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 BONITA BIRTHING SOLUTIONS, INC.

This is NOT  the Contract or Agreement for Services
CLIENT REGISTRATION – POSTPARTUM      Date of Consult:________________
	Name:    __________________________
Address:___________________________

__________________________________

Home#____________________________

Cell#______________________________

Email:_____________________________

Occupation:________________________

Employer:__________________________

Work#_____________________________


	 Spouse/Partner:___________________

Occupation:_______________________

Employer:________________________

Referred by:______________________

Would you like us to prepare your insurance claim forms for reimbursement? 

(  Yes    (  No

(If “Yes” please ask for our insurance packet)




PRENATAL HISTORY:

Clients Age: ________     Due Date: _____________
   
   



 Baby’s Gender __________     DOB(infant)_____________

This baby is my 
( 1st  ( 2nd  ( 3rd  ( Other
        Multiple Birth?    ( Twins   ( Triplets
HOSPITAL/PLACE OF DELIVERY/PHYSICIAN INFO:

Hospital/Place of Delivery _________________________________________________

OB/Midwife_____________________________________________________________
Pediatrician_____________________________________________________________
Siblings of Infant(Names) / Ages ___________________________________________

Please tell us a brief account of your birth experience(s):
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RISKS/GENERAL OR SPECIAL NEEDS:  If any of the following apply, please specify:

You - Serious Medical Conditions (cardiac problems, psychiatric conditions, STD’s, chronic illnesses, surgeries, diabetes, high blood pressure, heart problems, history of depression, being treated currently for depression, miscarriage, SIDS history, etc.) ______________________________________________________________________

Baby – Serious Medical Conditions (Special needs, on monitors, sleep apnea, colic, reflux, jaundice, disability, etc.) ______________________________________________________________________

Please select the service(s) you are requesting:

	POST PARTUM DOULA

*Please note, this is TOTAL number of hours requested, NOT weekly

Times:   

(  Day Hours   (7am - 7pm)

(  Night Hours (7pm - 7am)

      Day              Night

( 10 hours      ( 12 hours 

( 20 hours      ( 24 hours
( 25 hours      ( 36 hours
( 30 hours      ( 48 hours 

( 40 hours      ( 54 hours
5 hr min./ days    6 hr min./nights 
	Additional Considerations
Twins / Multiples?

      (  Yes    (  No
*******************

ASK US ABOUT OUR SPECIAL SERVICES:

-Lactation Specialists

-Lactation Counselors


Consultation Form

The completion and return of this client registration indicates the registrant’s consent to BBS charging an in-client home consultation fee or confirming a consultation at our BBS Office for a reduced consultation rate.  

In the event the registrant fails to return the required service agreement (which terms are incorporated herein by reference and made a part hereof) prior to services being rendered and continues to utilize any BBS’s service anyway, BBS shall have the right to collect any and all fees due for the services rendered and shall charge any credit card it has on file for all services rendered without further notice.

This amount will be deducted from your final balance once you sign on with us Please select where the consultation will take place: 


⁯ In client home ($75.00)   ⁯  BBS  – (Free)


The consultation fee will be charged upon BBS’s receipt of this form. 

NON-REFUNDABLE.  NO EXCEPTIONS.

----------------------------------------------------------------------------------------------------------------------

Filling out form with payment information serves as confirmation for a consultation and  also serves as client’s receipt*

Credit Card Authorization

I, _________________________________________, hereby authorize BBS Doula Services, Inc. to charge my 

Visa ( ) MC ( ) the amount of $__________.Credit Card Number ____________________________________

Security ________Exp Date _________ NameCard_______________________________________________

Billing Address for Card _______________________________________

City _______________________State________Zip________Phone

Card Holder Signature _________________________________________
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POSTPARTUM DOULA QUESTIONNAIRE

1. Tell us about a bit about you, your partner, and your pregnancy experience. (Example:  What are you and your partner/spouse like? How have you felt about your pregnancy thus far?  How does your partner/spouse feel?  What are your hobbies/interests)?  

2.  
Why did you decide to hire a BBS Postpartum Doula? How does your spouse/partner feel about your desire to hire us to help you during your postpartum period?
3.  
How did you hear about BBS?  

( Childbirth Class (location) ______________  ( Advertisment________________
( Friend (name/optional)________________   ( Provider ___________________

( Other______________________________
4.  
What are your expectations for your Postpartum Doula? (For example, how do you want her to help you with feeding the baby, caring for the baby, and caring for your needs.  Are there household duties you wish for her to be responsible for?    
5.  
Your Postpartum Doula may come to your home for your home for prenatal visits and will come to your home to work with your family. Do you have any pets?  How many?  How large are the animals?  Are they friendly?  
6.
Are you looking for someone to assist you during the day or night (or both)? 

          ⁯ Daytime    ⁯ Nighttime
7.
What type of personality would work best with your family?

**If baby has been born:**
1.
What is the baby(s) feeding schedule, sleep habits, and overall health (are there any special health needs such as reflux, cleft lip, monitors, colic, sleep apnea concerns, feeding/eating concerns, etc.)  

2.
If you are breastfeeding your baby, please tell us what your experience has been so far.  (Explain):

3.
Bottle feeding? Tell us what formula you are using?  How much is 

         the baby drinking (ounces)?  Is the baby having any constipation or spitting up  

         excessively? Any other perceived complication? (please explain):

4. For the New Mom:  Tell us how you are feeling (Physically and emotionally)? What is your main concern with your recovery that you’d like your Postpartum Doula to address?

5. For the New Dad / Partner: Tell us how you are feeling.  What is your main concern for you and your spouse / partner that you wish for the Postpartum Doula to address?
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