the outside than | feel on the inside.
O O 11. I have thoughts of hurting myself and/or my baby, and am afraid that if | tell someone how I feel they will not
understand or they will think something is really wrong.

O My baby is in the Neonatal ICU O My baby is in the NIM nursery O | have delivered a multiple birth
01 would like to request more information about Postpartum Emotional Support regardless of the outcome of this assessment

Where | can be reached after | leave the hospital:

Patient name (print please)

Home phone Cell phone

Address City State Zip
Nearest friend or relative's name Phone

Date of baby's birth Baby's doctor

Name of your doctor/midwife/clinic

By signing this you are giving permission to share results with your care providers and to receive follow up phone calls.
Patient signature Date

Thank you for completing this questionnaire. Please return it to your nurse so it can be reviewed before you leave the
hospital. This data will be used to assess the quality of services you receive.
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[JRisk status
O Nurse visit - Date
[J Referral

Confidentiality of this medical record shall be maintained except when use or disclosure
is required or permitted by law, regulation, or written authorization by the patient
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