USNH OKI 6300/40 (Rev. 1-07) ANTEPARTUM RECORD
US Naval Hospital Okinawa PSC 482 FPO AP 96362

NAME X4 FATHER OF BABY (FOB) 4014
Is FOB involved? SCHOHAME  Yes No
Patient’s Social Security FBFEH D YV — L ¥ Lt X 2 VT 4 —F L — # - -

Sponsor’s Social Security AR P —D Y — ¥ )t F a2 VT 4 —F L — # - -

Contact number % B2 E & 7= Cell Phone #4%:

Mailing Address {3 Fir (25 5E): EMAIL address E A —/L'7 KL A:

Home Phone & Work Phone H £ X OGO BEEE 5

City & State 1fi44 3 Z OV 44

Zip Code H 575

BIRTH DATE #t4AH (A/H/AF) AGE iy RACE Af# RELIGIOUS PREFERENCE =%
A

PRIMARY LANGUAGE H#}[E B

MARITAL STATUS FES0AME: Sy MBEEE Wb DEESS SEP BIJEH

HIGHEST LEVEL OF EDUCATION & #& 5215

OCCUPATION J§2: 1 WORK gt [ HOMEMAKER %8+ [ STUDENT 4=

TYPE OF WORK /i

CATEGORY A7 F VU —:

CURRENT DUTY STATION BIfEDT = —7 4 — AT —3 a »(B5R):

o AD/Rank B N/Z > 7 o Navy ## COMMAND SPONSORED? =t~ RAR P —DHE Yes No
0 Dependent AD Bif%# A\ D F 0 Army [ OTHER INSURANCE? = Dt D ERIEFR Yes No

o Retired 1845 A o Air Force Z2'#

o Dependent Retired 18%% % A\ D F R 0 Marine Corps 5% [%

o DoDDs

Do you prefer your child to be followed by Pediatrics or Family Medicine
BFIAVIFEE, MNEBEOELHIZZTIELWEWIMERHY £T00°2

Are you interested in WIC (Women, Infant, Children Program) [] Yes [ No Do you have any financial needs? Yes No
WIC(EtE, SR, /NRYT v 7T DZERR & D £ 52 TR R BB DO MEED D Y £ 2

First Pregnancy? f/J3£ Yes  No Last Menstrual Period S8 A&/ /




USNH OKI 6300/40 (Rev. 1-07)

ANTEPARTUM RECORD
US Naval Hospital Okinawa PSC 482 FPO AP 96362

PREVIOUS PREGNANCIES

Date Gestation | Length Sex Birth Type of Anesthesia Place of Comments/Complications
MO(Y r Weeks of M/F | Weight | delivery PRI delivery o X v hAPHE
) FEURI% | Labor | PERI | HiAELE | Vaginalor BT
Al AN k& Cesarean
7P OYMTE (%
fAl e, #)
PAST MEDICAL HISTORY
BEfLFE
_ _ _ Comment on “yes’ Disease/Diagnosis _ Comment on “yes’
Disease/Diagnosis Y= remarks LA - remarks
w/LE 2 Yes | Includedate & place of Ye_s Include date & place of
= treatment/medication - treatment/medication
No | L. YESOHE >, No | ¢ L. YESoaV-, &z
EZTEDEORIBEE L TEDIIRIBEELELRE
FE LM EABRRALT NeEABREALTTFSW
T&EWw
Diabetes  HE /R IF Allergies & reactions

Hypertension & i/

Heart Disease /Lg%
Mitral Valve Prolapse

{8 55 I

Autoimmune Disorder

H CuR it

Kidney Disease/UTI/Stones
IR IREERG: B

Neurological disease
/Epilepsy/Migraine
MR T A A/ TRIEN

Psychiatric illness, depression,
postpartum depression

RS 9 W/ PER% 9 O

Hepatitis/Liver/GI disease
T 98/ Hilig, i fbane

Varicosities/Phlebitis
FRRE, F AR

7 U E— L EIES

Blood Type if known
i RH (=) ~AF A

Operations/Hospitalizations
(Year & Reason)

