	 6.28.2012 Final                                                                                                      Maternal Infant Health Program



Reviewer Initials: 

Infant Chart Review Tool

Agency:


Date:


Clients Initials:


Birthdate:


Case Status:    Open □
  Closed  □



Beneficiary

	INFANT FORMS CHECKLIST
[Form 1001]
	Yes
	No
	NA

	Beneficiary Name
	
	
	

	Care coordinator
	
	
	

	Date referral to MIHP received
	
	
	

	Referral source
	
	
	

	Comments:




	REFERRAL
	Yes
	No
	NA

	Beneficiary was contact within

7 business days
	
	
	

	Comments:




	CONSENT TO PARTICIPATE  FORM
[DCH-1190]
	Yes
	No
	NA

	Signature of beneficiary
	
	
	

	Signature of legal Representative 
(For Infant)
	
	
	

	Consent to Participate in Risk Identifier box checked
	
	
	

	Beneficiary Name Printed
	
	
	

	Signature of Beneficiary or Legal Representative



	
	
	

	Date
	
	
	

	Signature of MIHP Interviewer
	
	
	

	Date
	
	
	

	Signature of MIHP Reviewer
	
	
	

	Comments:




	CONSENT TO RELEASE PROTECTED HEALTH INFORMATION
	Yes
	No
	NA

	Agency Name
	
	
	

	Infant’s health information released to Medical Provider box checked
	
	
	

	Health care provider listed
	
	
	

	Infant’s health information released to following parties
	
	
	

	Infant’s health information released to health care provider box checked
	
	
	

	Health care provider listed
	
	
	

	Infant’s health information released to following parties
	
	
	

	Beneficiary name printed
	
	
	

	Legal representative/relationship to beneficiary
	
	
	

	Signature of beneficiary legal representative
	
	
	

	Date
	
	
	

	Signature of MIHP Interviewer
	
	
	

	Date
	
	
	

	Comments:


	INFANT RISK IDENTIFIER

INFANT COMPONENT [1023]
	Yes
	No
	NA

	Risk identifier completed


	
	
	

	If under age of two with more than one “Not Yet” checked re-evaluate in 2 weeks.
	
	
	

	Signature
	
	
	

	Discipline
	
	
	

	Date
	
	
	

	Comments: 


	INFANT RISK IDENTIFIER
MATERNAL COMPONENT [1024]

	Yes
	No
	NA

	Risk identification completed
	
	
	

	Comments:




	SUPPLEMENTAL NUTRITION ASSESSMENT (OPTIONAL 1018)
	Yes
	No
	NA

	All questions answered
	
	
	

	Signature
	
	
	

	Date
	
	
	

	Comments:




ASQ Completed #1 Month:

	ASQ-3 and/or ASQ-SE

	Yes
	No
	NA

	After two months of age was 2-3 BF questions checked “not yet”
	
	
	

	Appropriate ASQ (month) completed
	
	
	

	All ASQ questions asked for month questionnaire
	
	
	

	ASQ summary information in chart
	
	
	

	Early On referral needed
	
	
	

	Early On referral made
	
	
	

	ASQ scored correctly
	
	
	

	If scoring gray area, was learning activities provided and monitored
	
	
	

	If score in black area, was infant referred to professional for future assessment
	
	
	

	Comments: 




	BRIGHT FUTURES QUESTIONS
1023
	Yes
	No
	NA

	Was the Following information provided:

	BF0
	
	
	

	BF1
	
	
	

	BF2
	
	
	

	BF4
	
	
	

	BF9
	
	
	

	BF12
	
	
	

	BF15
	
	
	

	Comments:




ASQ Completed #2 Month:
	ASQ-3 and/or ASQ-SE
	Yes
	No
	NA

	ASQ used if infant at least one month of age
	
	
	

	After two months of age was 2-3 BF questions checked “not yet”
	
	
	

	Appropriate ASQ (month) completed
	
	
	

	All ASQ questions asked for month questionnaire
	
	
	

