
Initial assessment form

Newborn/infant

Child's surname First name of the child Date of birth Current date

Form completed by:  Mother  Father  Both parents  Other person:

Birth measurements: Weight:  g  (P   ) Length:  cm (P   ) Head circumference:  cm (P   )

Pregnancy week at birth:  SSW

Mode of delivery:  Spontaneous  VE   Forceps   Primary caesarean section   Secondary caesarean section

Family details
Mother: Name Father: N a m e  

Year of birth Year of birth 

Occupation Occupation 

Please tick the appropriate box:  Married  Single  In a stable relationship  Separated Custody (especially health care):

 Joint   One parent   Third party (who?)  

Siblings:   1) Year of birth:  Special health considerations: 

2) Year of birth:  Special health considerations: 

3) Year of birth:  Health issues: 

4) Year of birth:  Health issues: 

5) Year of birth:  Health issues: 

Family history of disease
Congenital organ malformations Hereditary diseases 
Congenital hearing impairment Visual 
impairments/eye diseases
Hip dysplasia (spread trousers as an infant) Allergies/hay 
fever/asthma/neurodermatitis

Mental/psychiatric illnesses

No No 
No No 
No No

No

Yes (who?)

Yes (who?)

Yes (who?)

Yes (who?)

Yes (who?)

Yes (who?)

Yes (who?)

Pregnancy

Difficulties/problems? No Yes:

Detailed diagnostics performed? Any abnormalities? No Yes:

Chronic illness of the mother? No Yes:

Medication (especially long-term medication) No Yes:

Alcohol/nicotine/drug consumption No Yes:

B-streptococcus test performed? No Yes:

Any particular psychological/social stress? No Yes:

Pregnancy

Were there any complications during childbirth? No Yes:

Difficulties in the first days of life? No Yes:
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Have you had/are you having problems with breastfeeding? No Yes:
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