
Pregnancy Assessment Form

Name_____________________________________  EDC__________ Date Began____________ Date Ended_ __________

IDENTIFYING INFORMATION
(Date of birth, age, marital status, month of pregnancy, etc.)

PRESENT ISSUES
Current Pregnancy

Pregnancy Background

Medical Background

Mental Health

Self Care

Work and Education

Relationships

Stressors



PAST HISTORY
Loss and Trauma

Childhood Experiences

Relationship with Mother

FUTURE VISIONS
Image of Baby

Images of Becoming a Mother

Images or How This Baby Will Change Daily Life

Additional Comments or Observations

Interviewer’s Signature_ _________________________________

For more information contact Parent-Child Relationship Programs • University of Washington • Box 357920 • Seattle, WA 98195-7920 • 206-543-8528 • pcrp@uw.edu • pcrprograms.org