	ASQ summary information in chart
	
	
	

	Early On Referral needed
	
	
	

	Early On referral made
	
	
	

	ASQ scored correctly
	
	
	

	If scoring gray area, was learning activities provided and monitored
	
	
	

	If score in black area, was infant referred to professional for future assessment
	
	
	

	Comments: 



	INFANT PLAN OF CARE 

PART 1 (1002)
	Yes
	No
	NA

	Infant’s packet given to mom
	
	
	

	Text 4 Baby information given to mom
	
	
	

	RN signature
	
	
	

	Date
	
	
	

	SW signature
	
	
	

	Date
	
	
	

	Signature within 10  business days
	
	
	

	Comments:




	INFANT PLAN OF CARE

PART 2 [ I103-106 ]

Infant Considerations [I020,I036]
	Yes
	No
	NA

	Beneficiary name
	
	
	

	Infant Health [1003]
	
	
	

	Expected outcome for risk
	
	
	

	Date outcome achieved
	
	
	

	Infant Safety 1004
	
	
	

	Level of intervention
	
	
	

	Expected outcome for risk
	
	
	

	Date outcome achieved
	
	
	

	Feeding and Nutrition [1005]
	
	
	

	Level of intervention noted
	
	
	

	Expected outcome for risk
	
	
	

	Date outcome achieved
	
	
	

	General Infant Development [1006]
	
	
	

	Level of intervention noted
	
	
	

	Expected outcome for risk noted
	
	
	

	Date outcome achieved
	
	
	

	Family Social Support, Parenting and Child Care [1020]
	
	
	

	Level of intervention noted
	
	
	

	Expected outcome for risk noted
	
	
	

	Date outcome achieved
	
	
	

	Additional Domains
	
	
	

	List
	
	
	


	PART 2

[I007]

Maternal Considerations
	Yes
	No
	NA

	Family Planning
	
	
	

	Level of intervention noted
	
	
	

	Expected outcome for risk noted
	
	
	

	Date outcome achieved
	
	
	

	Food
	
	
	

	Level of intervention noted
	
	
	

	Expected outcome for risk noted
	
	
	

	Date outcome achieved
	
	
	

	Housing
	
	
	

	Level of intervention noted
	
	
	

	Expected outcome for risk noted
	
	
	

	Date outcome achieved
	
	
	

	Transportation
	
	
	

	Level of intervention noted
	
	
	

	Expected outcome for risk noted
	
	
	

	Date outcome achieved
	
	
	

	Social Support
	
	
	

	Level of intervention noted
	
	
	

	PART 2

[1007]

Maternal Considerations (cont’d)
	Yes
	No
	NA

	Expected outcome for risk noted
	
	
	

	Date outcome achieved
	
	
	

	Tobacco/Smoking
	
	
	

	Level of intervention noted
	
	
	

	Expected outcome for risk noted
	
	
	

	Date outcome achieved
	
	
	

	Alcohol
	
	
	

	Level of intervention noted
	
	
	

	Expected outcome for risk noted
	
	
	

	Date outcome achieved
	
	
	

	Drugs
	
	
	

	Level of intervention noted
	
	
	

	Expected outcome for risk noted
	
	
	

	Date outcome achieved
	
	
	

	Stress/Depressed/Mental Health
	
	
	

	Abuse/Violence
	
	
	

	Level of intervention noted
	
	
	

	Expected outcome for risk noted
	
	
	

	Date outcome achieved
	
	
	

	Interconception Health
	
	
	

	Level of intervention noted
	
	
	

	Expected outcome for risk noted
	
	
	

	Date outcome achieved
	
	
	

	Additional Domains
	
	
	

	Maternal Interventions from Maternal Plan of Care Part 2 attached to infant plan of care Part 2
	
	
	

	Comments:




	PLAN OF CARE

PART 3 [008]
	Yes
	No
	NA

	Beneficiary Name
	
	
	

	Care Coordinator
	
	
	

	RN Signature
	
	
	

	Date
	
	
	

	SW Signature
	
	
	

