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AI-generated content may be incorrect.]Safe Cribs for Missouri Program
PRENATAL FOLLOW-UP ASSESSMENT AND EDUCATION
       (To be completed when infant is 4-6 weeks old.)
      This form can be used to collect client information that will be entered into the electronic database.
Partnering Agency
Date: __________________________                                      
[bookmark: _Hlk210290007]Were you able to complete the follow-up visit with the client?      ☐ Yes  ☐ No
Please explain why the client follow-up is incomplete: _______________________________________________
Information about the attempts to contact the Client for follow-up Assessment:
Attempt Made	Date		 Time		   Method of Contact
Attempt 1		_________________________________________________________
Attempt 2		_________________________________________________________
Attempt 3		_________________________________________________________
Please explain why no further contact attempts with the client were made:
____________________________________________________________________________________________
Location the follow-up visit was completed:  ☐ In the Client’s home   ☐ In the Office   ☐ Via Telephone
Client Information
Client’s Name: ___________________________________________
Number of births this pregnancy:   ☐ One child    ☐ Twins    ☐ Triplets    ☐ Quadruplets or more
Infant(s) Information
[bookmark: _Hlk210224072][bookmark: _Hlk212035397]	Baby’s Date of Birth	                        Baby’s full name 	                            Baby’s Gender: __________                                                                                         
	Baby’s full name 	                                  Baby’s Gender: ______________                
	Baby’s full name 	                                  Baby’s Gender: ______________                
	Baby’s full name 	                                  Baby’s Gender: ______________               
       Baby’s Ethnicity:     ☐ Hispanic or Latino    ☐ Not Hispanic or Latino
         Baby’s Race: (Check all that apply) 
        ☐American Indian or Alaska Native			☐ Asian 			☐ Native Hawaiian or Pacific
      ☐Black/African American				Subcategories:			Islander
      ☐White						☐ Asian Indian			Subcategories:
      ☐Don’t Know/Not sure				☐ Chinese			☐ Native Hawaiian
      ☐Declined to Answer		 			☐ Filipino			☐ Guamanian or Chamorro
      ☐Other: (please specify)				☐ Korean			☐ Samoan
_____________________				☐ Vietnamese			☐ Other: (please specify)
						☐ Other: (please specify)		_____________________                                                 
							           ___________    _ 	         				
Infant Sleep Information                
[bookmark: _Hlk210290643]Does the client use the portable crib every time the baby sleeps?       ☐ Yes  ☐ No
If not, where is the infant sleeping? (Mark all that apply.) ☐ Bassinet ☐ Car seat  ☐ Swing  ☐ Bouncy seat  ☐ Crib ☐ Glider  ☐ Carrier  ☐ In bed with others  ☐ Someone’s arms  ☐ Floor  ☐ Adult bed  ☐ Pillow/Boppy Pillow  
In what position does the client lay the baby down to sleep?
☐Back  ☐ Side  ☐ Stomach ☐ Other, specify: _______________________________________
[bookmark: _Hlk210293606]Is the baby always placed on their back, in their own sleep space?     ☐ Yes  ☐ No
Is the client putting anything in the portable crib with their baby other than a fitted sheet?   ☐ Yes  ☐ No
If yes, what? Mark all that apply:  ☐ Pillow  ☐ Blankets/flat sheet  ☐ Toys/stuffed animals  ☐ Crib bumpers
	☐ Sleep positioner  ☐ Other, specify: ____________________________________________________________
Does the client ever leave their baby alone on sofas, recliners, waterbeds, beanbag chairs, air mattresses or adult beds (even for a few minutes?     ☐ Yes  ☐ No
Has the client discussed with all childcare providers the importance of placing the baby on their back to sleep, alone with only a fitted sheet in the crib?    ☐ Yes  ☐ No
Does the person/childcare provider caring for the baby provide a safe sleep space free from pillows, blankets, and toys and place the baby on its back to sleep?     ☐ Yes  ☐ No
Does the client need information or support to discuss safe sleep practices with other care providers?   ☐ Yes  ☐ No
Client Health Information
Since the baby was born, has the client used any tobacco products, including cigarettes, e-cigarettes, or chewing tobacco?                
