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Which caregiver was involved? 
 
 
BaM Participant ID#: ________________________ 
 
Date of Activity:             /            /            
                                      mm/dd/yyyy 

 
Provider / Clinic Name: 
 
 
 
Expected Due Date:            /           /            
                                           mm/dd/yyyy 

 
 
Attendance and Completion 
 
Initial Survey Completed:          /           /            
 mm/dd/yyyy 

 
BaM Consent Form Signed:          /          /            
 mm/dd/yyyy 

 
Tobacco Use Survey Completed: 
             /             /            
           mm/dd/yyyy 

 
Date of Attendance at Session 1, Prenatal Care: 
           /            /            
         mm/dd/yyyy 

 
Session 1, Prenatal Care Education Provided  
(Multi Select): 
o Alcohol/Substance Abuse 
o Father Involvement 
o HealthCare Coverage/Medicaid Eligibility 
o Lifestyle Risk Factors/Prenatal Exposures 
o Medical Home 
o Nutrition 
o Oral Health 
o Prenatal Care 
o Preterm Labor 
o Smoking Cessation / Second-hand Exposure 
o State/Local Resources 
 
Date of Attendance at Session 2, Pregnancy Health: 
           /           /            
         mm/dd/yyyy 

 
Session 2, Pregnancy Health Education Provided  
(Multi Select): 
o Alcohol/Substance Abuse 
o Child Development 
o Family Violence 
o Father Involvement 
o Injury prevention/safety 
o Lifestyle Risk Factors/Prenatal Exposures 
o Nutrition 

 
 

o Parenting 
o Smoking Cessation / Second-hand Exposure 
o State/Local Resources 
o Weight Management 
o Mental Health 
o Stress Management 

 
Date of Attendance at Session 3, Labor and Delivery: 
             /             /            
             mm/dd/yyyy 

 
Session 3, Labor and Delivery Education Provided  
(Multi Select): 
o Father Involvement 
o Labor/Childbirth 
o Preterm Labor 
o State/Local Resources 
 
Date of Attendance at Session 4, Infant Feeding: 
            /             /            
            mm/dd/yyyy 

 
Session 4, Infant Feeding Education Provided  
(Multi Select): 
o Breastfeeding 
o Father Involvement 
o Nutrition 
o State/Local Resources 
o Infant Care 
o Injury Prevention/Safety 
 
Date of Attendance at Session 5, Infant Care: 
            /             /            
           mm/dd/yyyy 

 
Session 5, Infant Care Education Provided  
(Multi Select): 
o Car Seat Safety/Installation  
o Child Development 
o Father Involvement 
o Immunizations 
o Infant Care 
o Injury Prevention / Safety 
o Medical Home 
o Parenting 
o Safe Sleep 
o Smoking Cessation / Second-hand Exposure 
o State/Local Resources 
o Well Child/Adolescent 
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Date of Attendance at Session 6, Postpartum Care: 
           /           /            
          mm/dd/yyyy 

 
Session 6, Postpartum Care Education Provided  
(Multi Select): 
o Alcohol/substance Abuse 
o Father Involvement 
o Healthcare Coverage/Medicaid Eligibility 
o Immunizations 
o Lifestyle Risk Factors/Prenatal Exposures 
o Medical Home 
o Nutrition 
o Postpartum Care 
o Postpartum Depression 
o Preconception/Interconception 
o Reproductive Health/Family Planning 
o Smoking Cessation / Second-hand Exposure 
o State/Local Resources 
o Suicide Prevention 
o Teen Pregnancy Prevention 
o Weight Management 
o Well Woman/Man 
 
Completion Status:  (Single Select) 
o Completed 4 or more sessions 
o Completed <4 sessions prior to delivery / EDD 
 
Completion Survey Completed:         /         /    
 mm/dd/yyyy 

 
Baby Delivered:              /          /            
 mm/dd/yyyy 

 
Delivery Outcome:  (Single Select) 
o Live Birth 
o Live birth but neonatal death (less than 28 days) 
o Stillbirth (equal to or greater than 20 weeks gestation) 
o Miscarriage (less than 20 weeks gestation) 
 
Birth Outcome Card Completed:          /           /          
 mm/dd/yyyy 

 
Postpartum visit provided?  (Single select) 
  Yes       No 
 
Date of postpartum visit:            /           /            
                                                          mm/dd/yyyy 

 
Setting of visit:   (Single select) 
o Home 
o School 
o Clinic 
o Hospital 
o Other Community Setting 
 
 
 
 

 
Incentive Selected: 
 
Incentive Delivered:            /          /            
                                               mm/dd/yyyy 

 
Is mother breastfeeding? 

o Yes 
o No 
If yes, what follow-up was provided? 
 

o 3 days pp; Date: ___________ 

o 1 week pp; Date: __________ 

o 2 weeks pp; Date: _________ 

o 6 weeks pp; Date: _________ 

o Other; Date: ______________ 

 
Edinburgh 
 
Edinburgh Completed (Session 2):            /          /            
     mm/dd/yyyy 

 
Edinburgh Score (Session 2): 
 
 
Edinburgh Completed (Session 6):           /          /            
   mm/dd/yyyy 

 
Edinburgh Score (Session 6): 
 
 
Edinburgh Completed (Postpartum):         /         /            
      mm/dd/yyyy 

 
Edinburgh Score (Postpartum):    
 
Notes: 
 
 
 
 
 
 
 
 
 
 
 
 
 
Completion Date:           /          /            
                                          mm/dd/yyyy 

(*Date client has been determined to have completed 
the entire program, or EDD has passed.) 
 


