HEAVENLY HANDS MASSAGE & ACUPUNCTURE
Postpartum Doula Client Questionnaire
Mothering the Mother — Compassionate Care Beyond Birth
Your Journey. Your Baby. Your Recovery. Your Support.
Welcome to Heavenly Hands!
Thank you for considering us to support you and your growing family during your postpartum journey.
This questionnaire allows us to learn more about you, your baby, your household, and your individual needs so we can develop a personalized postpartum support plan.
Please answer the questions you're comfortable sharing. Your answers will help us understand your preferences, expectations, and the type of assistance that would be most beneficial to you.
Your comfort, privacy, and well-being are our priorities.

SECTION 1: CLIENT INFORMATION
Mother/Parent's Full Name: _________________________________________________________
Preferred Name: ____________________________________________________________________
Date of Birth: _______________________________________________________________________
Phone Number: ____________________________________________________________________
Email Address: _____________________________________________________________________
Home Address: _____________________________________________________________________
City/State/ZIP: _____________________________________________________________________
Preferred Method of Communication:
☐ Phone Call
☐ Text Message
☐ Email
Partner/Support Person's Name: ____________________________________________________
Partner/Support Person's Phone Number: ___________________________________________
Emergency Contact Name: _________________________________________________________
Relationship: _______________________________________________________________________
Emergency Contact Phone: _________________________________________________________
Who all live in your home: ___________________________________________________________
____________________________________________________________________________________
Do you have pets:___________________________________________________________________
Do you or anyone smoke in your home:_____________________________________________
SECTION 2: PREGNANCY & BIRTH INFORMATION
Are you currently pregnant or have you already given birth?
☐ Currently Pregnant
☐ Already Delivered
☐ Adopting/Other Family Transition
Estimated Due Date: ________________________________________________________________
Baby's Date of Birth (if applicable): __________________________________________________
Is this your first child?
☐ Yes
☐ No
How many children do you currently have? __________________________________________
If you've already delivered, what type of birth did you experience?
☐ Vaginal Birth
☐ Cesarean Birth
☐ Assisted Vaginal Birth
☐ Prefer Not to Share
☐ Other: ___________________________________________________________________________



Did you experience any complications during pregnancy, childbirth, or postpartum recovery that may affect the support you need?
☐ Yes
☐ No
☐ Prefer to Discuss Privately
If yes, please share only what you're comfortable discussing:

Are there any current activity restrictions or care instructions from your healthcare provider that your doula should be aware of?

SECTION 3: POSTPARTUM RECOVERY & WELLNESS
How would you describe your current physical recovery?
☐ Feeling Well
☐ Mild Discomfort
☐ Moderate Discomfort
☐ Significant Discomfort
☐ Not Applicable Yet
Are you currently experiencing any of the following? (Select all that apply.)
☐ Fatigue or Sleep Deprivation
☐ Back or Neck Discomfort
☐ Pelvic or Hip Discomfort
☐ Abdominal Discomfort
☐ Difficulty Finding Time to Rest
☐ Feeding-Related Discomfort
☐ Other: ______________________
☐ Prefer Not to Answer
Have you been given any restrictions regarding lifting, activity, or movement?
☐ Yes
☐ No
Please explain if applicable:

What are your biggest concerns about your postpartum recovery?

What would help you feel most supported during your recovery?

SECTION 4: EMOTIONAL WELLNESS
How are you feeling emotionally as you prepare for or adjust to life with your newborn?
☐ Excited
☐ Happy
☐ Anxious
☐ Overwhelmed
☐ Exhausted
☐ Uncertain
☐ Experiencing Mixed Emotions
☐ Prefer to Discuss Privately
Do you feel you currently have adequate emotional support?
☐ Yes
☐ Somewhat
☐ No
☐ Unsure
Who is currently part of your support system?
☐ Partner/Spouse
☐ Family Members
☐ Friends
☐ Healthcare Providers
☐ Other: ______________________
Have you experienced postpartum depression, anxiety, or other emotional challenges following a previous birth?
☐ Yes
☐ No
☐ Prefer Not to Answer

What type of emotional support would be most helpful to you?
☐ Someone to Listen Without Judgment
☐ Encouragement and Reassurance
☐ Help Reducing Daily Responsibilities
☐ Time for Rest and Personal Care
☐ Information About Postpartum Resources
☐ Other: ______________________
Are there any personal, cultural, or family preferences you would like me to respect when providing emotional support?