	Date
	
	
	

	Signatures within 10 business days
	
	
	

	Other disciplines contributing to POC
	
	
	

	Comments: 




	INFANT CARE COMMUNICATION NOTIFICATION OF MIHP ENROLLMENT [I009]

Form Letter A
	Yes
	No
	NA

	Cover letter sent to medical provider
	
	
	

	Summary of risk sent [I010]
	
	
	

	Comments:




	MIHP INFANT CARE COMMUNICATION [I010]

Form Letter A
	Yes
	No
	NA

	Initial
	
	
	

	Status Update
	
	
	

	Physician
	
	
	

	Birthdate
	
	
	

	Date enrolled in MIHP
	
	
	

	Infant Health
	
	
	

	Infant Safety
	
	
	

	Feeding and Nutrition
	
	
	

	General Development
	
	
	

	Family support (parenting and child care)
	
	
	

	Beneficiary name
	
	
	

	Risks identified
	
	
	

	Signature
	
	
	

	Date
	
	
	


	INFANT CARE COMMUNICATION NOTIFICATION OF CHANGE IN RISK FACTORS [I012] 

Form Letter B
	Yes
	No
	NA

	Form letter sent

	
	
	

	Comments:




	MEDICAL PROVIDER INFANT DISCHARGE SUMMARY [I014] – Form C


	Yes
	No
	NA

	Cover Letter Sent to Medical Provider Summary [I015] sent to Medical Provider
	
	
	

	Comments:




	INFANT DISCHARGE SUMMARY FOR MEDICAL CARE PROVIDER [I015] –

Attached to Form Letter C
	Yes
	No
	NA

	Was the Following information provided:

	Beneficiary’s Name
	
	
	

	Parent/Guardian Name
	
	
	

	Date Infant Risk Identifier completed
	
	
	

	Date of birth
	
	
	

	Number of Visits
	
	
	

	Infant Services completed
	
	
	

	Date completed
	
	
	

	Not completed
	
	
	

	Cannot be  located
	
	
	

	Parent/Guardian declined services
	
	
	

	Reason parent services declined
	
	
	

	Family moved to:
	
	
	

	Transfer client’s new MIHP care provider identified
	
	
	

	Was the Following Information Provided:

	Infant Health
	
	
	

	Initial risk at  enrollment noted
	
	
	

	Risk levels noted [R] N, L, M, H, UK
	
	
	

	Summary risk levels noted [S] N, L, M, H, UK
	
	
	

	Progress during infant interventions noted
	
	
	

	Infant Safety
	
	
	


	INFANT DISCHARGE SUMMARY FOR MEDICAL CARE PROVIDER [I015] 
Attached to Form Letter C (cont’d)
	Yes
	No
	NA

	Initial risks at enrollment noted
	
	
	

	Risk levels noted [R] N, L, M, H, UK
	
	
	

	Summary risk levels noted [S] N, L, M, H, UK
	
	
	

	Feeding and Nutrition 
	
	
	

	Initial risks at  enrollment noted
	
	
	

	Risk levels noted [R] N, L, M, H, UK
	
	
	

	Progress during infant interventions Noted
	
	
	

	Infant Development
	
	
	

	Initial risks at enrollment noted
	
	
	

	Risk levels noted [R] N, L, M, H, UK
	
	
	

	Summary risk levels noted [S] N, L, M, H, UK
	
	
	

	Progress during infant interventions noted
	
	
	

	Family Support (parenting and child care)
	
	
	

	Initial risks at enrollment noted
	
	
	

	Risk levels noted [R] N, L, M, H, UK
	
	
	

	Summary risk levels noted [S] N, L, M, H, UK
	
	
	

	Progress during infant interventions noted
	
	
	

	Family, living, language and environmental consideration noted and addressed:
	
	
	

	Comments:




	INFANT DISCHARGE SUMMARY FOR MEDICAL CARE PROVIDER [I015] –

Attached to Form Letter C (cont’d)
	Yes
	No
	NA/UK

	Group Parenting Education:
	