Fhifr & ABE oA 1
WOZFTEIWSHIAT

Anesthetic Complications

JREESE F IR D& BHIE

History of Abnormal Pap
FEH RS TORE

Uterine Abnormalities
TENEE

Infertility and Treatment
AIEAE

Breast or GYN surgery
AERLFE, BRNOFN

Skin Disorders

PG R

Tattoos/Piercing(s)
ANERLET X

(continued on next page)
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Comment on “yes’ Disease/Diagnosis _ Comment on “yes’
Disease/Diagnosis = remarks AN Y= remarks
w/LE 2 Yes | Includedate & place of Ye_s Include date & place of
= treatment/medication - treatment/medication
No | HL. YESOHAL-, NO | ¢ L. YESoHg-, &z
EZTEDRORIBEE L TEDIIRIBEELELRE
ELEN?REABTALT D2EABEALTFEN
Taw
Thyroid Disease Asthma HAZ<
(hypothyroidism/hyperthyroidism)
Thyroid Medications?
Specify dosage of medication.
RIS RE AR 2 (KT E D TAE
fiE) DIEEZEATNETN?
HoLmiEENTLEEWN
History of blood disorders History of blood transfusion(s)
MR R fiil
PERSONAL HISTORY {@AE
DO YOU SMOKE? YES NO ALCOHOL YES NO RECREATIONAL DRUGS YES NO
-1z 7L a—)L FREE, A DA
Amount per day 1 H & Amount per day 1 H & Amount per day 1 H &
How long? ] How long? #iff] How long? #if#]
Do you want to quit? YES NO Last used? Last used?
AR T RO TNTT ) ?
INFECTION HISTORY FAMILY HISTORY Moth C}E’XMEGNTSC{ "
; , other Father Grandmother
TRYLEE FIROBALIE Grandfather Sibling
YES | NO YES | NO ES RN
Chicken pox, measles, mump Hy[gﬁngilon
K WB F75< ™
Tuberculosis Diabetes
Tl i% B PRI
Genital Herpes Heart Disease
PR~ LA M
Sexual Transmitted Disease Epilepsy
PEAT 2 REGMIE ThAhh
High r15‘.11:n(;rflglei£:(tiltls B or Asthma
B T2 ehs
Do you have a cat? Mug{tgll;?jb;t hs
Wit > TOET 2 R
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GENETICS SCREENING —Includes baby’sfather or anyonein either family with:

BLEREE—RBPLADEE., REEFIZZFOFEICTROBLRIIH Y £3502

YES NO

YES

NO

Patient’s age >34 years
BB OFEIRA 34 %A L

Huntington’s Chorea

INCF N PR

Thalassemia (or Italian, Greek, Mediterranean, or
Asian descent):

VI ITHAZUT AN, FU v A, HifEHS
HE, 7T N)

Mental Retardation  A§#HE (If yes,
was person tested for fragile X?)

H L. YES OBA M XERFOREEZZ T
L7enn®

Neural Tube Defect (Spina Bifida
Meningomyelocele, , or Anencephaly)

R R (BNTIRROR. ATRRE. MR
T )

Other inherited genetic or chromosomal

disorder E/EPYRAIREE

2 SEAGERE

Down Syndrome

Canavan disease

HF IR PR

Tay-sachs (or Jewish, Cajun, French Canadian
descent)

TAY Y I
AN AFTHEN)

(HZY AN, =V ¥ N, 7T

Patient or baby’s father had a child with birth
defects not listed above

BEEIZ, RO ADORXBIC EiLICH
FIZLSMT T RMERE DB F S AN D

Hemophilia or other bleeding disorders
AR R MLHR D7 5

Recurrent pregnancy loss or stillbirth

EEVEREE, SEPE

Sickle cell disease or trait (African or African-
American descent)

SRR M Bk M B F 7 TR

Medications since last menstrual period (If
yes, list agents)

WK OB, ETIT, BIE A
YimEERMALE

Congenital heart defect 56 R0 R

Autism B BASE

Cystic Fibrosis (Caucasian descent) ZEfu MR
HEIE

Other significant family history (see
comments)
Z DOMOFEIED I O, BEEAE

If you answer yes to any of the four following questions, please be advised that the provider may be required to report the information

to the proper authorities.

FalD & SOEIDOEZINES  DEHEDFFEB 212 FIZHET S ZEICm ) ET

e Have you ever been a victim of incest, rape, or sexual assault? [1Yes [INo
SETITEBUREZ, LA 7 E23, HERRTOWE L - 72HTIH D ET7 2

e Are you in a relationship with a person who threatens or physically hurts you? [1Yes [/No
BHREIF A= R T = O HENTNEY | BITE2ITTOETH?

e Has anyone forced you to have sexual activities that made you feel uncomfortable? [1Yes [1No

FEDITHEAT A 2l S E L2

e  Within the past year—or since you have been pregnant—have you been hit, slapped, kicked, or otherwise physically hurt by

someone? Yes [INo

VEUNITHRTIZDIEIR L CW RN L BED . BED ORIT, EITHERMISHENCT R AbIE Ln?
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CLINIC POLICIES
7V 7RY —

The patient agrees to arrive 15 minutes prior to ALL their scheduled appointments. The patient must bring their outpatient medical
record to their initial visit with a provider. Active Duty Navy and Marine Corps personnel must have a scheduled appointment with
occupational health for screening. Air Force and Army personnel must go through their command for occupational health screening.
By signing below you are agreeing to our policies

A TORFRRILTRRRO 15 501 FE TIZEE LT IEEN, EF LMk (252 WUV TE2R-o TIRITIRY 8 A,
HAER VEE. WESSBR. 221X OCC (OCCUPATIONAL HEALTH) (Z CEUERZMZZ 22T ER Y ¥ A,
TRICBAEZTHILICE-T iplidFxofsHcAE L TWET,

PRIVACY ACT STATEMENT

TIAN—=T 7 FATA FAL |
The principle purpose for this information is for routine planning and documentation of your health care. Authority for collecting this
information includes Sections 133, 1071-87, 3012, 5031 and 8012, title 10, United States Code and Executive Order 9397. Members
of your medical health care team will have access to this information. For military personnel, disclosure of this information is
mandatory because of the need to document all active duty medical incidents in view of future rights and benefits. In the case of all
other personnel/beneficiaries, the requested information is voluntary. Your signature acknowledges that you have been advised of the
above Privacy Act Statement.
ZOEROER AL H R ORFEHONRE L EHEY TF, BERF—LHBEEZIOFRIIT 78 ATEET, BEAFRLT 78X TEES, T
FLICBEAET D2 LI K> ThRTTFx D58t (Privacy Act Statement) (Z[FE L TWET,

Patient Signature %A > Date B fi}:




