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SERVING ARMSTRONG, BEAVER, BUTLER, INDIANA, &
LAWRENCE COUNTIES





Early Head Start Prenatal Health Assessment
Client’s Name: 





Date of Birth: 





Address: 
   





Phone: 
 





Dear Physician, 

Your patient referenced above has requested participation in the Early Learning Connection’s Early Head Start Program for herself and her unborn child. We are a child development program serving infants and toddlers from birth to age three, and pregnant women. As such we stress the importance of routine prenatal care, and up-to-date immunizations. 

Please complete the following: 

1. Does this patient receive routine prenatal care? 


( Yes 
( No

2. Date of last visit? 












3. Date of next scheduled visit? 










4. Are there any specific health care concerns with this patient? 
( Yes 
( No

If yes, please explain: 

























5. List any specific topics you would like the Early Head Start Parent Educator to review with this patient: 













6. Any concerns about drug or alcohol use? 



( Yes 
( No
	Medical Care Provider: 
	Phone Number: 



	Signature: 
	Address: 




Thank you for your time. 
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