
Sunrise Midwifery 
24901 N. Crosby Rd, Prosser, WA  99350 

509-780-3330 or 509-250-2072 

Emergency Transport Information 
 
Client Name _________________________________ DOB_________ Age _________  

Client address __________________________________________________________  

Client phone:  home_______________________ cell ____________________________  

Emergency contact name and number _______________________________________  

Insurance company ______________________________________________________  

                 Policy # _______________________________________________________  

Gestation________   EDD_________ U/S confirm  Y  N        G___P___A___L___ 

Blood type_____  Rh___  Antibody___@___wks  Hgb/Hct _____________@___wks 

HIV___  Rubella_________  Serology___  Hep B___  GBS___@___wks 

Allergies _______________________________________________________________  

Pertinent info ___________________________________________________________  

 
 

MATERNAL                               Vitals prior to transport:  date_________ time_________ 

B/P________  Pulse_______  Resp_______  Temp_______   EBL__________ 

Dil_____  Eff_____  Station_____  Meds given _________________________________  

Reason for transport _____________________________________________________  

 
 
 

NEWBORN                                 Vitals prior to transport:  date_________time_________ 

Apgars:   1 min_____   5 min_____   10 min_____  

Resuscitation needed?  Y N   stimulation / O2 / chest compression / bag-mask 

Pulse_______  Resp_______  Temp_______rectal / axilla / temporal artery / ear 

Reason for transport _____________________________________________________  

 
 

 Time 

Client sig ____________________________ 
 
Witness (if needed) ____________________ 
 
Midwife sig ___________________________ 

EMS called  
Client left  
Hospital notified 
Name:  

OB notified 
Name:   

Ped notified 
Name:  
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