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Maternal Infant Health Program (MIHP)

PROFESSIONAL VISIT PROGRESS NOTE REVIEW
FORM [011]

Beneficiary’s Initials
	GENERAL INFORMATION

	Was the following information provided:
	Yes
	No
	NA
	Was the following information provided:
	Yes
	No
	NA

	Beneficiary’s Name
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Educational Packet Reviewed This Visit
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Medicaid Number 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Educational Packet Section(s) Noted
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Type of Visit         
 FORMCHECKBOX 
  Maternal          FORMCHECKBOX 
  Infant
	
	
	
	First Time Mother
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Location of Visit  
 FORMCHECKBOX 
  Home               FORMCHECKBOX 
  Office

                             
 FORMCHECKBOX 
  Other:      
	
	
	
	RD Standing Order in Place
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	Comments:      

	Date of Visit
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Time In
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Time Out
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	


	FIRST DOMAIN / RISK ADDRESSED
	SECOND DOMAIN / RISK ADDRESSED

	Was the following information provided:
	Yes
	No
	NA
	Was the following information provided:
	Yes
	No
	NA

	One Maternal or Infant Domain/Risk Identified 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	One Maternal or Infant Domain/Risk Identified 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Level of Intervention Provided
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Level of Intervention Provided
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Completeness of Intervention Provided
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Completeness of Intervention Provided
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Intervention Narrative Provided
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Intervention Narrative Provided
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Narrative Describes Mother’s Reaction
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Narrative Describes Mother’s Reaction
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Comments:      
	Comments:      

	
	

	Beneficiary Name
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	* Mother / infant immunization discussed
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Medicaid Number
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Breastfeeding education provided
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other visit information
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Encouraged to attend group childbirth education
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Outcome of previous referral
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Encouraged to attend group parent education 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Medical appointments kept since last visit
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Plan for next visit
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	* Family planning discussed this visit
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	New referrals
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	* WIC service being received
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	
	

	Signature

	Date

	Comments:      



* Required
rev 11.29.2010
