PLEASE FILL OUT AND BRING TO YOUR FIRST APPOINTMENT OR FAX TO 209-533-4600

Full Name: SS#:

Address

Maiden Name: Mother’s Maiden Name:
Next of Kin: Next of Kin Phone:
Education: Occupation:

Ethnicity: Hispanic?

Gender ldentity:

Smoking Status:

O Currently Smoking per day

Substance Exposure during this pregnancy

O None

O Tobacco O Alcohol

Current Medications and Supplements:

O Prenatals
Height:

0 Omegas

Current Relationship:
Partner’s Name:

O Vitamin D

Pre-pregnancy weight:

O Marijuana

Sexual Orientation

O Quit:

O Never Smoked

How long have you been together/date:

Partner’s Education:

Partner’s Phone:

SS#:

Partner’s Occupation:

O Medications: O Other

Olron OOther O Other
DOB:

Married? Date:

Partner’s address (if different):

O abnormal pap

O herpes

O gonorrhea

O chlamydia

O syphilis

O genital warts/HPV
O vaginal/rectal itch
O vaginal bleeding

O painful intercourse

O other problems or disease:

O Surgery (date & type):

O Chronic Health Issues (Issue/Onset):

HEALTH HISTORY

Do you have or ever had any of the following abnormal findings?

O allergy/asthma

O anemia

O cancer

O diabetes

O varicosities

O breast surgery

O uterine abnormalities
O bloody stools

O trauma

O O O O o o o o o

high blood pressure
heart disease

thyroid issues
autoimmune disorders
dental problems
infertility

DES exposure

kidney disease/stones

sexual abuse

O frequent headaches

O tuberculosis (TB) exposure
O intestinal/digestion problems
O bladder infections

O lumps in breast

O liver disease/hepatitis

O Tuberculosis

O domestic violence

O Neurologic problems




Allergies:

O Environmental

O Food

Is there any family history of:

O twins

O cancer

O diabetes

O heart disease

O high blood pressure

O metabolic disorders

Family Member
Mother

Father

Maternal Grandmother
Maternal Grandfather
Paternal Grandmother
Paternal Grandfather

Siblings:

Living
Living
Living
Living
Living

Living

Living
Living

Living

O Drugs/Medications

Onset:
Onset:
Onset:

Onset:
Onset:
Onset:

Onset:
Onset:
Onset:

O Childhood O Adult
O Childhood O Adult
O Childhood O Adult

O Childhood O Adult
O Childhood O Adult
O Childhood O Adult

Reaction:
Reaction:
Reaction:

Reaction:
Reaction:
Reaction:

O Childhood O Adult Reaction:
O Childhood O Adult Reaction:
O Childhood O Adult Reaction:

FAMILY HISTORY

O thalassemia

O neural tube defect/spina bifida

O congenital heart defect

O down syndrome

O tay-sachs

O autism

FAMILY MEMBERS

Any health issues and/or cause of death

Deceased

O Mild
O mild
O Mmild

O Mmild
O Mild
O mild

O Moderate
O Moderate
O Moderate

[ Moderate
O Moderate
O Moderate

O Severe
O Severe
O Severe

O Severe
O Severe
O Severe

O Mild O Moderate [ Severe
O Mild O Moderate O Severe
O Mild O Moderate [ Severe

O sickle cell

O hemophilia

O muscular dystrophy

O cystic fibrosis

O intellectual disability

O other

Deceased

Deceased

Deceased

Deceased

O O O o o O

Deceased

O

Deceased

O Deceased

O Deceased




PAST PREGNANCY HISTORY

If you have been pregnant before, check all that applies to a previous pregnancy:

O high blood pressure O premature delivery O toxemia
O out of hospital delivery O swelling in hands / feet O induction of labor
O protein in urine O forceps/vacuum for delivery O RH injection
O sugarin urine O kidney problem O bladder infection
O anemia O convulsions O postpartum anemia
O general itching O cesarean delivery O hemorrhage after delivery
O premature labor O infection after delivery O breast abscess / infection
O blood transfusion O abortion #: O jaundice of newborn
O miscarriage O other:
Date:
CHILDREN
Name Birth | Weight Weeks Labor | Medications | Epis/Tear Length of Home or Complications
Date Gestation | Hours Breastfeeding | Hospital?
CURRENT PREGNANCY

First day of your last menstrual period

Have you:
O Seen an OB/Doctor/Midwife

O Had lab work done
O Had an ultrasound

If yes, date of first appointment:
Number of appointments:

Was this pregnancy planned?




