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SUPPLEMENTAL NUTRITION PROGRAM FOR WOMEN, INFANTS & CHILDREN





Name:




     Client #:



1.
Who is your health care provider during this pregnancy? 









When is your next appointment with your health care provider? 


  Dentist? 




When was your first visit for prenatal care? ______







__

2.
Is this your first pregnancy?
( No
( Yes
If no, continue this question.

How many pregnancies have you had, including this one? 


What date did your previous pregnancy end? 

 (Possible (63)

Have you experienced any of the following medical problems during any of your pregnancies?

( None
( Gestational diabetes (55)
( Baby with birth defect (70)
( Stillborn (66)
( Baby under 5 lbs 8 oz (68)
( Baby over 8 lbs 12 oz (86)
( Premature baby (88)
( Miscarriage – how many? ______ (66 if 2 or more)
Other (list) 

3.
Do you or your doctor have any concerns about your pregnancy?    ( None
   ( Nausea    ( Vomiting (57 if severe)

( Weight gain     ( Weight loss     ( High blood pressure     ( Heartburn     ( Constipation     ( Swelling

( Gestational diabetes (54)     Other (list) 










4.
Do you have any medical conditions?
( No
( Yes (Possible 90 or 91)

If yes, explain: 











5.
Do you take any medications, vitamins, or herbals? (Possible 48)
( None
( Prenatal vitamins
( Iron pills

( Other vitamins/minerals
( Herbs
( Over-the-counter medications
( Other medications
( Home remedies


If any selected, explain: 

6.
Do you smoke?
( No
( Yes ((81)
If yes, continue question.

How many cigarettes do you smoke each day? 


7.
Does anyone else living in your household smoke inside the home?
(  No
        (Yes  (904)

8.
Did you smoke in the 3 months before you were pregnant?
( No
( Yes

If yes, how many cigarettes did you smoke each day? 


9.
Did you drink alcoholic beverages 3 months before you were pregnant?
( No
( Yes

If yes, how many drinks per week? 


10.
Have you had alcoholic drinks since becoming pregnant?

( No
( Yes, before knowing of pregnancy (82)
( Yes, currently (82)
11.
Have you used street drugs since your pregnancy began?

( No
( Yes, before knowing of pregnancy (80)
( Yes, currently (80)
12.
What kind of activity do you do on most days?
( Walk
( Run
( Bike
( Dance
( Sports
( Swim


( Exercise class/gym
( Garden
( None
Other (list) 





13.
Did you run out of food or money to buy food in the last 6 months?
( No
( Yes
14.
Are you on a special diet?
( No
( Yes


If yes, select:
( Food allergy, list: 



 (52)
( Weight loss 
( Diabetic (91)

( Vegetarian
Other (list) 












15.
Do you have any dental problems that prevent you from eating some foods?
( No
( Yes (95)

If yes, list foods: 








16.
Do you ever use laxatives or induce vomiting to control your weight?
( No
( Yes (96)
17.
How many times a day do you eat? 


 meals


 snacks

18.
What do you drink on most days?

( Water
( Coffee
( Tea
( Regular soda
( Diet soda
( Sports drinks
( Juice
( Kool-Aid®/punch

Milk:
( Whole
( Skim
( Lowfat
( Soy (49/52)
( Lactaid(49)
( Raw (48)
( Goat’s (49/52)
19.
What do you eat on most days?

( Grains
( Vegetables
( Fruits

( Milk products
( Meat and beans
( Fats and sweets
20.
Do you regularly eat things other than food?
( No
( Yes (48)
If yes, select:

( Dirt
( Clay
( Carpet fibers
( Dust
( Ashes
( Laundry starch
( Cigarette butts
( Paint chips

Other (list) 





21.
How do you plan to feed your baby?
( Breastfeed
( Formula
( Combination
( Undecided

If combination, explain: 







22.
Would you like to learn more about breastfeeding?
( Yes
( No

If yes, what topic(s)? 










23.
What nutrition and health concerns do you have today?

Signature

Date
	Prenatal


Nutrition Assessment





�
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Clinic Use (Optional)


Wt: 		  Ht:		  BMI: 		  Hgb: 		  Due Date: 		     Pre-pregnancy Wt: 	___	


Weeks Gestation: 		  Risk Factors: _		____								














( Computer-generated Risk Code


(over)








