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Healthy Families Whatcom County

Enrollment Form
Mail or fax (734-1763) completed form to 

Healthy Families Whatcom County 

1231 N. Garden St. #200, Bellingham, WA 98225 

www.brigidcollins.org

Healthy Families Whatcom County is a voluntary, community-wide program that supports new families in their efforts to develop healthy parent/child relationships. 

All families enrolled in the Healthy Families program receive:


· Educational newsletters appropriate to your child’s age (birth to three) and information about community activities and services

· A trained family support professional to answer questions and identify resources over the phone

· The opportunity to attend weekly Healthy Families drop in groups with your infant/toddler

Depending on your needs, your family may also be eligible for the following services:



(   Coordination of services and identification of strengths and needs

· Home Visits with a Healthy Families Home Visitor who is specially trained to provide support to 

families with young children

(    Professional support from nurses, nutritionists, counselors and social workers.

Healthy Families Whatcom County is a program administered by St. Joseph Hospital and Brigid Collins.  Services are provided by volunteers, paraprofessionals and professionals from Brigid Collins, Mother Baby Center  and Sea Mar Community Health Center.

Your participation is voluntary.  If you have any questions about the program, call the Healthy Families Whatcom County office at Brigid Collins 734-4616.

Name _________________________________________Partner’s name (if applicable)_____________________


Address________________________________________________________Phone________________________


City____________________________________________State______________Zip_______________________

I authorize a release of the information contained on this form between the Healthy Families referral sources and the Healthy Families program staff.  This information will only be used to enroll me in the Healthy Families program.

I understand that my records are protected under federal and state confidentiality regulations and can not be disclosed without my written consent unless otherwise provided for in the regulations.  I may revoke my permission at any time by written request.

Your signature______________________________________________________Today’s date_______________

Please see reverse side










Last name_____________________

The purpose of the following questions is to help match our range of supportive services with your individual needs.  Your responses are always confidential.  You are not required to answer the following questions; however, we appreciate your time and willingness to do so. 

Mother’s date of birth ________________
Mother’s age__________
Mother’s prenatal care provider_________________________


Baby’s due date______________

 or Baby’s birth date ____________
Mother’s first prenatal checkup was during:
(  1st trimester

(  2nd trimester

(  3rd trimester

Educational Background:
(  Eighth Grade or Under  
(  Some High School
(  High School Diploma




(  Vocational Certification
(  GED


(  College

Insurance:      


( Private
(  None

(  Medicaid/DSHS      

Please indicate mother’s race_____________________________             

Please indicate the race of the newborn baby (check all that apply):

(  Native American

(  African American

(  Hispanic                  (  Asian





(  Pacific Islander

(  White


(  Other __________________

Please write the number of people (including yourself) living in your home in each category:

________1-12 mo. old        _________1-4 yr. old           ________5-9 yr. old            ________10-13 yr. old

________14-19 yr. old        _________20-35 yr. old       ________36-55 yr. old        ________56+yr. old

Would you like to receive our newsletter in English or Spanish?  __________________________________
Please check your estimated family income this year: 
(  $0-$9,999
 (  $10,000-$14,999
(  $15,000-$19,999    
(  $20,000-$24,999
(  $25,000-$29,999     
 ( $30,000 and up

          YES
NO


(
(
I am/was enrolled, or plan to enroll, in childbirth classes

(
(
This pregnancy was planned


(
(
I have one or more local friends or family members I can call in emergencies


(
(
I have lived in more than two places in the last six months


(
(
I have children under the age of 10 who are not living in my home


(
(
An adult (not my partner/spouse) will live in my home and help with the baby


(
(
I will be raising this child as a single parent


(
(
The father of this child is living in the home


(
(
I am living with a partner other than the father of this child


(
(
My relationship with my partner/spouse is a supportive one


(
(
My partner/spouse and I are currently having some difficulties


(
(
Either the father/partner or I have seriously considered adoption of this baby as an option

(
(
Either the father/partner or I have seriously considered having an abortion of this pregnancy

(
(
I experienced abuse as a child


(
(
Either the father/partner or I have changed jobs in the last six months


(
(
I am enrolled in First Steps.  If yes, I am receiving First Steps services through: 

(Sea Mar

(Health Dept.

(Mother Baby Center


During this pregnancy I have used tobacco 
( Not at all
( Infrequently
   ( Frequently 



During this pregnancy I have used alcohol
( Not at all
( Infrequently
   ( Frequently 




I currently use other drugs


( Not at all
( Infrequently
   ( Frequently 



In the past, I have had a history of

( Tobacco use
( Alcohol abuse   ( Drug abuse   ( Abortion 

Thank you for your participation in Healthy Families, we will be contacting you soon.

