Final 6.28.2012                                                                                                  Maternal Infant Health Program 





Reviewer Initials:

Maternal Chart Review Tool

Agency:


Date:


Client Initial:


Birth date:


Case Status:

Open: _____  Closed  ______



	MATERNAL FORMS CHECKLIST (1001)
	YES
	NO
	NA

	Checklist form in chart
	
	
	

	Beneficiary Name
	
	
	

	Coordinator Name
	
	
	

	Date referral received 

Date:
	
	
	

	Referral Source
	
	
	

	Dates Checked
	
	
	

	Form Box Checked
	
	
	

	Comments:  


	REFERRAL
	YES
	NO
	NA

	Agency has attempted contact with beneficiary within 14 business days
	
	
	

	Comments:


	CONSENT TO PARTICIPATE FORM

(1.1.12)
	YES
	NO
	NA

	Signature of Beneficiary
	
	
	

	Signature of legal Representative (For Infant)
	
	
	

	Consent to Participate box checked
	
	
	

	Consent to Participate in Risk Identifier Box checked
	
	
	

	Beneficiary Name Printed
	
	
	

	Signature of Beneficiary or Legal Representative
	
	
	

	Date
	
	
	

	Signature of MIHP Interviewer
	
	
	

	Date
	
	
	

	Comments:


	Consent to Release Protected Health Information
	YES
	NO
	NA

	Agency Name
	
	
	

	Mom’s Health Information Released to Medical Provider Box Checked
	
	
	

	Health Care Provider Listed 
	
	
	

	Mom’s Information Released to Following Parties
	
	
	

	Infant’s Health Information Released to Health Care Provider box checked
	
	
	

	Health Care Provider Listed
	
	
	

	Infant’s Information Released to Following Parties
	
	
	

	Beneficiary Name Printed
	
	
	

	Legal Representative/Relationship to Beneficiary
	
	
	

	Signature of Beneficiary or Legal Representative
	
	
	

	Date
	
	
	

	Signature of MIHP Interviewer
	
	
	

	Date
	
	
	

	Comments:


	
	
	


	MATERNAL RISK IDENTIFIER (MSA 1200)
	YES
	NO
	NA

	Completed
	
	
	

	Signed
	
	
	

	Discipline
	RN

	SW
	

	Date
	
	
	

	

	Location of Visit
	Home  
	Office  
	Other   FORMCHECKBOX 


	Comments:  



	MATERNAL RISK IDENTIFIER (MO12)



	Scoring results in chart            Yes    FORMCHECKBOX 
            No    FORMCHECKBOX 


	Domain
	Scoring Results

	
	L
	M
	H
	UK
	No Risk

	Family Planning
	
	
	
	
	

	Pregnancy History
	
	
	
	
	

	Food
	
	
	
	
	

	Housing
	
	
	
	
	

	Transportation
	
	
	
	
	

	Social Support
	
	
	
	
	

	2nd Hand Smoke
	
	
	
	
	

	Smoking
	
	
	
	
	

	Alcohol
	
	
	
	
	

	Drug Use
	
	
	
	
	

	Stress/Depression
	
	
	
	
	

	Abuse/Violence
	
	
	
	
	

	Chronic Disease
	
	
	
	
	

	Overall Risk
	
	
	
	
	

	Comments:


	SUPPLEMENTAL RISK IDENTIFIER (Optional) (M036)
	YES
	NO
	NA

	Beneficiary
	
	
	

	All Questions Answered
	
	
	

	Signature
	
	
	

	Date
	
	
	

	Comments:

	


	MATERNAL PLAN OF CARE

PART ONE (M002)
	YES
	NO
	NA

	Maternal packet given to mom
	
	
	

	Text 4 Baby Information given to mom
	
	
	

	RN Signature
	
	
	

	Date
	Date
	Date
	Date

	SW Signature
	
	
	

	Date
	
	
	

	Signature within business 10 days
	
	
	

	Comments:
	
	
	


	MATERNAL PLAN OF CARE
PART 2

(M003)
	YES
	NO
	NA

	Maternal risk (s) noted
	
	
	

	Family Planning
	
	
	

	Risk Level
	
	
	

	Expected Outcomes Achieved
	
	
	

	Prenatal Care
	
	
	

	Risk Level
	
	
	

	Expected Outcomes Achieved
	
	
	

	Food
	
	
	

