Help your baby have a healthy start in life!

Please answer the following quesfions fo find out if anything in your life could affect your health
or your baby's health. Your answers are confidential. “ou may qualify for free services from the:
Healthy Start Program or the Healthy Families Program, no matter what your income level isl
(Please complete in ink.p*

Today's Date:
1. Hawve you gradusted from high school or
racaived a GED?

; 12. In the last month, how many alcoholic drinks did you
Are you married now? hawa par wonk? ny yo

11. What race are you? Check one or more.

Are there any children at home younger
than & years old? N N
4. Arethere any children at home with 13. L'::Eﬁ;ﬂg}:"g' m;‘;ﬂgﬂﬂgﬂrﬂmfm‘?ld you

medical or special needa?
la thiz & good time for you to be pregnant?

6. In the last month, have you felt down,
depressed or hopeleas?

7. In the last month, have you felt alone 1E. Is this your first pregnancy?
when facing problems?

14. Thinking back to just before ot nant, did you
wanttﬁ:a-.......?l you got preg yo

8. Hawve you ever received mental health
services or counseling? 16. Please mark any of the following that have happened.

9. Inthe last year, has someone you know
tried to hurt youw or threaten you?

10. Do you have trouble paying your bills?

| Hame: First Last ML Soviad Seourity Number: Date of Barth [mo/day/fyr): | 17. Age:
| Strect address (apartment complex name. mumiber): Coumty: City: Stake: Zip Code:
~
3 Prenatal Care oovered by: Best timie bo comt@ol me:
o . . Phvone #1
=1 O Mediaaid O Private Insuramos
O Mo Inzuramcs O Ozher Phomne #2

| auihorize the exchange of my health information between the Healthy Start Program, Healthy Start Prowviders, Healthy Start Coaltions,
Healthy Families Florida, WIC, Florida Department of Health, and my health care prowiders for the purposes of providing senvices, paying for
senvices, improving quality of services or program eligibility. This authorization remains in effect until revoked in writing by me.

Patient Signature: Date:

Please initial: Yes Mo | also authonize specific health information to be exchanged as described above, which
includes amy of my mental health, TB, alcohodidrug abwse, STD, or HWVIAIDS information.

# I your o not want fo panicipate In the screening process, please compiete the patent INDmmation seciian anly and sign beiow:

Sagnature: Date:

LMP {ma fday fyrj: JERD (moidayiyr- 18. Pre-Pregnancy:

Wi lbs. Hedight: ___ _fr. __ in. BMl:

- Provider's Hame: Provider’s 1Dz 19. Pregnancy Interval Less Than 18 Months? DI H/A O Mo
g 20. Trimester at 15t Prenatal Yisit?
|| Provider'z Phane Humber: Provider’s County: 21. Does patient have: an Alness that requires angoing medioal care?
-

Healthy Start Check One: O Referred to Healthy Start. if acore <6, specify:

Screening Score: O Mot Referred to Healthy Start.

Provider'slinterviewsr’s Signature and Title Diarte {maidanylyr]
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