OFFICIAL - SENSITIVE

National Congenital Anomaly and Rare Disease
Registration Service (NCARDRS)

Data collection form — Antenatal

Please notify any suspected or confirmed anomaly identified antenatally — structural, chromosomal or biochemical.
DO NOT WAIT until final confirmation before sending this form.
Authorised under Section 251 of the NHS Act 2006 to collect information without patient consent (CAG 10-02(d)2015)

MOTHER’S DETAILS ANEUPLOIDY SCREENING DETAILS

(Sticky label, if available) Date (specimen) Test Result

Surname: | | [ ] Ocombined | OAccepted

Forename: | | Ttisktin[ | TmgAsktin] ]
l | Oauad Opecined ONotoffered Reason| |

bAsees I I [ ]Oner O posiive O Negative () Inconclusive
|
|

For office use only

Public Health
England

Hosp. no:

padress at | misktin [ |
ooking:
p d I “ l D pr— l DIAGNOSTIC TEST DETAILS
ostcode: ate of birth: :]
Date (procedure) Sample Result

Ethnic category: O White O Mixed OlIndian O Pakistani (pr:u)] O P O Y O O

cvs Normal (O Abi | Declined
(O Bangladeshi () Other Asian* () Black Caribbean () Black African erma norma ecline
(O Other Black* (O Chinese O Other* (O Not known O amio | Ooftered O Notoftered Reason| |
*If other, please state: I l O Fetal blood OOther, specify: I l
Occupation: I l Karyotype/microarray: I l

BOOKING DETAILS ANTENATAL SCAN DETAILS

Date of 1st booking appointment: :] TS ImES L (e EHlAe) scan.: :
Date USS findings (attach report)

Booking hospital:
ooking hospital: O e ... e .
EDD: :] NT measurement :] mm

Height:[  Jom Weight:[  |kg BME[ ]

Smoking status: (O Current (OEx (ONon (ONever O Not known
Weekly alcohol units at booking: :]

Substance use at booking: OYes (ONo (O Not known Fetal anomaly (18*° — 20*%) scan:
If yes, substance:[ 1st attempt USS findings (attach report)
Date O Normal O Abnormal O Incomplete O Not known

Prescription drugs (1st trimester) inc. dose: I

|
|
| N
|
|

Maternal illnesses: |

l

Folic acid: () Pre and post conception () Post conception only

O Not done, give details: I

2nd attempt USS findings (attach report,
(O Taken, timing unknown (O Not taken O Not known - gs port)
Date O Normal O Abnormal O Incomplete
If taken, dose: (O standard 400mcg O High 5mg
Assisted conception: OYes ONo O Notknown L]
If yes, type: (O Owulation induction O IVF O 1Sl O Not known
Number of previous live births: :] O Not done, give details: |
Number of previous stillbirths (24+ weeks, incl. TOPs): :] Echo/MRI/Other:
Number of previous losses (<24 weeks, incl. TOPs): :] Date Findings (attach report)

Number of previous neonatal deaths: :]

Previous congenital anomalies: | ]

Father’s age at booking: :] years

Family history of anomalies: REFERRAL DETAILS

Maternal: | | Department/Hospital: | ]
Paternal: | |

5 5 5 Consultant: I |
e e DR soomowaoemais
ADDITIONAL DETAILS
O Yes,other O Yes, relationnk () Not known
Use this box/back of the form to extend answers or include any extra information you think is relevant
PREGNANCY DETAILS

Number of fetuses: D

Twin type/chorionicity: | ]
NOTIFIER DETAILS

Please attach copies of any relevant scans/clinic letters/laboratory or

post mortem reports. Name: I |
Please send by secure electronic transfer to your regional NCARDRS office. Details of each HospltaI: I l
regional NCARDRS office can be found at www.gov.uk/phe/ncardrs. )
Department:
. . Email:
Click to lock all form fields a l I
and prevent future editing Tel: I Date: :]



https://www.gov.uk/guidance/the-national-congenital-anomaly-and-rare-disease-registration-service-ncardrs#ncardrs-regional-teams
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