Date of Birth:

Comprehensive Perinatal Services Program ~ CPSP
Combined Perinatal Assessments Psychosocial, Health Education, and Nutrition

Name:

PSYCHOSOCIAL
Do you have any medical problems or concerns with
this pregnancy? UNo O Yes

Type of housing you currently live in:
O apartment O house O hotel/motel O car
O trailer O emergency shelter O other

Do you have the following where you live?
(please check all that apply)

O Tub/shower O Electricity O Refrigerator
O Heat O Stove O Toilet

O Telephone O Cold Water O Hot Water

Do you feel your current housing meets your needs?
UNo O Yes
If not, why?

Do you feel your house is safe? UNo O Yes
If not, why?

If there are guns in your home, how are they stored?

How do you store:
Knives?

Medications?

Vitamins?

Cleaning agents?

Who do you live with?
Name Relationship Age

Do any of your or your partner's children live with
someone else? UNo O Yes

How do you get along with baby's father?

Who do you turn to for emotional support?

Do you have household help/childcare available?
dNo O Yes

Any family member / friends causing problems for
you or a family member? dNo O Yes

What things in your life do you feel good about?

In the past month, how often have you felt that you
could not control the important things in your life?
O often O sometimes O rarely O never

Any current family problems? (check all that apply)
O recent deaths O illness O immigration
O extreme anger O separation O divorce

O unemployment O legal O probation

O finances O illness O housing

O Child Protective Services U None

What things in your life would you like to change?

What do you do when you get upset?

What do you and your partner do when you have
disagreements?

Do you ever feel afraid or threatened by your
partner? dNo O Yes



Name:

Date of Birth:

Comprehensive Perinatal Services Program ~ CPSP
Combined Perinatal Assessments Psychosocial, Health Education, and Nutrition

Many women have had unpleasant physical or
sexual experiences, being hurt, physically,
emotionally or sexually.

Have you ever been physically or emotionally
threatened, beaten, pushed, injured, or taken part in
sexual activities against your will? WU No O Yes
Has anyone else in your family or your partner ever
experienced any of the above? UNo OYes

Have you ever talked to a counselor? 4 No OYes

Would you feel comfortable talking to a counselor if
you had a problem? dNo OYes

Do you ever get depressed? dNo OYes

Have you ever felt so bad that you planned or
attempted suicide? dANo OYes

Ever been prescribed medicine for emotional

problems? U No OYes
If yes, what:

Ever been hospitalized for psychiatric or emotional
problems? UNo O Yes
FINANCIAL HEALTH

Source of financial support:
Are you currently working? QNo OYes
Where? Hours per week

Employment plans after pregnancy:

Partner's current employment:

Will the father of the baby help you and your baby?

Parenting? dNo OYes
Financially? dNo OYes
With transportation? dANo OYes
With food? UNo OYes

Do you or others in your home skip meals due to

lack of money? UNo  OYes

Do you and your family have enough clothes?
dNo  OYes

Are you currently receiving any of the following
services?
O WIC O AFDC O Cal-Learn
O Emergency food assistance O Food Stamps
O Pregnancy-related disability insurance benefits
O Interfaith (food, clothing, furniture, etc)

U None

Will you have problems keeping your appointments?
UNo OYes

If yes, is the problem?

O transportation O work O school O child care

O other:

Transportation to your appointments will be by:
Obus Owalk Otaxi O-car O other
OCAHW/Medi-Cal transportation services/help

Do you always use a seat belt? dNo O Yes
Will you have a car seat for your baby before the
birth? dNo O Yes

EDUCATION/ COMPREHENSION
Which best describes how you read?
O Like to read and read often
O Can read, but do not read often
O Do not read

Which best describes how you like to learn:

O pictures/diagrams O reading (handouts)

O classes/groups O talk one on one

O watch a video O being shown how to do it
O other:

Any mental, emotional, or physical conditions
(hearing, vision, ADD, depression, or learning
disabilities) that affect the way you learn?

4 No O Yes
EXERCISE
How much & what kind of exercise do you do?
Type?
How often?
How long?




Name:

Date of Birth:

Comprehensive Perinatal Services Program ~ CPSP
Combined Perinatal Assessments Psychosocial, Health Education, and Nutrition

FAMILY PLANNING

Have you ever used any of these methods of birth
control? (check all that apply)

O Birth Control Pills O Cervical Cap
O Diaphragm O Depo-Provera
O Abstinence O Male Condoms

O Natural Family Planning O Female Condoms
O Implants O Foam/Jelly O Withdrawal
O IUD O Vaginal Contraceptive Film

O Other: U None
HEALTH CARE

Have you used health care services in U.S. in the

past? UNo O Yes

Have you ever had trouble finding a doctor?
UNo O Yes

Have you been to the dentist in the past year?
UNo O Yes

Do you have any traditional, cultural or religious
customs about pregnancy and childbirth that you
would like supported? dNo O Yes

Who gives you advice about being pregnant?

