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WIC Health History for Breastfeeding and Postpartum Women

Name

Age How many years of school completed? How many times have you How many ended in a live birth?
been pregnant?

What was your due date? Date this pregnancy ended Weight at delivery Date previous pregnancy ended

Check one   (22, 42, 45, 49)

■■ live birth  (birth weight )__________________________ ■■ stillbirth ■■ miscarriage ■■ abortion ■■ infant death

Prenatal doctor or clinic Date of last doctor visit

Don’t
Check Yes, No, or Don’t Know to answer questions below. Yes No Know DO NOT WRITE IN THIS PART

Did you have a C-section? (93) Location of CPA?

Was this baby born with any health problems?
If Yes, please list: (23)

Did you have any problems with this pregnancy?
If Yes, please list: (44)

Do you have any problems now?
■■ dental ■■ diabetes ■■ depression ■■ high blood pressure
■■ other   specify: (66, 93, 94)

Do you take supplements? ■■ vitamins/prenatal vitamins
■■ calcium ■■ iron ■■ herbs Please list: (30)

Do you take any medicine?  Please list: (93)

Are you on a special diet?
■■ from your doctor ■■ your choice (35, 91, 93)

Are you allergic to any foods? 
If Yes, please list: (93)

Do you eat or crave any of the following things? Which ones?

■■ paint chips ■■ ice ■■ coffee grounds ■■ dirt/clay

■■ printed paper ■■ starch ■■ other   specify: (30)

Do you eat three times a day or more? (35)

Is there a working refrigerator and stove or microwave in your home?

Do you eat fish caught in Ohio lakes and rivers? 
How often?

Do you smoke cigarettes, pipes or cigars?

How many? ____________a day ____________a week (B-46)

Did you smoke 3 months before this pregnancy?

How many? ____________a day ____________a week

Did you smoke in the last 3 months of this pregnancy?

How many? ____________a day ____________a week
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Wt. _______(11, 14, 15)

Ht. _______________

BMI _________(14, 15)

Del. Wt.___________

Pre Preg. Wt.

__________________

Wt. gain during 
pregnancy

_______________(11)

Hgb/Hct________(20)

(39, 40, 66) (39)

(11) (43)(43, 49)



Don’t
Check Yes, No, or Don’t Know to answer questions below. Yes No Know DO NOT WRITE IN THIS PART

Does anyone living in your home smoke? 
If so where? ■■ inside ■■ outside

Do you currently drink alcohol? Check which ones.

■■ wine ■■ beer ■■ coolers ■■ liquor
How much? __________days a week __________drinks a day (47, 66)

Did you drink three months before being pregnant?
How much? __________days a week __________drinks a day (66)

Did you drink in the last three months of this pregnancy?
How much? __________days a week __________drinks a day (47, 66)

Do you use drugs, including marijuana, crack, speed, LSD, inhalants or heroin? (48, 66)

In the last six months, have you been physically, sexually or verbally abused? (67)

Has your doctor tested your blood for lead?  If yes, result: (21)

Have you received information about birth control since this pregnancy?

Are you breastfeeding now? (70)

Did you ever breastfeed this baby? If yes, for how long?
Reason for weaning:

Did someone offer you breastfeeding help? If, yes, who?

Breastfeeding mothers please, answer questions below.

Breastfeeds—every ______hours or _____times a day and _____times a night

How long on each side?

Does the baby get bottles?

Of what? How often?

Do you have problems with
■■ let down ■■ hot, hard breasts
■■ pain in your breasts ■■ sore nipples ■■ other?

Are you going back to work or school? 

If yes, when?

Would you like more breastfeeding help?

STOP HERE

A

Previous objective met? ■■  yes ■■ no BF Infant Risk (70)

P HR

Pkg Sgn Date Referral

Notes

(74)

Supplement:

Problems:




