
Government of the Republic of Trinidad and Tobago 

Ministry of Health 

Jan 2018/ANC Referral Form/Directorate-Women's Health REG NO/ID _____ _ 
[This line is for internal RHA-USE ONLY: PLEASE GIVE Appointment within ............................................ week(s)] 

NATIONAL OBSTETRIC- REFERRAL FORM 

(Criteria adapted from MOH MCH Manual 2015) 

NAME _______________ AGE ___ TEL NO (s) _________ _ 

GRA VIDA ____ PARA __ _ LMP _________ EDD _______ _ 

POG weeks SURE □ UNSURE 0 USS determined D 

Date: From: LHC/DHF/District Hospital/GP/SPECIALIST I 
Dear Colleague at LHC/ ANC/Emergency Dept at __________ LHC/Hospital 

Please see for further management/delivery and your input as necessary. Please feel free to contact the 

clinic/office for further information and we will be willing to continue shared-care if this is necessary. 

(Tick all that apply below) 

She has a copy of her health records with additional information: Y D N D 

MEDICAL PAST OBSTETRIC PRESENT 
OBSTETRIC 

□ jBP/PREECLAMPSIA □ Recurrent Miscarriages □ Maternal age
□ Previous cerclage □ Grand multipara

BP: mmHg □ Pre-term birth □ APH
□ Pre-eclampsia □ Multiple pregnancy

PROTEINURIA: □ Gestational Diabetes □ Other pelvic mass
□ Previous C-section □ Rhesus Negative

□ DM pre-pregnancy □ Difficult anaesthesia □ Malpresentation>36
□ Hyperglycaemia in □ Uterine scar/surgery weeks
pregnancy □PPH □ Possible SROM
OGTT(WHO criteria) □ Psychiatric □ Possible ZIKV
FBS (>92 mg/di) □ Stillbirth □ TORCH etc
1hr (>180 mg/di) 
2hr (>153 mg/di) 

□ Perinatal/Neonatal death OTHER
□ Severe Jaundice

□ Anaemia:
□ Haemolytic disease

Uterine size for dates 
□ Haemoglobinopathy

□ Blood Gp/Rhesus incomp.
□ Larger: cm 

Specify:
□ Group B strep

□ Smaller: cm 
□ Fetal anomaly
□ Chromosomal

□ STD: □ Post-dates
Other

□ Cardiac (>40 weeks gestation)
□ Pulmonary
□ Renal disease □ Abnormal USS
□ Autoimmune disorder findings
□ Epilepsy/Seizures
□ Thyroid disease
OTHER

Psycho-social 
problems/OTHER 

VACCINE STATUS 

TETANUS 
--

INFLUENZA 
--

RES UL TS (if not attached) 

Hb 
Group 
Rh 
SCT 
HB EP 
VDRL 
HIV 
Hep B 
Rubella 
Other 
HB EP

DHV/Physician Signature _______________ Designation _________ _ 

PRINT NAME/ST AMP 




