Maternal Infant Health Program (MIHP) Prenatal Communication

                                            FORMCHECKBOX 
 Initial     FORMCHECKBOX 
 Status/Update 

	Name of MIHP Beneficiary:       
	Physician:       

	Birth Date:       
	Clinic (if applicable):       

	Date Enrolled in MIHP:       
	EDC:       

	Current Living Situation:  
 FORMCHECKBOX 
 On  Own     FORMCHECKBOX 
 W/Relative(s)     FORMCHECKBOX 
  W/Father of Baby     FORMCHECKBOX 
 W/Friend    FORMCHECKBOX 
  At Shelter     FORMCHECKBOX 
  Other  

Additional issues:  

 FORMCHECKBOX 
 CPS involvement    FORMCHECKBOX 
 Concerned about comprehension      FORMCHECKBOX 
 Language barrier    

	The following risk (s) were identified during the MIHP screening and assessment:

	MATERNAL DOMAIN
	RISK
	MIHP Provider Comments
	 Follow Up Requested by Medical Provider

	Family Planning
	 FORMCHECKBOX 

	     
	     

	Pregnancy Health
	 FORMCHECKBOX 

	     
	

	Asthma
	 FORMCHECKBOX 

	     
	

	Diabetes
	 FORMCHECKBOX 

	     
	

	Hypertension
	 FORMCHECKBOX 

	     
	

	Nutrition
	 FORMCHECKBOX 

	     
	

	Breastfeeding
	 FORMCHECKBOX 

	     
	

	Smoking & 2nd Hand Exposure
	 FORMCHECKBOX 

	     
	

	Alcohol 
	 FORMCHECKBOX 

	     
	

	Drugs
	 FORMCHECKBOX 

	     
	

	Stress/Depression
	 FORMCHECKBOX 

	     
	

	Social Support
	 FORMCHECKBOX 

	     
	

	Abuse/Violence
	 FORMCHECKBOX 

	     
	

	Housing        
	 FORMCHECKBOX 

	     
	

	Food

	 FORMCHECKBOX 

	     
	

	Transportation
	 FORMCHECKBOX 

	     
	Please fax back to MIHP if Follow up is requested

	Comments:     
Signature:      


Date:       


A Detailed MIHP Plan of Care is available for this beneficiary upon request
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