Self Assessment

DEAR EXPECTANT MOTHER

A primary goal of our Right From the Start Program is to identify and meet your individual needs during

your pregnancy and hospital stay. To help us meet this goal, please complete this questionnaire and fol-
low the instructions on the “COUNTDOWN TO PARENTING” form.

Name OB Doctor
Phone Cell Phone
Your due date Date form completed

Please circle your answers.
1. Marital status: MARRIED  SINGLE  SEPARATED  DIVORCED  WIDOWED

2. Is this your first delivery at Community Memorial Hospital? YES NO

3. Do you eat a nutritious diet? YES NO

4. Do you have dietary restrictions or preferences? YES NO
Specify

5. Are you taking medications on a regular basis (include prenatal vitamins) YES NO
Please list

6. Do you consider your bowel and bladder function to be normal? YES NO

7. Do you have difficulty hearing or communicating? YES NO

8. Do you have a need for special teaching? YES NO

9. How do you learn best?

(Circle): EXPLANATIONS  READING  VISUAL/DEMONSTRATION  NO PREFERENCE
10. Do you have physical restrictions or limitations that could interfere with:

= Labor or birth? YES NO

= Caring for your baby? YES NO
11. Do you have problems performing your daily activities because of inadequate rest? YES NO
12. Do you have religious beliefs or cultural practices we should note during

your hospital stay? YES NO

Specify

13. Do you have an Advance Directive such as a Living Will
or Power of Attorney for Health Care? YES NO
= Would you like to receive information about completing an Advance Directive?  YES NO
< Would you like an opportunity to complete an Advance Directive? YES NO
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14.

15.
16.

17.
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22.
23.

24.
25.

26.
27.

28.

29.

30.

31.
32.
33.

Has there been physical, emotional, verbal or sexual abuse in any

of your relationships? YES
Do you have a problem with or a history of depression? YES
In general, how do you feel about yourself?

= Rate on a scale of 1 (negative) to 10 (very positive):

How do you plan to feed your baby? BREAST BOTTLE  UNDECIDED

If you are bottle feeding, do you have a formula preference? YES
= If YES, please specify:

If you smoke, have you cut down? NOT APPLICABLE YES
Have you ever considered quitting smoking? NOT APPLICABLE YES
During your pregnancy, how much alcohol do you drink in one week?

NONE 1-5 DRINKS 6-10 DRINKS OVER 10 DRINKS

Have you used street drugs in the past 12 months? YES
Do you feel prepared to manage labor and child care? YES
< If NO, did you sign up for classes or plan to visit the Resource Center at CMH?  YES
Do you have concerns or stress regarding your pregnancy or baby care? YES
Do you have any other significant concerns or stress in your life that we should

know about? (Specify under “COMMENTS” below) YES
Are you concerned about lack of help when you go home with your baby? YES
Do you have any questions/concerns about birth control, family planning or

sexual issues? YES
Have you ever had a sexually transmitted disease/infection? YES
Have you had surgery in the past? YES
« Did you experience any problems as a result of the anesthesia? YES
 If YES, please explain:

Does your insurance cover:

= Your pregnancy and hospital stay? YES NO

= Your baby’s hospital stay? YES NO

Do you have other financial concerns? YES
If you have a baby boy, will you have him circumcised? YES

Who will be your baby’s doctor during his/her hospital stay?

NO
NO

NO

NO
NO

NO
NO
NO
NO

NO
NO

NO
NO
NO
NO

NO
NO

(If you don’t have a doctor and need assistance to locate one, please contact

Careconnection at Community Memorial Hospital, (262) 251-1001 or 1-800-246-8332.)

COMMENTS:
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