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 Survey 

 
   Return to: 
   665 E Dublin-Granville Rd., Suite 280 
   Columbus, OH 43229 
   614-802-2808    614-802-2840 (fax) 

 

*If your center has multiple locations, please make sure this form is completed for 
each satellite or branch.* 

 
 
_____________________________________________________________   (         )________________________ 
 Center’s Advertising Name                       Client Number           
 
_____________________________________________________________   (         )________________________ 
        Street Address          City, State/Province    Zip or Postal Code                   Business Number   
 
_____________________________________________________________   (         )________________________ 
        Mailing Address       City, State/Province    Zip or Postal Code                   Fax Number 
 
                      _______________________    _________________________    ______________________________ 
                                E-mail address                              Website address                              Name of Center Director 
 
 Is this center a satellite location?                              [Yes] [No] 
 
                 If yes*, identify the main center: __________________________________________________________  
 
Does this center maintain regular business hours for seeing clients?                          [Yes]                [No]  
 
                If yes, list the regular days and hours of such operations: 
 

 Sun Mon Tue Wed Thur Fri Sat 
AM        
PM        

 
                If no, explain how office hours are determined:  ________________________________________________  
 
Hours client phone line is covered by volunteers or staff:  
 

 Sun Mon Tue Wed Thur Fri Sat 
AM        
PM        

Overnight        
 
Does your center agree with and uphold all of the principles set forth in  
      Our Commitment of Care [Please read carefully before answering]?  [Yes]                [No] 
 
Check ALL affiliation organizations below of which your center is a current member  
(As of 1/31/07 you must be a member of Heartbeat International or Care Net to be included on the OL referral list): 

___Baptists for Life ___Care Net ___Intl Life Services ___NAMB 
___Bethany Christ. Srvcs ___Christian Life Res ___National Life Center  
___CAPSS ___Heartbeat Intl ___NIFLA  
 
**Please continue to other side…** 

Circle One: 
USA / CAN 



Updated: 2/26/2007 

Do you offer housing services only (i.e.: maternity home)?  [Yes]  [No] 
 
Do you offer adoption services only (i.e.: adoption agency)?  [Yes]  [No] 
 
If NO to both questions above, please check ALL services below that are currently offered by the center:  
 
Basic Services On-Site Medical Services 
____ Options information ____ Comprehensive health 

____ Abortion facts ____ Medical pregnancy verification 
____ Parenting through Adoption ____ Pre-natal care 
____ Parenting and Marriage ____ STD testing 
____ Single Parenting ____ Ultrasounds - on-site 

____ Baby layettes ____ Other:  ______________________________ 
____ 24/7 Hotline – Staffed by your center 24/7 _________________________________________ 
____ Material aid  
____ Maternity home  
____ Peer counseling  
____ Pregnancy tests  
____ STD/STI information  
____ Transportation  
____ Other:  ______________________________  
_________________________________________  
 
Additional Long-Term Services Referrals 
____ Abstinence program ____ Adoption  
____ Adoption services – LICENSED ____ Church  
____ Adoption support ____ Community  
____ Child care assistance ____ Educational assistance 
____ Childbirth classes ____ Housing  
____ Fertility education ____ Legal  
____ Financial assistance ____ Medical  (i.e.: Ultrasounds, pre-natal care, etc) 
____ Job assistance/training ____ Other:  ______________________________ 
____ Men’s program _________________________________________ 
____ Mentoring program  
____ Pre-natal classes Additional Languages (in addition to English) 
____ Parenting classes ____ French ____ German 
____ Parenting support ____ Spanish ____ Other:  _______________ 
____ Post abortion support  __________________________ 
____ Shepherding homes  
____ Other:  ______________________________  
_________________________________________  
  
 
Please note any unique situations at your center that may be relevant to callers seeking assistance at your center  
(ie: irregular hours, directions, unique programs, etc): 
 
 
 
 
 
 
 
 
 
 
 
________________________________________   __________________________  ___________________  
    Signature of Center Director/Representative                           Title    Date 




