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PRENATAL HOME VISIT
Medical necessity for the visit:  _________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Date of visit:                          Time of arrival: _________Gravida: _____Para: _____AB:_____

EDC: _______Weeks Gestation: _________Complications: ____________________________

____________________________________________________________________________

Current Medications: ___________________________________________________________

____________________________________________________________________________


A. Family Unit:

Mother’s age: ____ Education: _________Employment: _______________________________

Father’s age: _____Education: _________Employment: _______________________________

(Involvement: ____ yes ____ no)

Others living in household and their ages: ___________________________________________

_____________________________________________________________________________

Other support system: ___________________________________________________________

B. Environment

Adequate  Inadequate    N/A

Comments/Counseling
	1. Housing
	
	
	
	

	2. Heating/Cooling/Plumbing
	
	
	
	

	3. Electricity/Refrigeration/ Food      Supply
	
	
	
	

	4. Water supply/fluoridation
	
	
	
	

	5. Rodents/insects/pests
	
	
	
	

	6. Transportation
	
	
	
	

	7. Fire hazards or other dangers       (i.e. lead exposure)
	
	
	
	


C. Health Behavior
                  Present      Absent 
      N/A

Comments/Counseling
	1. Smoking (self or household)
	
	
	
	

	2. Alcohol or drug use in household (self or household)
	
	
	
	

	3. Adequate nutritional intake
	
	
	
	

	4. Excessive stress
	
	
	
	

	5. Signs of depression/anxiety
	
	
	
	

	6. Adequate coping skills
	
	
	
	

	7. Adequate support system
	
	
	
	

	8. Threat or fear of violence
	
	
	
	


D. Patient referrals based on above information:



______________________________________________________________________________________________

E. Physical Assessment:   

 




                                         Comments/Counseling

	Blood Pressure=
	

	Temperature=
	

	Pulse=
	

	Respirations=
	

	Fetal Heart Tones/Movement=
	

	Pre-pregnancy Wt.=       Gain/Loss=
	





     Yes
    No


            Comments/Counseling

	Headaches
	
	
	

	Hemorrhoids
	
	
	

	Nausea/Vomiting
	
	
	

	Dizziness
	
	
	

	Edema
	
	
	

	Abdominal pain/Contr.
	
	
	

	Heartburn
	
	
	

	Backaches
	
	
	

	Constipation/Diarrhea
	
	
	

	Dysuria/Hematuria
	
	
	

	Vaginal Bleeding/Odor
	
	
	

	Leg cramps
	
	
	

	Varicosities
	
	
	

	Dental Problems
	
	
	


F. Laboratory (if ordered):

Blood glucose: _______Date: ______Time: _______Venipuncture: ________Date: ________Time: _________

Urine dipstick: _______Date: ______Time: _______Other: ______________Date: ________Time: _________

G. Counseling/Education :  

Check all that apply

a. Keeping prenatal appointments

_____

b. Dental care



_____

c. Breastfeeding



_____

d. Dietary needs, vitamins, iron

_____

e. Normal emotional changes/feelings

_____

f. Common discomforts


_____

g. STD/HIV prevention


_____

h. Sexual relations/douching


_____

i. Lead exposure prevention


_____

j. Smoking, Alcohol, Drugs


_____

k. Fetal growth and development

_____

l. Education /Work



_____

m. Pre-term Labor recognition/prevention
_____

n. Complications of pregnancy/childbirth
_____

o. Exercise and rest



_____

p. Sibling preparation


_____

q. Childbirth Education Classes

_____

r. Newborn care/preparations

_____

s. Labor and delivery preparation

_____

t. Parenting skills



_____

u. Postpartum preparation


_____

v. Contraception



_____

w. Domestic Violence


_____

x. Other:




_____

Patient verbalized understanding of counseling/education: Yes:_____
No:_____

Follow-up visit needed? Yes: _____
No: _____ If yes, explain reason__________________________                  ______________________________________________________________________________________

   Patient/Partner’s concerns: ______________________________________________________________

Patient’s signature: _______________________________

Prenatal Care Provider: ___________________________

Time of departure: _______________
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