Place C Label Here





Medical Card #____________




                                  Private Ins. #______________



POSTPARTUM MATERNAL HOME VISIT

Medical necessity for the visit: ___________________________________________________

_____________________________________________________________________________

Date of visit: _______ Time of arrival: __________Gravida: ____Para: ____AB: _______

Date of delivery: _________ Gestational age: _________ Birth wt.: _____ Sex: ______

Feeding method: _____________

Type of delivery: Vaginal_____ VBAC_____ Primary C/S_____ Repeat C/S________ 

Forceps _____Vacuum Assisted ______ Medications: _________________________________ 

Complications of birth:  _________________________________________________________

_____________________________________________________________________________

Family Unit:

Mother’s age: ______ Education: __________ Employment: ____________________________

Father’s age: _______ Education: __________ Employment: ____________________________

Others in household and their ages: _________________________________________________


A. COPING SKILLS: (check the appropriate column)

        Present   Absent

Comments/Counseling

	1. Adequate Support System
	
	
	

	2. Excessive Stress
	
	
	

	3. Signs of Depression/Anxiety
	
	
	

	4. Irrational behavior/fears
	
	
	

	5.Threat or history of domestic       violence
	
	
	


B. HEALTH BEHAVIORS: (check the appropriate column)

                                                 Present   Absent      

Comments/Counseling
	1. Adequate nutrition
	
	
	

	2. Adequate rest
	
	
	

	3. Appropriate exercise
	
	
	

	4. Physical complaints
	
	
	

	5. Folic Acid/ Multivitamin
	
	
	

	6. Alcohol or drug use (self or household)
	
	
	

	7. Smoking (self or household)
	
	
	


C. REFERRALS/APPOINTMENTS: (check the appropriate column)

           Location          Date

Comments/Counseling
	1.Women’s Health/Family Planning
	
	
	

	2. WIC
	
	
	

	3. Other
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D. Physical Assessment of the Mother: (check the appropriate column)

 
B/P _____Pulse_____ Resp. ____   Temp. _____  Wt.______

   Normal  Abnormal

Comments/Counseling

	1. General Appearance 
	
	
	

	2. Nutritional Status/Appetite


	
	
	

	3. Mental Status

(including maternal bonding, depression)
	
	
	

	4. Lungs (auscultation)

Nonsmoker  Smoker @         cigarettes/day
	
	
	

	5. Breasts (soft, engorged, lactating)

    Nipples (intact, sore/cracked, inverted)
	
	
	

	6. Abdomen (palpation, fundus, incision)


	
	
	

	7. Incision (intact, healing, edema, redness,  odor)

Abdominal (    )  Episiotomy (     )
	
	
	

	8. Lochia (color, amount, odor,  clots)
	
	
	

	9.Urinary habits (frequency, color, dysuria, hematuria)
	
	
	

	10. Bowel habits (control, frequency, constipation, diarrhea, hemorrhoids)
	
	
	


E. Patient Education and Counseling: (check all that apply)

a. Personal hygiene



______

b. Rest and sleep




______

c. Nutrition and fluids



______

d. Breast Care




______

e. S/S Postpartum Depression


______

f. Lead exposure/Prevention


______

g. Contraception




______

h. Sexual relations




______

i. Postpartum/FP exam



______

j. Substance abuse



______

k. Domestic Violence



______

Comments:  ____________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

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

Follow-up visit needed?
Yes: _____
No: _____ (If yes, explain reason) _____________________________________________________________________                  _____________________________________________________________________

Patient’s concerns: _____________________________________________________

_____________________________________________________________________

_____________________________________________________________________

Patient’s Signature: ____________________________

Postpartum Care Provider: ______________________

Time of departure: ________________
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