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	Mother’s Name
 ______________________________________

	Partner’s Name 
_______________________________________

	Names and relationship of others who may be present:
Would you like me to take pictures during your labor and birth experience?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unsure

If so, what would you like pictures of? 

 FORMCHECKBOX 
 Everything   

 FORMCHECKBOX 
 Everything except ___________________   

 FORMCHECKBOX 
 Only before and after the birth, not during   

 FORMCHECKBOX 
 Bonding with Baby    

 FORMCHECKBOX 
 Breastfeeding     

 FORMCHECKBOX 
 Baby being checked over & weighed, etc.  

 FORMCHECKBOX 
 Other ____________________________                                                                    

Please keep in mind a couple of things regarding photography…#1 – It’s helpful to know ahead of time what your care provider’s and/or birth facility’s policy is on pictures being taken, and #2 – Remember that these are not pictures you have to show just anyone – they can be kept private, as a special keepsake for you and your partner and/or the baby someday.

Does your care provider know that you have hired a doula?

 FORMCHECKBOX 
 yes                                                  FORMCHECKBOX 
 no


What types of classes have you taken to prepare for the birth and for bringing baby home?
Are there any religious, cultural, and/or traditional aspects of your life that you would like to have incorporated into your birth experience?  If so, please describe.
Food preferences?         FORMCHECKBOX 
 mom                                             FORMCHECKBOX 
 partner

Food Allergies               FORMCHECKBOX 
 mom                                             FORMCHECKBOX 
 partner

Medicine Allergies         FORMCHECKBOX 
 mom                                             FORMCHECKBOX 
 partner
About Baby

Do you know your baby’s gender?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    
If you have chosen a name for your baby, what is it? (only if you want to share now)
If you have a boy, do you plan to have him circumcised?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unsure
How are you planning to feed your baby?        FORMCHECKBOX 
 Breastfeeding     FORMCHECKBOX 
 Bottle Feeding
When would you like Vitamin K and eye ointment administered     FORMCHECKBOX 
doesn’t matter    FORMCHECKBOX 
  delayed until end of the first hour




	Labor Management

Check as many of the following as you feel apply. 

	When you tense up for whatever reason, where/how do you feel the tension first?

 FORMCHECKBOX 
  Jaw      FORMCHECKBOX 
 Neck      FORMCHECKBOX 
 Hands     FORMCHECKBOX 
 Legs      FORMCHECKBOX 
 Back      FORMCHECKBOX 
 Shoulders    FORMCHECKBOX 
  Hips       FORMCHECKBOX 
 Other: (specify)  

	 FORMCHECKBOX 
  Headache          FORMCHECKBOX 
 Nausea                    FORMCHECKBOX 
 Racing Heart           FORMCHECKBOX 
  Shaking              FORMCHECKBOX 
  Sweating   

 FORMCHECKBOX 
  Nail biting         FORMCHECKBOX 
 Feeling Hot              FORMCHECKBOX 
 Feeling Cold            FORMCHECKBOX 
  Grinding Teeth    FORMCHECKBOX 
 Butterflies 

	In painful situations, how do you comfort yourself?

 FORMCHECKBOX 
  Breathing     FORMCHECKBOX 
 concentrating outward       FORMCHECKBOX 
 Making noise        FORMCHECKBOX 
  Rocking        FORMCHECKBOX 
  Turning Inward  
In labor, what coping techniques do you think you will use?

 FORMCHECKBOX 
  Rhythmic breathing        FORMCHECKBOX 
 Conscious relaxation      FORMCHECKBOX 
 Counter pressure        FORMCHECKBOX 
 Rocking       FORMCHECKBOX 
 Crying   

 FORMCHECKBOX 
  Attention focusing           FORMCHECKBOX 
 Position changes            FORMCHECKBOX 
 Encouragement           FORMCHECKBOX 
 Music          FORMCHECKBOX 
 Singing 

 FORMCHECKBOX 
  Shower or Bath               FORMCHECKBOX 
 Visualization                  FORMCHECKBOX 
 Massage                      FORMCHECKBOX 
 Prayer       

 FORMCHECKBOX 
  Other: (specify)  




	Do you have strong feelings or questions about?

  FORMCHECKBOX 
 Narcotics                                                              FORMCHECKBOX 
 Artificial rupture of membranes

 FORMCHECKBOX 
 heparin lock or IV                                                                FORMCHECKBOX 
 Monitoring

 FORMCHECKBOX 
 epidural                                                                               FORMCHECKBOX 
 pitocin

 FORMCHECKBOX 
 induction                                                                             FORMCHECKBOX 
 others in the room (students)
 FORMCHECKBOX 
 touch/crowning                                                                   FORMCHECKBOX 
 mirror to see crowning/progress
 FORMCHECKBOX 
 Sensitive to touch?                                                               FORMCHECKBOX 
 sensitive to specific words/phrases




What is your biggest fear?

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

What arrangements have you made for help at home during the postpartum period? 

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What types of emotional or physical challenges have you had in the past? 

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How do you prepare for a physical challenge?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
When you think of someplace relaxing, where is that?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any pet peeves/sayings?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is there anything else you feel I should know in order to help you?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Would you like a copy of notes if I have time to take them?  FORMCHECKBOX 
  yes       FORMCHECKBOX 
 no
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