IN CONFIDENCE REPORT OF ANTI-EPILEPTIC DRUGS (AED’S) IN 

PREGNANCY – EPILEPSY FOLLOW UP











        PLEASE PRINT

Maternal Data (or affix Label)                                                                 

Patient CHI/UNIT Number:



_________________________________

Surname:____________________________

DOB:____________________________

Forename____________________________

EDD: ____________________________

Address: ____________________________

or Date of Delivery:_________________ 

____________________________________
Gestational Age 

____________________________________
 at time of Registration:______________

Seizure History

Date or age of onset of epilepsy:_________

Aetiology if known:________________

Seizure Types

Major (tonic-clonic)

     Yes/No

Seizures During Pregnancy:
Yes/No

Other (please specify):
1._________
 
Seizures During Pregnancy:
Yes/No





2 _________ 
 
Seizures During Pregnancy:
Yes/No

AED Treatment

AED Treatment During Pregnancy:

(please include daily doses, dates and indications
___________________________

if any changes made)




___________________________








___________________________

Was Folic Acid Prescribed?:
Yes/No
            ___________________________

Preconceptually?:

Yes/No/Don’t Know  ___________________________

Dose:



400Mcgs 5Mgs Other ___________________________ 

Other treatment during pregnancy:


___________________________

AED Treatment 3/12 prior to conception

(please include daily doses, dates and indications
___________________________

if any changes made)




___________________________

Other Treatment 3/12 prior to conception

___________________________








___________________________








___________________________

Current AED Treatment (dose and frequency)
___________________________








___________________________

Does this patient currently attend a specialist clinic for her epilepsy?
Yes/No

If Yes, who does she see and where
_______________________________________

_____________________________________________________________________

General Practitioner Details:

Name:________________________

Phone No: _____________________________

Address:______________________

Fax No:     _____________________________

_____________________________

Form Completed by: _____________________

_____________________________

Date Form Completed: ___________________

Where did you/your patient hear about this register? _________________________________

Please send completed form to:-

Dr J I Morrow, Consultant Neurologist, Department of Neurology (Ward4E), Royal Victoria Hospital, Belfast, BT12 6BA.
Telephone No:
 028 90240503 ext. 3525  Fax: 028 90235258

Thank you for your time.

