   Rhode Island Department of Health

	    Rhode Island Birth Defects Program                        Confidential Case Report -  Healthcare Provider



	            Child Information
	Today’s Date:
	Physician:

	        Last Name:                                                             First Name:                                                                  Middle Name:

	     Address, City, State, Zip:     (RI Residents Only)                           
	Date of Birth:

	      Race:   FORMCHECKBOX 
White    FORMCHECKBOX 
Black or African American    FORMCHECKBOX 
American Indian/Alaskan Eskimo    FORMCHECKBOX 
Asian/Pacific Islander    FORMCHECKBOX 
 Other, specify_______________     FORMCHECKBOX 
Unknown      

	      Hispanic/Latino Ethnicity:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	

	      Sex:       FORMCHECKBOX 
  Male     FORMCHECKBOX 
  Female      FORMCHECKBOX 
  Undetermined
	   Plurality:    FORMCHECKBOX 
 Single    FORMCHECKBOX 
 Twin    FORMCHECKBOX 
 Triplet   FORMCHECKBOX 
 Other____________

	           Mother /Primary Caregiver Information
	

	       Last Name:                                              First Name:                                                                  Middle Name

	      Address, City, State, Zip:                                
	Date of Birth:

	          Diagnosis (as specified in the Health Department regulations):

	       ICD-9 Codes                                                                         Description

	        1.
	

	        2.
	

	        3.
	

	        4.
	

	        5.
	

	     6.
	

	     7.
	

	     8.
	

	     9.
	

	   10.
	

	   11
	

	     Other Information (e.g., syndrome, sequence, association, etc.):

	         Chromosome Studies                                         Test Date                      Test Results

	         FORMCHECKBOX 
 MSAFP (Specify Screen 1, 2 or 4) 
	
	
	

	         FORMCHECKBOX 
 Fetal DNA   
	

	         FORMCHECKBOX 
 FISH
	
	

	         FORMCHECKBOX 
 CVS
	
	

	         FORMCHECKBOX 
 Cytogenetic
	
	

	         FORMCHECKBOX 
 DNA & Related Tests 
	
	

	         FORMCHECKBOX 
Other, please specify
	
	

	        Provider Information

	        Name:

	     Address, City, State, Zip: 
	Phone Number:
	Phone Number:

	     Contact Name: 
	Fax Number:

	

	Please return form to:

Rhode Island Department of Health 

Division of Family Health

 Birth Defects Program

3 Capitol Hill, Room 302

Providence RI  02908

Fax: 401-222-1442

Questions or Comments, please contact:

Sam Viner-Brown, MS

Tel: 401-222-5935

E-mail: samara.viner-brown@health.ri.gov