	
	

	
Provided
	
	
	

	
Referred
	
	
	

	
Refused
	
	
	

	Group parenting education attended
	
	
	

	Breastfeeding information noted
	
	
	

	Immunization schedule 
	
	
	

	
Education Provided
	
	
	

	
Referred
	
	
	

	
Refused Assistance
	
	
	

	Well Child information noted
	
	
	

	Referral noted
	
	
	

	MIHP agency
	
	
	

	Name
	
	
	

	Signature
	
	
	

	Credentials
	
	
	

	Date
	
	
	

	Comments:



	INFANT SUMMARY OF MATERNAL CONSIDERATION [I019]


	Yes
	No
	NA

	Was the Following information provided:

	Beneficiary’s Name
	
	
	

	Date of  Birth
	
	
	

	Medicaid Number
	
	
	

	Interconception Health
	
	
	

	Initial risks at enrollment noted
	
	
	

	Risk Levels Noted [R] N, L, M, H, UK
	
	
	

	Summary risk levels noted [S] N, L, M, H, UK
	
	
	

	Progress during infant interventions noted
	
	
	

	Tobacco: Smoking
	
	
	

	Initial risks at enrollment Noted
	
	
	

	Risk Levels Noted [R], N, L, M, H, UK
	
	
	

	Summary Risk Levels Noted [S] N, L, M, H, UK
	
	
	

	Progress During Infant Interventions Noted
	
	
	

	INFANT SUMMARY OF MATERNAL CONSIDERATION [I019 (cont’d)
	Yes
	No
	NA

	Substance Use: Alcohol
	
	
	

	Initial Risks at Enrollment Noted
	
	
	

	Risk Levels Noted [R] N, L, M, H, UK
	
	
	

	Summary Risk Levels Noted [S], N, L, M, H, UK
	
	
	

	Progress During Infant Interventions Noted
	
	
	

	Substance Use: Drugs
	
	
	

	Initial Risks at Enrollment Noted
	
	
	

	Risk Levels Noted [R] N, L, M, H, UK
	
	
	

	Summary Risk Levels Noted [S] N, L, M, H, UK
	
	
	

	Progress During Infant Interventions Noted
	
	
	

	Was the Following information provided:

	Stress /Depression/Mental Health
	
	
	

	Initial Risks at Enrollment Noted
	
	
	

	Risk Levels Noted [R] N, L, M, H, UK
	
	
	

	Summary risk Levels Noted [S] N, L, M, H, UK
	
	
	

	Progress During Infant Interventions noted
	
	
	

	Abuse/Violence
	
	
	

	Initial Risks at Enrollment Noted
	
	
	

	Risk Levels Noted [R] N, L, M, H, UK
	
	
	

	Summary Risk Levels Noted [S], N, L, M, H, UK
	
	
	

	Progress During Infant Interventions Noted
	
	
	

	Basic Needs
	
	
	

	Initial Risks at Enrollment Noted
	
	
	

	Risk Levels Noted [R] N, L, M, H, UK
	
	
	

	Summary Risk Levels Noted [S] N, L, M, H, UK
	
	
	

	Progress  During Infant Interventions Noted
	
	
	

	Name of Agency
	
	
	

	Signature
	
	
	

	Credentials
	
	
	

	Date
	
	
	

	Comments:


	CONSENT TO TRANSFER MIHP RECORD 1.1.12
	Yes
	No
	NA

	From Current MIHP Provider
	
	
	

	To Following MIHP Provider
	
	
	

	From my Health Information 

Box Checked
	
	
	

	To Following MIHP Provider Box checked
	
	
	

	I Do Consent to Releases Health Information Box Checked
	
	
	

	Beneficiary Name Printed
	
	
	

	Legal Representative/Relationship to Beneficiary
	
	
	

	Signature of Beneficiary or Legal Representative
	
	
	

	Date
	
	
	

	Signature of MIHP Reviewer
	
	
	

	Date
	
	
	




Comments:
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1

