
POOLE AND THOMAS PEDIATRICS, PLC 

PRENATAL VISIT 

DATE ________________________ 

REFERRED BY ___________________________________________________ 

 

PARENT’S NAME _________________________________________________ 

PARENT’S NAME _________________________________________________ 

ADDRESS __________________________________________________________________ 

CITY __________________________ STATE ____________ZIP CODE______________ 

PRIMARY PHONE (____)___________________    HOME/CELL 

SECONDARY PHONE (___)______________________    HOME/CELL 

 

PARENT EMPLOYER ____________________________________________ 

OCCUPATION ____________________________________________ 

PARENT EMPLOYER _____________________________________________ 

OCCUPATION ____________________________________________ 

 

 

OB/MIDWIFE__________________________________   DUE DATE __________________ 

PLANNED HOSPITAL FOR DELIVERY _________________________________________ 

PREGNANCY COMPLICATIONS ______________________________________________ 

______________________________________________________________________________ 

 

BREAST FEEDING           BOTTLE FEEDING            BOTH         UNDECIDED 

 

OTHER INFORMATION YOU WOULD LIKE TO SHARE ________________________ 

_____________________________________________________________________________ 

 

 

NEWBORN  INSURANCE 

 

*IF BOTH PARENTS HAVE INDIVIDUAL MEDICAL INSURANCE POLICIES. 

PLEASE INDICATE BELOW, EACH PARENT’S DATE OF BIRTH AND INSURANCE 

PROVIDER SO WE MAY DETERMINE CORRECT COVERAGE FOR THE FIRST 30 

DAYS. 

 

PARENT’S INSURANCE _________________________________________ 

DATE OF BIRTH ____________________________ 

PARENT’S INSURANCE __________________________________________ 

DATE OF BIRTH ____________________________  


