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Client Information
Healthy Start Community Doula Program


Full Name 		Date

Address
Email Address

Contact Phone Estimated Due Date

	      Medicaid (Y/N)      Insurance Co:_______ _________                      D.O.B _________________
[image: ]


[image: ] Is this your first pregnancy? if not please indicate how many ?
if yes, please specify 	


[image: ] Are you seeing a specialist for this pregnancy ?

if yes, please specify 	


Yes	No



Yes	No





Are you taking any medications during the pregnancy ?
if yes, please specify 	

Yes	No



Please check any of the following medical or skin condition



Allergies Diabetes
High Blood Pressure Pelvic or Cervical Pains Arthritis

Blood Born Disease Anemia
Asthma
Recent Surgery Swelling

Thyroid
Mental Health Concerns Backpains
Breast Cancer


Are you experiencing any of the following:



Domestic Violence Educational barriers DCF Involvement

Lack of prenatal care/inadequate Substance Use                    

Food insecurity Housing instability
Language Barrier









	
Client's Signature	Referring Agency Signature
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