Place C Label Here





Medical Card #____________




                                  Private Ins. #______________

POSTPARTUM HOME VISIT—NEWBORN ASSESSMENT

Medical necessity for the visit: ___________________________________________________

_____________________________________________________________________________

Date of visit: _______ Time of arrival: __________ 

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

Baby’s name: _______________________ Feeding method: _____________

Medications: _________________________________ Type of delivery: Vaginal_____ VBAC_____ Primary C/S_____ Repeat C/S________ Forceps _____Vacuum Assisted ______ 

Complications of birth:  _________________________________________________________

_____________________________________________________________________________

Family Unit:

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

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

Others in household and their ages: _________________________________________________


A. INFANT CARE: (check appropriate column)

   Appropriate Inappropriate

Comments/Counseling
	1. Physical Care
	
	
	

	2. Feeding patterns 

(# oz. q ___hrs.)

(# feedings/oz./24hrs.)
	
	
	

	3. Emotional needs of baby
	
	
	

	4. Environment
	
	
	

	5. Sleep habits
	
	
	


B. Physical Assessment of the Infant: HR____ Pulse ____Resp.____ Temp. ___Wt.___

(check appropriate column)               Normal  Abnormal

Comments/Counseling

	1. General Appearance/Cleanliness

Temperature                        axillary/ear
	
	
	

	2. Activity Level/Sleep cycles/Contentment between feedings
	
	
	

	3. Skin 

(jaundice, redness, peeling, turgor, rashes, lesions, bruising)
	
	
	

	4. Fontanelles 

(sunken, bulging)
	
	
	

	5. Eyes, Ears, Nose, Throat

(patent/discharge)
	
	
	

	6. Heart/Lungs

Apical pulse:              Respirations:
	
	
	

	7. Abdomen/umbilical cord 

(tone, color, drainage)
	
	
	

	8. Extremities 

(flexion, movement, symmetry)
	
	
	

	9. Reflexes 

(Moro, suck, grasp)
	
	
	

	10. Elimination

(bowel and bladder)
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C. REFERRALS/APPOINTMENTS: (check appropriate column)

           Location          Date

Comments/Counseling
	1. Well child /Preventive Health
	
	
	

	2. WIC
	
	
	

	3. Child Care
	
	
	

	4. Other
	
	
	


D. Parent Education and Counseling: (check all that apply)

a. Breast/Bottle feeding/Feeding patterns
______

b. Newborn physical care


______

c. S/S of illness in newborn


______

d. Safety/ Infant positioning


______

e. Respiratory Complications


______

f. Diaper/Rash care



______

g. Cord care


                        ______

h. Circumcision care



______

i. Lead exposure/Prevention


______

j. Immunizations




______

k. Emotional needs of infant/siblings

______

l. Second Hand Smoke



______

m. Car Seat Safety



______

Comments:  ____________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

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

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

Parent’s concerns: _____________________________________________________

_____________________________________________________________________

_____________________________________________________________________

Parent’s Signature: ____________________________

Postpartum Care Provider: ______________________

Time of departure: ________________
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