OBSTETRICAL CHECK LIST
Name:____________________________

Age:______________________________

G__P__ __ __ __

EDC:__/__/__

Hospital: ____________

Initial Visit
____  History and Physical

____  Laboratory

____  Vitamins

Subsequent Visits

____  Genetic Chorio (10-12 wks)

____  MSAFP/Triple Screen (16-20 wks)

____  Ultrasound (18-22 wks)

____  Rhogam if indicated (27 wks)

____  Glucose Tolerance Test (28 wks)

____  Hematocrit (28 wks)

____  Tubal papers (30 wks)

____  Kick Counts handout (30 wks)

____  Schedule C-Section if needed (30-32 wks)

____  Records to Hospital (32-34 wks)

____  GBS culture (34-36 wks)

____  Cervix check (36 wks)
____  NST if > 40 wks

Discussion Topics

____  Philosophy




____  Medications

____  After hours care




____  Nutrition

____  Prenatal Classes



____  Peds coverage

____  Travel





____  Breast Feeding

____  Labor Precautions



____  Hospital Registration

____  Anesthesia




____  Vaginal Delivery

____  C-Section




____  Induction

Postnatal Visit

____  Exam and PAP

____  Birth Control