What are the most important things they have
advised?

Do you use any home remedies? WNo O Yes
If yes, what do they do for you?

FLUIDS
Do you drink? (please check all that apply)
O coffee O blacktea O cola Osoda O juice
O Kool Aid O decaf coffee or teas
U None
If yes, cups per day?

Do you drink herb teas? UNo O Yes

If yes, what kinds?
If yes, cups per day?

Do you drink milk? dNo O Yes
If yes, what kind?

O whole O2% O 1% ONF O soy

O other

If yes, cups per day?

What kind of water do you drink?
O distilled Ocity O bottled O ditch
O river O carbonated O other: WNone

Ever drink alcohol? (please check all that apply)

Obeer O wine coolers O mixed drinks
O wine O hard liquor O liqueurs
Other:

UNone

How often did you drink alcohol before pregnancy?
O daily O weekends O 3-4 times a week
O 1-2 times per month O rarely O never

Have your alcohol habits changed since pregnancy?

dNo O Yes
If yes, how?
EXPOSURES
Are you exposed to chemicals or other dangers:
(check all that apply)

O athome O atwork? O with hobbies
If so, what?

No known exposures

Ever used street drugs? (please check all that apply)
O cocaine O crank O mushrooms O LSD
O PCP O crack O heroin O pot O speed

U None
If yes; type, amount, frequency:
Ever used marijuana (pot)? UNo O Yes
Currently using marijuana? UNo O Yes

If yes; amount?
If not currently using; when did you stop?




Name:

Date of Birth:

Comprehensive Perinatal Services Program ~ CPSP
Combined Perinatal Assessments Psychosocial, Health Education, and Nutrition

Exposed to second-hand smoke: (check all that
apply)

Otobacco smoke O marijuana smoke

O meth smoke O forest fire smoke

If yes, explain: dNone

Are there alcohol or drug use or issues for your
partner or family members? UNo O Yes

INFANT FEEDING PLANS
O Breast O Formula O Both O Don't know
Previous Breastfeeding experience? W No OYes
How long? Any trouble? U No OYes

GOALS

Besides having a healthy baby, what are your goals
during this pregnancy?

What would like to learn more about?

CURRENT DISCOMFORTS
O Fatigue, sleeping problems
O Nausea O Heartburn
O Vomiting O Edema
O Constipation O headaches
O Diarrhea O Other

U None

EATING HABITS
Appetite: O Poor O Good O Fair O
Uncontrolled

Eating habits change since pregnant? A No O Yes

If yes, How?
Meals / day
Water Cups / day

Snacks / day

Cravings (non-food items): W None
O lIce O Laundry starch O Cornstarch
O Dirt/Clay O Plaster/Paste O Other:

Foods / beverages avoided:

U None
Reason:
Food Allergies?

Ever on a special diet? O Diabetic O low salt
O vegetarian O weight loss O low fat

{ None
Who buys your food?
Who cooks meals?
PRENATAL EDUCATION
Have you taken prenatal classes previously?
dNo O Yes
Previous experience with:
Pregnancy/ prenatal care? dNo O Yes
Birth? UNo O Yes
Postpartum self-care? UNo O Yes
Infant care and safety? dNo O Yes
Planning to attend classes? dNo O Yes

Who will accompany you?

Do you plan to have someone present at the birth?
dNo O Yes
Who?

Do you plan to have someone help you when you
first come home with the baby? UNo O Yes
Who?




24 Hour Diet Intake

Name: Birth Date:

Circle:  Pregnant Non-Pregnant Breast-feeding Summary

Instructions: Write down everything you ate and drank in one day (24hrs). Protein Milk Breads Fruits

Include between meal snacks, the amount of each item, and the time of day. Ce?eal Vegsg;ies

Time | ity reand rank e amounts. S T T P E

Total glasses of water:

Comments & follow up: Servings eaten
pregnant/breastfeeding 3 4 7 1
25+ yrs. nonpregnant 2 2 6 1
11-24 yrs. nonpregnant 2 3 7 1

Difference

Interviewer: Signature & Title:




