Birthplan Questionnaire

(In order for your doula to provide you with personalized care, please complete the following questionnaire.  All information will be kept confidential.)

Name:_____________________________________________Age:________________

Partner’s Name:_____________________________________Age:_________________

Pregnancy #___________________Due Date:__________________________________

Children/Ages:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Address:________________________________________________________________________________________________________________________________________________________________________________________________________________

Directions to your home:___________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Phone Number: (H):________________(W):_________________(Cell):_____________

Others:__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Children/relatives/significant others living with you: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  

Who in addition to your partner gives you support.?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Health and Pregnancy Information

Please circle any of the following that apply to you

Asthma/Breathing problems
Heart Problem


Surgeries (explain below)

Abuse History


High Blood Pressure

Sexually Transmitted Disease

Substance Abuse

Diabetes


Headaches

Smoking


Varicose Veins

Infertility

Other (explain)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe any previous pregnancies and/or childbirth experiences:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have there been any problems with this pregnancy or with previous pregnancies?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How do you feel about your healthcare provider(s) (Doctor or midwife)?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you had any prenatal testing?  If yes, what were the results?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you taking any medications, vitamins or herbal supplements?  Please list:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are the most stressful aspects of your life at the present time?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you experienced any significant losses or other life traumas?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your greatest concerns or fears about this upcoming birth?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Imagine your ideal birth?  What would make it ideal?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How do you imagine I can be most helpful to you now and during your labor?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

