
NURTURING FAMILIES HOME VISIT RECORD

Family Name: ____________________

ID#:  ____________________________________

FSW: _____________________________
Check all that apply and explain concerns on back

Type of Visit:
( HV

( Group 
Length of Visit:  __________________________


     Activity




( Joint visit w/ Supervisor
( Other:  ___________

1.  Who was Present:
( Mother
( Father
( Baby
( Siblings
( MGF


( PGM
( MGM
( PGF 
( Other:  ____________________



 

2.  Status of Home:
( 
Bright




( 
Clean




(
Messy




(
Organized



(
Safe




(
Crowded



(
Toys Available


(
Food/formula



(
Baby supplies 



(
Reading Material Available  

(
Utilities off/phone/heat 

(
Other

3.  Status of Client:
(
Healthy

(
Sick

(
Withdrawn

 

(
Alert/Active

(
Sleepy

(
Tearful


(
Clean


(
Unkempt
(
Friendly

(
Resistant

(
Talkative
(
Other

4.  Status of Baby:
(
Healthy



(
Sick

 

(
Alert




(
Active



(
Lethargic



(
Fussy




(
Playful




(
Quiet



(
Needs Bath



(
Appropriately Dressed

(
Sleeping



(
Crying

· Other

5.  Mother’s medical care being monitored:








Last medical Appt.  __________________








Next medical Appt.  __________________

6.  Child’s medical care:


a. Well child

Date of last well child care appt: ____/_____/____
Kept ?  (




Next well child care appt.  _____/_____/_______

b.  Immunizations:  Up To Date?

(
Yes
(
No

c. Sick Child Care: (ER      (Walk-In
  (MD    Date:____/____/____ Reason:


7.  Significant Relationships Discussed:

      


(
Father of baby


(
Boyfriend

· Other family members
(
Other significant adults/peers

8.  Parent/Child Interaction: 

      


(
Responded to Child’s Cues

(
Held/Touched Child


(
Good Eye Contact


(
Empathetic

· Other

( Has an Understanding of Appropriate Expectations
a.
Activity  _________________                       Parent Response  ___________________


b.
ASQ: Month? __________  

Delay?        Yes (  
  No (
9. 
IFSP:

(
Discussed

(
Revised
(
Revised












Due to Crisis

Gains:

























Obstacles:
























10.
 a. Community Referrals, Where, When, and Who:







b. 
Evaluation:
(Baseline Data
(Capi

( CLS



c.
Aware of Shaken Baby information?




Yes (  
  No (



d. 
Parent(s) provided with education about Injury Prevention?

Yes (  
  No (
 e. 
Parent(s) uses tobacco?





Yes (  
  No (
 f. 
Parent(s) provided with education about Hazards of Tobacco?
Yes (  
  No (
 g. 
Parent(s) referred to smoking cessation program?


Yes (  
  No (
Progress Notes (mention curriculum)  

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	Plan/Follow-up:

	

	

	

	

	

	Date of Next Visit:

	FSW Signature:                                                        

	Date Reviewed: ______/______/_______  Supervisor Signature:                                             


Date: _____/_____/______





Check if Prenatal








Effective: August 2005