  ☐ Yes  ☐ No
Would the client like more information or support to stop using tobacco products?    ☐ Yes  ☐ No
Is the baby being exposed to someone using tobacco products?    ☐ Yes  ☐ No
Where is the tobacco exposure occurring?    ☐ Inside  ☐ Outside
Since the baby was born, has the client had any alcoholic drinks?    ☐ Yes  ☐ No
Would the client like more information or support in addressing alcohol use?    ☐ Yes  ☐ No
Since the baby was born, has the client used any drugs not prescribed by a health care provider?   ☐ Yes  ☐ No
Would the client like more information or support in addressing substance use?    ☐ Yes  ☐ No
Does the client have any concerns about keeping themselves or their family safe?    ☐ Yes  ☐ No
Would the client like any additional information or support with their or their family’s safety?   ☐ Yes  ☐ No
Has the client attended their postpartum medical appointment?    ☐ Yes  ☐ No
Would the client like more information or support with scheduling a postpartum medical appointment?   ☐ Yes  ☐ No
Has the client noticed changes in their mood since the baby was born?    ☐ Yes  ☐ No
Would the client like any additional information or support with their mental health?    ☐ Yes  ☐ No
Would the client like any additional information or support in managing their health conditions (for example, high blood pressure or diabetes)?    ☐ Yes  ☐ No
Sources of Information
During the pregnancy, from what source(s) did the client get the most helpful information? Mark all that apply:
☐ Family/relative ☐ Friend(s)/Neighbor(s)  ☐ Health department/WIC ☐ Health care provider (doctor, nurse, other) 
      ☐ Formal class (prenatal, birthing, parenting) ☐ Print/media (books, television, brochures, magazines, internet)  
      ☐ Home or case management visit ☐ Social media  ☐ Other, specify: __________________________________________
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Safe   Cribs   for   Missouri   Program   PRENATAL  FOLLOW - UP   ASSESSMENT   AND   EDUCATION           (To   be   completed   when   infant   is   4 - 6   weeks   old . )           This form can be used to collect  client information  that will be entered   into the electronic   database.   Partnering Agency   Date: __________________________                                          Were you able to complete the follow - up visit with the  client?         ☐   Yes    ☐   No   Please explain why the client follow - up is  incomplete: _______________________________________________   Information about the attempts to contact the Client for follow - up Assessment:   Attempt Made   Date       Time         Method of  Contact   Attempt 1     _________________________________________________________   Attempt 2     _________________________________________________________   Attempt 3     _________________________________________________________   Please explain why no further contact attempts with the client were made:   ____________________________________________________________________________________________   Location the follow - up visit was completed:   ☐   In the Client’s home    ☐   In the Office    ☐   Via Telephone   Client  Information   Client’s Name : ___________________________________________   Number of births this pregnancy:    ☐   One child     ☐   Twins     ☐   Triplets     ☐   Quadruplets or more   Infant(s) Information     Baby’s   Date   of   Birth                             Baby’s full name                                  Baby’s Gender:   __________                                                                                                 Baby’s full name                                        Baby’s Gender :   ______________                       Baby’s full name                                        Baby’s Gender :  ______________                       Baby’s full name                                        Baby’s Gender:  ______________                           Baby’s Ethnicit y :       ☐   Hispanic or Latino      ☐   Not Hispanic or Latino             Baby’s Race:   (Check all that apply)              ☐ American Indian or Alaska Native       ☐   Asian        ☐   Native Hawaiian or Pacific          ☐ Black/African American         Subcategories:       Islander          ☐ White             ☐   Asian Indian       Subcategories:          ☐ Don’t Know/Not sure         ☐   Chinese       ☐   Native Hawaiian          ☐ Declined to Answer             ☐   Filipino       ☐   Guamanian or Chamorro          ☐ Other: (please specify)         ☐   Korean       ☐   Samoan   _____________________         ☐   Vietnamese       ☐   Other: (please specify)               ☐   Other: (please specify)     _____________________                                                                               ___________      _                         I nfant Sleep Information                    Does the client use the portable crib every time the baby sleeps?        ☐   Yes    ☐   No   If not, where is the infant sleeping? (Mark all that apply.)  ☐   Bassinet  ☐   Car seat     ☐   Swing     ☐   Bouncy seat   ☐   Crib  ☐   Glider   ☐   Carrier   ☐   In bed with others   ☐   Someone’s arms   ☐   Floor   ☐   Adult bed   ☐   Pillow/Boppy Pillow     In what position does the client lay the baby down to sleep?   ☐ Back   ☐   Side   ☐   Stomach  ☐   Other, specify: _______________________________________  

