
Infant Prenatally Substance Exposed Medical/Discharge Information

Infant birth certificate name:
Date of birth: Date of discharge:
Birth weight: Discharge weight:
Birthing hospital: Discharging hospital:
Discharging provider: Discharging unit:

Prenatal/Delivery History
Birth parent age: ________ G_____P____ → ______
Gestational age: ______ weeks by☐ dates ☐ ballard
Delivered via ☐ SVD ☐vacuum assisted vaginal ☐forceps assisted vaginal ☐c-section
Relevant pregnancy/delivery complications: __________________________

☐gHTN☐GDM☐pre-eclampsia/eclampsia☐PPH ☐chorio
Prenatal care initiated with ________ (prenatal provider) at ______ weeks

☐consistent care ☐scant care
Medications during pregnancy:
Maternal medical history:

Labs, Medications, and Screenings
Birth parent blood type:☐A ☐B ☐O ☐+ ☐ -
Antibody screen:☐Positive☐Negative
Infant blood type:☐ Not applicable ☐A ☐B ☐O ☐+ ☐ - DAT☐+ ☐ - ☐NA

Prenatal
Labs

Date Positive Negative Adequately
treated?

Comments

RPR/EIA

HepB

HepC

HIV

Gonorrhea

Chlamydia

Group B
Strep

Prenatal exposure(s): ☐ Buprenorphine ☐ Methadone ☐ Other prescribed opioids
☐ Prescribed benzodiazepines ☐ Alcohol☐ Amphetamines/methamphetamines ☐Benzodiazepines☐
Cocaine☐Non-prescribed fentanyl ☐ Other non-prescribed opioids
☐ THC/cannabis☐ Other: _______________



Newborn genetic/metabolic screen collected:
☐ #1 Date: ____________ Results: _____________
☐ #2 Date: ___________ Results: _____________

Last bilirubin result: ☐Serum ☐Transcutaneous _________ @ ______ HOL
Phototherapy administered?☐Yes ☐No

• Birthing parent toxicology results (not required; only if applicable)
- Urine toxicology testing (date collected: _____): ______________________________
- Urine toxicology testing (date collected: _____): _____________________________

• Infant toxicology results (not required; only if applicable)
- Urine toxicology testing (date collected: _____): _____________________________
- Cord toxicology testing (date collected: ______): _____________________________
- Meconium toxicology testing (date collected: ______): _______________________

Medications
Date

Administered N/A Screening Pass Fail Comment

Vitamin K CCHD

Erythromycin eye
ointment

Hearing
(☐OAE
☐ABR)

Hepatitis B vaccine Car seat
challenge

HBIg Room air
challenge

Other (ex: penicillin): Other:

Other: Other:



NOWS/NAS Hospital Course
• Infant was observed in the hospital for signs/symptoms of NOWS/NAS for _______ days.
• Infant☐DID☐ DID NOT require NICU care

Relevant medical course details:
• Infant☐DID☐ DID NOT require feeding assistance:☐ NG feeds☐Fortified formula/breastmilk
• Infant☐DID☐ DID NOT require pharmacological therapy:

• Infant demonstrated physiologic readiness prior to discharge:
☐ Tolerating feeds and demonstrating weight gain
☐ Can be consoled by caregivers
☐ Sleeps for at least 1 hour uninterrupted
☐ Vital signs within normal limits
☐ No significant skin breakdown

Home Care Plan
Discharge to:☐Biologic parent(s) ☐Kinship ☐Foster placement ☐Other __________________

Biological Family

Name Age Relationship to Infant Contact info

Medications Frequency

Methadone ☐ PRN☐Scheduled Details: ________________

Morphine ☐ PRN☐Scheduled Details: ________________

Clonidine ☐ PRN☐Scheduled Details: ________________

Gabapentin ☐ PRN☐Scheduled Details: ________________

Phenobarbital ☐ PRN☐Scheduled Details: ________________

Other: ☐ PRN☐Scheduled Details: ________________



In-Home Caregivers

Name Age Relationship to Infant Contact info

For Out-Of-Home Placement Only (County: ____________________________)

Role Name Contact info/case number

Caseworker

Supervisor

Guardian Ad Litem

Other:

INFANT DISCHARGE CARE

Follow-up Provider Clinic/PCP: _________________ Next visit: __________ ☐Warm handoff

Feeding Plan ☐ Exclusively nursing
☐ Exclusively bottle feeding

☐Breastmilk☐Formula__________kcal/oz
☐ ______ ounces every _____ hours

☐Nursing and bottlefeeding
☐Breastmilk☐Formula__________kcal/oz
☐ ______ ounces every _____ hours

☐ Other: _________________

Other Discharge Needs Medications:

Follow-up labs:☐N/A☐_________________
Oxygen:☐N/A ☐ ______ LPM at night / continuous
Follow-up referrals:
☐None ☐Early Intervention Services ☐Other:__________________
☐Other:__________________________


