











MIDWIVES ON THE MOVE		   HOME VISITING REFERRAL





Email:    � HYPERLINK "mailto:shelleyguthrie@bigpond.com" ��shelleyguthrie@bigpond.com�


Phone:   0422 596 867


Fax:       (07) 38485710








Shelley Guthrie     (P/N 4444901K)


Registered Nurse / Midwife


Director & Chief Midwife








1.	REFERRED BY    








	□ General Practitioner         □ Obstetrician        □ Paediatrician         □ Midwife





	Referral Date:	    ______________________








Referrer Name:      ______________________		Phone:   ______________________		





Referrer Address:  ______________________		Fax:        ______________________


			    


                 


                  ______________________


	Provider Number:	








2.	REASON FOR REFERRAL (Tick all that apply)





	


	□ Limited Support	□ Mother age <18 y.o		□ Mother age > 45 y.o


	□ Family Violence	□ Previous NND / stillbirth		□  Mental Health issues


	□ Risk of PND	□ Breastfeeding support		□  Parentcrafting


	□ BP monitoring / PIH 	□ Other


	     in pregnancy	


	








	





3.	MOTHER               First Name:                                 Surname:





  


GRAVIDA:       ____________                 PARA:                   ______________





EDC:     __________________                Date of Delivery:   _____________





Gestation at birth:   __________ wks     Pregnancy Complications: eg. PIH, medical illness





Birth:   SVD  /  C-Sect  /  Assisted           _______________________________________________________________________


Details: (if necessary) 


_______________________________________________________________________                Perineal Sutures:    Y   /   N			








_______________________________________________________________________








4.	BABY





  


First Name:   _____________________        Surname:    ________________________





DOB:   _____________        Sex:    M   /   F          HEP B:    Y   /   N         VIT K:    Y   /   N                 





                                            NNST:    Y   /   N         Hearing Screen:    Pass   /   Refer   


      


BIRTH WEIGHT:    ____________kg     DISCHARGE WEIGHT:   ______________ kg


 


DISCHARGE AGE:  ____________days    





FEEDING:    Breast   /   Bottle   /   Both   /   Other: _______________________________         

















I, ____________________(mother’s name), have been informed of ‘Midwives on the Move’s’ postnatal home visiting program and give permission for a midwife to visit me and provide postnatal care and education for mother and baby. I also give permission for relevant information to be relayed to my obstetrician / Paediatrician / GP as part of a collaborative arrangement.





Mother’s signature:   ______________	Date: ______________





Referrer’s signature:  ______________	Date: ______________

















