FORMCHECKBOX 
 Intrauterine adhesions (Asherman’s syndrome)

 FORMCHECKBOX 
 Incidental finding of short cervix ≤25 mm on ultrasound scan before 26 weeks (Gestation scan took place………..)

 FORMCHECKBOX 
 Two or more surgical terminations of pregnancies ≥12 weeks’ gestation

 FORMCHECKBOX 
 Previous 2nd trimester loss (16 to 23+6 weeks)
 FORMCHECKBOX 
 Previous spontaneous preterm birth <34/40 (regardless of outcome)

 FORMCHECKBOX 
 Previous preterm prelabour rupture of membranes <34/40
 FORMCHECKBOX 
 Previous delivery by caesarean section at full dilatation 
Risk factors for rainbow clinic referral: Yes / No.  If Yes, please indicate risk factor/s which are applicable  
 FORMCHECKBOX 
 Previous intra uterine/intrapartum death from 20 weeks (not related to fetal abnormality)

 FORMCHECKBOX 
 Previous early neonatal death (not related to extreme spontaneous preterm delivery or fetal abnormality)
Risk factors for fetal growth restriction: Yes / No.  If Yes, please indicate risk factor/s which are applicable  
 FORMCHECKBOX 
 Previous SGA (3-10 centile)
 FORMCHECKBOX 
 Smoker at booking

 FORMCHECKBOX 
 Drug misuse (cocaine/heroin)

 FORMCHECKBOX 
 Age ≥40 years of age by expected due date

 FORMCHECKBOX 
 BMI <18.5kg/m2 with other features (e.g. eating disorder, bowel disorder causing weight loss)
 FORMCHECKBOX 
 Gastric bypass surgery
 FORMCHECKBOX 
 Previous preterm birth or 2nd trimester miscarriage (placental mediated)

 FORMCHECKBOX 
 Chronic kidney disease, hypertension, SLE, APLS, post Fontan, cyanotic congenital heart disease, type 1 diabetes.

 FORMCHECKBOX 
 Previous FGR (<3rd centile)
 FORMCHECKBOX 
 hypertensive disease in previous pregnancy
 FORMCHECKBOX 
 previous stillbirth or abruption with poor neonatal outcome

 FORMCHECKBOX 
 Significant uterine abnormalities, e.g. septate, bicorporeal.
Current pregnancy
 FORMCHECKBOX 
 PAPPA <0.41MoM
 FORMCHECKBOX 
 echogenic bowel (fetal med)
 FORMCHECKBOX 
 significant antenatal bleeding >500ml or 5 presentations >16/40
 FORMCHECKBOX 
  EFW <10th centile at 20/40
 FORMCHECKBOX 
 single umbilical artery
 FORMCHECKBOX 
 Those not suitable for SFH measurement, e.g. BMI ≥35kg/m2 or fibroids.
Past or current history of mental illness: Yes / No.  If Yes, please indicate risk factor/s which are applicable  
 FORMCHECKBOX 
 Moderate to severe depression 

 FORMCHECKBOX 
 Currently under secondary mental health services 

 FORMCHECKBOX 
 Psychiatric admission (>24 hours stay)

 FORMCHECKBOX 
 Significant functional deterioration (e.g. sick leave) 

 FORMCHECKBOX 
 Self-harm or suicide attempts in past year 

 FORMCHECKBOX 
 Bipolar disorder 

 FORMCHECKBOX 
 Schizophrenia 

 FORMCHECKBOX 
 Psychotic depression or illness

 FORMCHECKBOX 
 Previous history of puerperal psychosis 

 FORMCHECKBOX 
 Psychotropic medication – Please Stata Medication
 FORMCHECKBOX 
 Previous post-natal depression (PND) on medication 

 FORMCHECKBOX 
 Any severe perinatal mental illness in a first-degree relative (mother, partner, sister or daughter)
 FORMCHECKBOX 
 Anxiety / depression with deterioration in pregnancy or current concerns as highlighted by Whooley questions 

 FORMCHECKBOX 
 Anxiety / depression wanting advice about medication in pregnancy / breastfeeding 

 FORMCHECKBOX 
 Eating disorder 

 FORMCHECKBOX 
 Post-traumatic stress disorder (PTSD)

 FORMCHECKBOX 
 Obsessive compulsive disorder (OCD)

 FORMCHECKBOX 
 Personality disorder with functional impairment or mental health co-morbidities 

Diabetes

Pre-gestational Diabetes: 

 FORMCHECKBOX 
 Type 1
  FORMCHECKBOX 
 Type 2
  FORMCHECKBOX 
 CF related diabetes

  FORMCHECKBOX 
 MODY (mature onset of diabetes in the young)  

Conditions that require HBGM (Home Blood Glucose Monitoring) following dating scan:
 FORMCHECKBOX 
 Previous Gestational Diabetes (GDM) 
 FORMCHECKBOX 
 Previous bariatric surgery
 FORMCHECKBOX 
 PCOS on Metformin
  FORMCHECKBOX 
 Cystic Fibrosis (CF)
For women outside Cambridgeshire ICB, if there are risk factors for gestational diabetes please refer to Diabetes Specialist midwives via email: add-tr.diabmidwife@nhs.net.
____________________________________________________________________________________________
Section G - Routine and Urgent Referrals

Are there any clinical reasons for early assessment (within 2 weeks) other than those risk factors requiring referral listed above? Yes / No
If yes please give reasons: 


Are there any other reasons for which an obstetric clinic review is required other than those risk factors requiring referral listed above? Yes / No

If yes please give reasons: 


_______________________________________________________________________________________________
Section H - Referrer's details
Please confirm you have checked all relevant risk factors are identified and completed all essential information within this form.

Referring clinician’s signature:

Date:


Name: …………………………………………………………………(print)    Role: ……..…………………………………………
Email address of referring clinician: …...………………...…………………………………………………………………………..

· Once completed please email this form to: add-tr.RosieUltrasound@nhs.net or post to Rosie Maternity Notification of Pregnancy form to The Rosie Hospital, Rosie Ultrasound Department, Box 228, Hills Road, Cambridge, CB2 0QQ
· For urgent referrals, please phone 01223 217657 for advice
· For information / referral advice regarding fetal medicine please phone 01223 216185 or email add-tr.fetal-medicine@nhs.net
· For information / referral advice regarding the pre-term surveillance clinic please phone 01223 348981 or email cuh.ptsrosie@nhs.net 
· For information / referral advice regarding the rainbow clinic please phone 01223 250727 or email cuh.rosierainbowclinic@nhs.net 
· For referral to Clinic 24 (early pregnancy unit) please phone 01223 217636
· For Diabetes referral please contact 01223 586901 or add-tr.diabmidwife@nhs.net
· For the Smokefree Pregnancy team for please email cuh.smokefreepregnancy@nhs.net  
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