SECTION 5: NEWBORN INFORMATION
Baby's Name (if known): __________________________________
Baby's Date of Birth: __________________________________
Number of Newborns:
☐ One
☐ Twins
☐ Triplets or More
Was your baby born prematurely Was your baby born prematurely or does your baby have any special care considerations?
☐ Yes
☐ No
☐ Unsure
If yes, please explain any relevant care instructions:

Does your newborn have any healthcare-provider instructions that may affect routine care?
☐ Yes
☐ No
If yes, please describe:

What areas of newborn care would you appreciate assistance with?
☐ Diaper Changes
☐ Swaddling Education
☐ Soothing and Comforting
☐ Understanding Baby's Cues
☐ Bathing Education
☐ Feeding Assistance
☐ Safe Sleep Education
☐ Establishing Flexible Daily Routines
☐ General Newborn Care Education
☐ Other: ______________________
SECTION 6: INFANT FEEDING PREFERENCES
How are you currently feeding or planning to feed your baby?
☐ Exclusively Breastfeeding
☐ Breastfeeding and Pumping
☐ Exclusively Pumping
☐ Formula Feeding
☐ Combination Feeding
☐ Undecided
Would you like feeding education or practical assistance?
☐ Yes
☐ No
☐ Maybe
Which areas would you like assistance with?
☐ Recognizing Feeding Cues
☐ Comfortable Feeding Positions
☐ General Breastfeeding Education
☐ Pumping and Milk Storage Education
☐ Bottle Preparation
☐ Paced Bottle Feeding
☐ Cleaning and Sanitizing Feeding Supplies
☐ Locating Lactation Resources
☐ Other: ______________________
Do you have any feeding concerns you would like to discuss?

If using expressed breast milk or formula, are there specific preparation or storage instructions you would like us to follow?

SECTION 7: SLEEP & REST
On average, how many hours of sleep are you currently getting in a 24-hour period?
☐ Less Than 3 Hours
☐ 3–4 Hours
☐ 5–6 Hours
☐ 7 or More Hours
☐ Not Applicable Yet
What is your biggest sleep-related concern?

Would you like assistance caring for your baby while you rest?
☐ Yes
☐ No
☐ Occasionally
What type of support would benefit you most?
☐ Daytime Naps
☐ Overnight Newborn Care
☐ Assistance with Nighttime Feedings
☐ Help Settling Baby After Feedings
☐ Safe Sleep Education
☐ A Combination of Services
Where will your baby sleep during daytime naps and overnight?

Do you have an infant sleep space that follows current safe sleep recommendations?
☐ Yes
☐ No
☐ Would Like Guidance
SECTION 8: DAYTIME POSTPARTUM SUPPORT
Are you interested in daytime postpartum doula services?
☐ Yes
☐ No
☐ Unsure
Preferred Days:
☐ Monday
☐ Tuesday
☐ Wednesday
☐ Thursday
☐ Friday
☐ Saturday
☐ Sunday
Preferred Time of Day:
☐ Morning
☐ Afternoon
☐ Evening
☐ Flexible
What would you most appreciate help with during daytime visits?
☐ Newborn Care While I Rest
☐ Showering or Personal Care Time
☐ Feeding Assistance
☐ Meal Preparation
☐ Washing Bottles and Feeding Supplies
☐ Baby Laundry
☐ Light Household Tasks
☐ Emotional Support
☐ Newborn Care Education
☐ Other: ______________________
What would make a daytime visit feel successful to you?

SECTION 9: OVERNIGHT POSTPARTUM SUPPORT
Are you interested in overnight postpartum doula services?
☐ Yes
☐ No
☐ Unsure
Preferred Overnight Schedule:
☐ 9:00 PM – 5:00 AM
☐ 10:00 PM – 6:00 AM
☐ Other: ______________________
How many nights per week would you prefer?
☐ 1 Night
☐ 2 Nights
☐ 3 Nights
☐ 4 or More Nights
☐ As Needed
Which overnight services would you like?
☐ Newborn Soothing
☐ Diaper Changes
☐ Bottle Feeding
☐ Bringing Baby to Me for Breastfeeding
☐ Burping and Settling Baby After Feedings
☐ Cleaning Bottles and Pump Supplies
☐ Assistance Establishing Nighttime Routines
☐ Other: ______________________
Would you like your doula to wake you for specific feedings or follow an agreed-upon feeding plan?

Where will the doula provide newborn care overnight?

Are there any nighttime household routines, security procedures, or preferences we should know?

