Maternal Infant Health Program (MIHP)

Supplemental Maternal Nutrition History Assessment

	Beneficiary Name:      
	Date:      


	1.
	For this pregnancy (check all that apply):

	 FORMCHECKBOX 

	Some weight loss during pregnancy

	 FORMCHECKBOX 

	Severe Nausea and Vomiting

	 FORMCHECKBOX 

	Gestational Diabetes Mellitus

	 FORMCHECKBOX 

	Expecting to deliver twins or more

	 FORMCHECKBOX 

	Fetal Growth Restriction (Intrauterine Growth Retardation)

	 FORMCHECKBOX 

	High blood pressure because of this pregnancy

	 FORMCHECKBOX 

	None Apply


	2.
	Please check which is true about any previous deliveries or pregnancies:

	 FORMCHECKBOX 

	History of Gestational Diabetes Infant born alive, but died before 1 month

	 FORMCHECKBOX 

	History of Preeclampsia (physician diagnosed)

	 FORMCHECKBOX 

	Premature delivery (36 weeks or less) Miscarriage

	 FORMCHECKBOX 

	Delivered an infant that weighed Infant born with congenital or other birth defects

	 FORMCHECKBOX 

	5 pounds, 8 ounces or les

	 FORMCHECKBOX 

	Infant died after 5 months of pregnancy Infant weighed 9 pounds or more

	 FORMCHECKBOX 

	None Apply


	3.
	In the month before you got pregnant with this baby, how many times did you take a multivitamin (a pill that contains many different vitamins and minerals)?

	 FORMCHECKBOX 

	Less than once per week

	 FORMCHECKBOX 

	Number of times per week (1 – 7)

	 FORMCHECKBOX 

	8 or more times per week

	 FORMCHECKBOX 

	Unknown


	4.
	Have you taken any vitamins or minerals in the past month?

	 FORMCHECKBOX 

	Yes

	 FORMCHECKBOX 

	No

	 FORMCHECKBOX 

	Unknown


	5.
	Have you ever breastfed any children?

	 FORMCHECKBOX 

	Yes

	 FORMCHECKBOX 

	No


	6.
	Are you currently breastfeeding another child?

	 FORMCHECKBOX 

	Yes

	 FORMCHECKBOX 

	No


	7.
	How many Meals do you eat most days?

	 FORMCHECKBOX 

	0

	 FORMCHECKBOX 

	1

	 FORMCHECKBOX 

	2

	 FORMCHECKBOX 

	3

	 FORMCHECKBOX 

	4

	 FORMCHECKBOX 

	5 or more


	8.
	How many Snacks do you eat most days?

	 FORMCHECKBOX 

	0

	 FORMCHECKBOX 

	1

	 FORMCHECKBOX 

	2

	 FORMCHECKBOX 

	3

	 FORMCHECKBOX 

	4

	 FORMCHECKBOX 

	5 or more


	9.
	How many times do you drink milk or eat yogurt or cheese in a day?

	 FORMCHECKBOX 

	0

	 FORMCHECKBOX 

	1

	 FORMCHECKBOX 

	2

	 FORMCHECKBOX 

	3

	 FORMCHECKBOX 

	4

	 FORMCHECKBOX 

	5 or more


	10.
	Is your appetite usually:

	 FORMCHECKBOX 

	Good

	 FORMCHECKBOX 

	Fair

	 FORMCHECKBOX 

	Poor


	11.
	Are you on a special diet (prescribed by your doctor) (Check if yes)

	 FORMCHECKBOX 

	Yes

	 FORMCHECKBOX 

	No

	         If Yes, what kind?:      


	12.
	How many times a week do you eat Fast Food?

	 FORMCHECKBOX 

	0

	 FORMCHECKBOX 

	1

	 FORMCHECKBOX 

	2

	 FORMCHECKBOX 

	3

	 FORMCHECKBOX 

	4

	 FORMCHECKBOX 

	5 or more


	13.
	Do you have any food allergies?

	 FORMCHECKBOX 

	Yes

	 FORMCHECKBOX 

	No

	         If Yes, to what?      
________________________________________________________________


	14.
	Do you eat or drink any of the following everyday or most days? (Check all that apply):

	 FORMCHECKBOX 

	Milk--  What kind?       

	 FORMCHECKBOX 

	Pop or other sweetened beverages

	 FORMCHECKBOX 

	Sweets or salty snacks

	 FORMCHECKBOX 

	Whole grains

	 FORMCHECKBOX 

	Fruits and Vegetables


	15.
	Do you eat or drink any of the following (Check all that apply):

	 FORMCHECKBOX 

	Raw (unpasteurized) juice or milk

	 FORMCHECKBOX 

	Soft cheese (feta, camembert, Brie, queso blanco, queso fresco, Panela)

	 FORMCHECKBOX 

	Raw or undercooked (rare) meat, fish, poultry or eggs

	 FORMCHECKBOX 

	Raw sprouts

	 FORMCHECKBOX 

	Raw or undercooked tofu

	 FORMCHECKBOX 

	Refrigerated pate or meat spreads or refrigerated smoked seafood

	 FORMCHECKBOX 

	Hot dogs, lunchmeats, and other deli meats not reheated to steaming hot

	 FORMCHECKBOX 

	Michigan fish

	 FORMCHECKBOX 

	None apply


	16.
	Do you or have you? (Check all that apply):

	 FORMCHECKBOX 

	Eat a strict vegetarian diet

	 FORMCHECKBOX 

	Eat a low calorie/weight loss diet

	 FORMCHECKBOX 

	Had bariatric surgery

	 FORMCHECKBOX 

	Eat a low-carbohydrate, high protein diet (like Atkins, etc)

	 FORMCHECKBOX 

	Eat little food because of stomach surgery to lose weight

	 FORMCHECKBOX 

	Regularly eat non-food items (ashes, carpet fibers, cigarettes or cigarette butts, clay, dust foam rubber, paint chips, soil, laundry or corn starch)

	 FORMCHECKBOX 

	Take a vitamin or mineral supplement daily What kind

	 FORMCHECKBOX 

	Take an iodine supplement daily

	 FORMCHECKBOX 

	Use herbal supplement remedies or teas What kind

	 FORMCHECKBOX 

	Take a fluoride supplement

	 FORMCHECKBOX 

	None apply


	Staff Signature:      
	Date:      

	
	


MIHP M037 – effective 9.1.12


