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Prenatal Assessment Form

ABOUT YOU

Today’s Date ________________      Due Date _______________________________

Mother’s Name_________________________________________________________

DOB___________________________ Occupation_____________________________

Place of Work________________________Work Phone  ______________________

Home Phone ________________________  Cell Phone_______________________

Email____________________________________________

Partner’s Name _________________________________________________________

Occupation____________________________ Place of Work ____________________

Work Phone _________________________ Cell Phone ________________________

Email ____________________________________________

How long have you been together ?_________________________________________

Married? _______Yes   ___________No

Siblings Names and Ages_________________________________________________

Others Who Live In Your Household_________________________________________

Will siblings be present at birth?___________________________________________

Plan of care for children during labor?_______________________________________

Plan of care for pets during labor?__________________________________________

Others who will attend your birth?__________________________________________

Referred by:___________________________________________________________

ABOUT CARE PROVIDERS

Primary Provider_____________________________________________________

Type of Practice (Private, Group, HMO)___________________________________

Phone_________________________ Back up Provider______________________

Place of Birth _________________________ Phone _______________________

Homebirth backup hospital?________________________Phone _________________

Pediatrician?______________________________ Phone _______________________

Childbirth Classes___________________________ With Whom__________________

Breastfeeding Classes________________________With Whom__________________

Other Classes__________________________________

Other Health Care providers you see? _______________________________________

SUPPORT INFORMATION

Fears/concerns about pregnancy:_____________________________________________________________

Fears/Concerns about Birth _______________________________________________

______________________________________________________________________

______________________________________________________________________

Trust caregivers? ______________ Trust Birth Center/Hospital/Homebirth?__________

Partner attending birth?_____________ 

Reason wanting a Doula?_________________________________________________

Who supports you this pregnancy ? _____________________________________________________________________

HEALTH HISTORY

General Health:  _____Excellent _________Good __________Fair ___________Poor

Pregnancy Health______________________________________________________

Special Concerns _______________________________________________________________

Allergies (drugs, food, latex)______________________________________________________

Diet__________________________________________________________________

Vitamins ______________________________________________________________

Supplements ___________________________________________________________

Routine Medications including OTC _____________________________________________________

Drink/Smoke/Drugs_____________________ Quantity__________________________

Type of Drugs/Drinks/smoking _____________________________________________

Frequency_____________________________________________________________

Exercise/Frequency_____________________________________________________________

Medical History Check any applicable:

___ Anemia___ Asthma  ___ Anorexia/Bulimia  ___ Bladder/Kidney Infections 

___ Bleeding Disorders  ___ Cancer  ___ Conization/LEEP  ___ Diabetes  ___ Epilepsy

___ Fibroids  ___ Heart Disease  ___ Hepatitis  ___ Herpes ___ HIV ___ Hypoglycemia

___ Hyper/Hypotension  ___ STD’s  ___ TB  ___ Thyroid Disorders  ___ Ulcers

___ Varicosities  ___ Vaginal Infections  

Any major surgeries, injuries, hospitalizations ______________________________________________________________________

History of emotional problems ______________________________________________________________________

Any history of personal trauma (rape, abuse, etc) ______________________________________________________________________

____________________________________________________________________________________________________________________________________________

PREGNANCIES

Pre-pregnancy PMS ___________________ Pain/Cramping_____________________

Coping techniques ______________________________________________________________

Planned Pregnancy_____________________ 

Any cramping/bleeding this pregnancy?________  

Feelings Now _____________________________________________________________________

Difficulty Conceiving __________________ Special technology ___________________

Pregnanies __________________ Miscarriage _____________ Live Births _________ 

Multiples?_________________ Miscarraiges?______________________ 
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History of c/sections?_______________  History of VBAC__________When?________

History of rapid (precipitous labor?) _____________

How has the pregnancy gone so far? Specifics_______________________________

_____________________________________________________________________

_____________________________________________________________________

Check any that apply:

___ Acid Indigestion  ___ Anxiety  ___ Carpal Tunnel Syndrome  ___ Bowel Problems

___ Fatigue  ___ Hemorrhoids  ___ Incontinence  ___ Lack of Sleep  ___ Muscle Cramps___ Nausea/Vomiting  ___ Shortness of Breath  ___ Swelling/Edema

Any complications___________________________________________________________

Prenatal Screening:

Had an ultrasound?______________ How many____________ Results ___________

Other prenatal screening _________________________________________________________

Group B Strep?____________________Gestational Diabetes ________ 

Baby’s Position at last appt._______________________________

Have you breastfed before? Problems? _____________________________________________________________________

Have you ever had postpartum depression? ______________________________________________ When?_________________

Know about the benefits of prenatal yoga? ________

Complementary Care:  Chiropractic________     Massage_____   Craniosacral _______

Acupuncture________   Reiki/Energy Balancing _________  Reflexology ___________

Would you like referrals for complementary care providers?_____________________

LABOR AND BIRTH

What is your vision for this birth?_____________________________________________________________________

______________________________________________________________________

______________________________________________________________________

What are your expectations of your doula?____________________________________

_____________________________________________________________________

_____________________________________________________________________

Where in your body do you usually feel tension?______________________________

How do you manifest tension:

___ difficulty breathing  ___ sweating  ___  panic  ___nausea  ___  moaning 

___ grinding teeth  ___clenching fists  ___ racing heart  ___ anxiety  ___ other_____________

How do you comfort yourself when experiencing stress or pain:

___ distraction  ___ movement  ___ silence  ___turning inward  ___ self-medicating behaviors ___ OTC drugs  ___ hot/cold packs  ___ companionship  ___ other ______________________

What is your plan for coping with the pain of labor? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What should the doula NOT do or say?

Birth Plan Completed _____YES          NO_______     Desire guidance___________

Postpartum Plan Completed  ________YES _______ NO  

Know to call doula when you think labor has started?__________

NEWBORN

Newborn Plan Completed _______YES    NO_______

Infant Feeding _________Breast    Bottle __________ 

Delaying Cord Clamping?____________  Lotus Birth?____________

Discuss:  Vitamin K ___________ Oral?______ Erythromycin for eyes ?____________

Cloth Diapering_____________    Disposable Diapering _____________

Supplies?  ________car seat  _________clothing   ___________ diapering________

Interested in: (check all that apply)

__________ essential oils                  _________pregnancy herbs/tea           __________postpartum herbs/tea      

__________ birth ball                          _________belly casting

__________ flower essences             __________ music for labor/birth

_________ Lotus Birth                

For Service Provider__________________________________________

Checklist for Comfort Measures  ______   Using TENS in Labor______

6 Ways to Progress Labor ______             Dads and Doulas________

Confidentiality Release ______                 Hot and Cold in Labor_______

Strategies to Avoid Meds _____               Breastfeeding Checklist_______

24 Reasons to Birth Ball _____

Postpartum Support Inventory_____

Referrals:_____________________________________________________________
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