SECTION 10: NUTRITION & MEAL SUPPORT
Would you like assistance with simple meal and snack preparation?
☐ Yes
☐ No
☐ Occasionally
Do you have any dietary preferences or restrictions?
☐ Vegetarian
☐ Vegan
☐ Gluten-Free
☐ Dairy-Free
☐ Food Allergies
☐ Cultural or Religious Dietary Preferences
☐ No Specific Restrictions
☐ Other: ______________________
Please list any food allergies:

What are some of your favorite meals or comfort foods?

Are there any foods you would prefer not to have prepared?

Would you like assistance preparing easy-to-access snacks and beverages?
☐ Yes
☐ No
Will groceries and ingredients be provided in the home?
☐ Yes
☐ No
☐ Would Like to Discuss



SECTION 11: HOUSEHOLD SUPPORT
Which household tasks would you appreciate assistance with?
☐ Washing Baby Bottles
☐ Cleaning Pump Supplies
☐ Baby Laundry
☐ Folding Laundry
☐ Light Kitchen Cleanup
☐ Washing Dishes
☐ Organizing Baby Supplies
☐ Preparing Simple Meals
☐ Light Household Tidying
☐ Other: ______________________
Are there household tasks you would prefer your doula not to perform?

Are there pets in your home?
☐ Yes
☐ No
If yes, please describe any relevant considerations:

Are there any household allergies, fragrances, cleaning products, or environmental concerns we should know about?

SECTION 12: FAMILY, CULTURE & PERSONAL PREFERENCES
Who lives in your household?

Will other children be present during doula visits?
☐ Yes
☐ No
Do you have any cultural traditions or postpartum practices you would like honored?

Are there any religious or personal preferences that may affect your care?

How do you prefer to receive guidance and support?
☐ Verbal Explanations
☐ Hands-On Demonstrations
☐ Written Information
☐ A Combination
Is there anything that helps you feel especially comfortable, respected, or supported in your home?

SECTION 13: YOUR POSTPARTUM GOALS
What are your three biggest priorities for postpartum support?
1. 
2. 
3. 
What concerns you most about the postpartum period?

What are you most looking forward to during this time?

If you could receive help with just one thing right now, what would it be?

At the end of our time together, how would you like to feel?
☐ More Rested
☐ More Confident
☐ Less Overwhelmed
☐ More Knowledgeable About Newborn Care
☐ More Emotionally Supported
☐ Better Able to Manage Daily Routines
☐ Other: ______________________
SECTION 14: SCHEDULING & SERVICES
When would you like services to begin?

How long do you anticipate needing support?
☐ 1–2 Weeks
☐ 3–4 Weeks
☐ 1–2 Months
☐ 3 Months or Longer
☐ Unsure
Which services are you considering?
☐ Daytime Hourly Support
☐ Overnight Hourly Support
☐ Daytime Package
☐ Overnight Package
☐ Combination Package
☐ Unsure — Need Recommendations
How did you hear about Heavenly Hands?
☐ Google Search
☐ Facebook
☐ Instagram
☐ Friend or Family Referral
☐ Healthcare Provider
☐ Existing Heavenly Hands Client
☐ Other: ______________________
SECTION 15: ADDITIONAL INFORMATION
Is there anything else you would like me to know about your pregnancy, birth experience, recovery, family, or personal preferences?


What questions do you have for your postpartum doula?


CLIENT ACKNOWLEDGMENT
I understand that postpartum doula services provide nonmedical emotional, educational, and practical support.
I understand that postpartum doula care does not replace medical care, nursing services, mental health treatment, lactation assessment, or care provided by other licensed healthcare professionals.
I understand that services, scheduling, fees, cancellations, and other arrangements will be addressed in a separate service agreement.
Completing this questionnaire does not constitute a booking or authorize medical treatment.
Client Name: __________________________________
Client Signature: __________________________________
Date: __________________________________

A Personal Message from Your Postpartum Doula
Thank you for taking the time to share a little about yourself and your growing family.
I understand that welcoming a new baby can bring excitement, uncertainty, exhaustion, and a beautiful mix of emotions.
My goal is to make sure you feel supported, respected, and cared for throughout this transition.
You don't have to have all the answers, and you certainly don't have to do everything alone.
While your hands are busy caring for your little one, allow Heavenly Hands to care for you.
With compassion and care,
Lashauna Moore
Licensed Massage Therapist | LifeSpan-Trained Postpartum Doula
Heavenly Hands Massage & Acupuncture
Oak Park, Michigan
Website: www.hhs6727.com
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