New Baby Questionnaire
You can skip any question you do not want to answer

Today’s date: ____/____/________   
1. Are you currently pregnant? ( Yes  ( No   
       1a.  If yes, Due Date:____/____/_______

2. Baby’s date of birth: ____/____/________
         3. Baby’s gender:__________
4. Baby’s ethnicity:  (mark all that apply)


(  African American


(  American Indian/Alaska Native

(  Asian


(  Hispanic/Latino/a

(  Pacific Islander

(  White/Caucasian

(  Other, specify:__________ 
5.  What county do you live in?   __________________
6.  Your date of birth: ____/____/________    
       7.  Your current age:   ________
8. Your ethnicity:  (mark all that apply)


(  African American

(  American Indian/Alaska Native
(  Asian
(  Hispanic/Latino/a
   
(  Pacific Islander
  
(  White/Caucasian

        (  Other, specify:__________

9. What languages do you speak:
(mark all that apply)

       (  Cambodian - Includes Khmer     
(  English
      

   (  Korean
      (  Spanish          

       (  Chinese – Cantonese        
       
(  Hmong 


   (  Russian
      (  Vietnamese   

       (  Chinese - Mandarin      

(  Japanese  
    

   (  Other _________________


10. Is this the first parenting experience for either you or your spouse/partner? ( Yes  ( No   
11. What language do you usually speak at home?
  
       (  Cambodian - Includes Khmer     
(  English
      

   (  Korean
      (  Spanish          

       (  Chinese – Cantonese        
       
(  Hmong 


   (  Russian
      (  Vietnamese   

       (  Chinese - Mandarin      

(  Japanese  
    

   (  Other _________________

12a. What type of health insurance do you have for yourself?
(  Private health insurance
       (  No health insurance    (  Oregon Health Plan (OHP) or other Medicaid program 

12b. What type of health insurance do you have for your baby? 
(  Private health insurance
       (  No health insurance    (  Oregon Health Plan (OHP) or other Medicaid program 

13.  Are you currently married?     ( Yes  ( No   
14a. For this pregnancy, how far along were you when you first saw a health care provider (like 


 a doctor) for prenatal care (not including any visit that was only for a pregnancy test)?   

    (  0 – 12 weeks    
          (  More than 12 weeks

(  Not at all
14b.  For this pregnancy, how many times did you see a health care provider?


(  5 or more times             (  Less than 5 times


(  Don’t know, still pregnant
15.  What is the highest level of school you have completed?

(  Less than high school     (  Completed high school or GED
(  More than high school

16.  How would you describe your current employment?

(  Employed full-time (35 hrs/week or more)

(  Seasonally employed

· Employed part time




(  Not employed





17. How would you describe your spouse/partner’s current employment?

(  Employed full-time (35 hrs/week or more)

(  Seasonally employed
· Employed part time




(  Not employed






 
(  No spouse/partner

18. How often do you have trouble paying for basic living expenses (rent, food, etc)?

(  Most of the time     (  Some of the time           (  Never

19a. During the past month, have you often been bothered by feeling down, depressed, or hopeless?           ( Yes      (  No

19b. During the past month, have you often been bothered by having little interest or pleasure in doing things?     ( Yes      (  No
20. How would you describe your current family relationships?    
(  Few/minor problems     (  Some problems       (  Serious problems

21. Do you or your partner feel a need to cut down on drinking or drug use (or has someone 
     asked you or your partner to)?      ( Yes         (  No          (  I/we don’t drink or use drugs

22. How many people do you know that you could turn to for support, or talk to about problems, 

concerns, or things that are bothering you?    (  0           (  1
       (  2           (  More than 2

23. Is there anything else you would like us to know about you and your family or any

       additional information or services you are interested in: ______________________________
___________________________________________________________________________
Thank you for completing this form!
This section for program use only:  





Child ID #: ____________________

Is this a multiple birth? Yes / No    
If "Yes," Twin ID: _____________ 
Triplet ID: _____________
Healthy Start Intensive Service:


( Not Eligible (negative screen)



( Interested if available

( Eligible (positive screen, mark initial status →) 

( Declined, too busy








( Declined, feels services are not needed







( Declined, other (explain) _____________
                                                                                            ( Not offered, enrolled in another HV program
BABY’S INFORMATION











FAMILY INFORMATION
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