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Parent Questionnaire (Final)
Baby’s name……………………………………….
Your name……………………………………………

Today’s date…………………………………….
LivPIP worker…………………………………………
1) Goals
When we started meeting you listed the following goal(s).  Please use the scale below to say how close you are to this goal/these goals now.

	How close are you towards this goal(s)? Put a mark on the line for each goal
---------------------------------------------------------------------------------------------
1
  2
  3
  4
  5
  6
  7
  8 
  9
  10

Nowhere near


Halfway towards

        Doing it




2)
Do you feel your relationship with your baby has…?

(please tick one)
Become much more difficult


 FORMCHECKBOX 

Become a little more difficult


 FORMCHECKBOX 

Stayed the same



 FORMCHECKBOX 

Improved a little



 FORMCHECKBOX 

Improved a lot




 FORMCHECKBOX 

3) Have other relationships changed?  If so, which ones in which ways?
4)
Did you find the service offered by LivPIP? (Please tick one)
Made the situation much worse

 FORMCHECKBOX 

Made the situation a little worse

 FORMCHECKBOX 

Made no difference



 FORMCHECKBOX 

Made the situation a little better

 FORMCHECKBOX 

Made the situation much better

 FORMCHECKBOX 


If you are able to please add a comment about how this has happened (what has made this change/difference).
……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

5) 
For each topic (on each line, e.g. “Pregnancy”) please tick whether you have talked to your LivPIP worker about this topic, and if you have was it useful or not useful to have done so.
	
	Talked about with LivPIP worker
	
	This was useful
	This was not useful

	Conceiving/getting pregnant
	O
	
	O
	O

	Pregnancy
	O
	
	O
	O

	Birth
	O
	
	O
	O

	Being reminded of my the past
	O
	
	O
	O

	Connecting and bonding with baby
	O
	
	O
	O

	Anxious or worried feelings
	O
	
	O
	O

	Down or depressed feelings
	O
	
	O
	O

	Separating from my baby
	O
	
	O
	O

	Angry or frustrated feelings
	O
	
	O
	O

	Feeling alone and unsupported
	O
	
	O
	O

	Coping with my own feelings
	O
	
	O
	O

	Coping with baby’s feelings
	O
	
	O
	O

	Knowing what baby needs
	O
	
	O
	O


6)
Would you recommend this service to other parents?
Yes
 FORMCHECKBOX 


No
 FORMCHECKBOX 

7)
May we quote your comments on this form?

Yes
 FORMCHECKBOX 


No
 FORMCHECKBOX 

(We wouldn’t use your name or identify you.)



Please use this space for anything else you would like to say

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
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