	Risk Level
	
	
	

	Expected Outcomes Achieved
	
	
	

	Housing
	
	
	

	Risk Level
	
	
	

	Expected Outcomes Achieved
	
	
	

	Transportation
	
	
	

	Risk Level
	
	
	

	Expected Outcomes Achieved
	
	
	

	Social Support
	
	
	

	Risk Level
	
	
	

	Expected Outcomes Achieved
	
	
	

	2nd Hand Smoke
	
	
	

	Risk Level
	
	
	

	Expected Outcomes Achieved
	
	
	

	Alcohol
	
	
	

	Risk Level
	
	
	

	Expected Outcomes Achieved
	
	
	

	Drugs
	
	
	

	Risk Level
	
	
	

	Expected Outcomes Achieved
	
	
	

	Stress/Depression/Mental Health
	
	
	

	Risk Level
	
	
	

	Expected Outcomes Achieved
	
	
	

	Abuse/Violence
	
	
	

	Risk Level
	
	
	

	Expected Outcomes Achieved
	
	
	

	Asthma 
	
	
	

	Risk Level
	
	
	

	Expected Outcomes Achieved
	
	
	

	Diabetes
	
	
	

	Risk Level
	
	
	

	Expected Outcomes Achieved
	
	
	

	Hypertension
	
	
	

	Risk Level
	
	
	

	Expected Outcomes Achieved
	
	
	

	Additional domains identified (I021)
	
	
	

	Interconception Care
	
	
	

	Expected interventions noted
	
	
	

	Expected outcome noted
	
	
	

	No maternal intervention 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
	
	
	

	Plan of care updated
	
	
	

	Comments:


	MIHP PRENATAL COMMUNICATION
FORM A

CLIENT INFORMATION (M022)

Was the following information provided:
	YES
	NO
	NA

	Beneficiary Name
	
	
	

	Date of Birth
	
	
	

	Date Enrolled in MIHP
	
	
	

	Physician
	
	
	

	Clinic
	
	
	

	EDC
	
	
	

	Does not qualify for MIHP
	
	
	

	Declined services
	
	
	

	Cannot Be Located
	
	
	

	Other
	
	
	

	Current Living Situation:
	
	
	

	Living on their own
	
	
	

	Living with relatives
	
	
	

	Living with father of baby
	
	
	

	Living with friends
	
	
	

	Living at shelter
	
	
	

	Other living arrangements
	
	
	

	Are appropriate maternal domain (s) checked
	
	
	

	Were provider comments noted
	
	
	

	Was a brief description of key interventions, significant changes (s) for the risk factor (s) listed above
	
	
	

	Signature
	
	
	

	Date
	
	
	

	Comments:


	Prenatal Communication

NOTIFICATION CHANGE IN RISK

FORM Letter B (M023)
	Yes 
	No
	NA

	Medical provider notified of changes
	
	
	

	Summary of risk sent
	
	
	

	Comments:


	Prenatal Communication

DISCHARGE SUMMARY

FORM C 
	Yes 
	No
	NA

	Cover Letter sent to Medical Provider (M025)
	
	
	

	Summary risk sent (M026)
	
	
	

	Comments:


	Cover Letter C

Maternal Summary Form (M026)

Was the following information provided:
	YES
	NO
	NA

	Name of Medical Care Provider or Clinic
	
	
	

	Beneficiary’s Name
	
	
	

	Date Maternal Risk Identifier Completed
	
	
	

	Date of Birth
	
	
	

	EDC
	
	
	

	Delivery Date
	
	
	

	Number of Prenatal Visits
	
	
	

	Number of Postpartum Visits
	
	
	

	Infant followed in MIHP
	
	
	

	Maternal Services Completed

   Prior to Birth

   After Birth

   Date completed

   Declined Services
	
	
	

	Was this client transferred to another MIHP
	
	
	

	Risk Interventions
	
	
	

	Health History/Risk Family Planning
	
	
	

	Health History/Risk (Pregnancy History) Prenatal Care
	
	
	

	Basic Needs (Food)
	
	
	

	Basic Needs (Transportation)
	
	
	

	Basic Needs (Housing)
	
	
	

	Social Support
	
	
	

	Tobacco Smoking
	
	
	

	Substance Use:  Alcohol
	
	
	

	Substance Use:  Drugs
	
	
	

	Stress/Depression/Mental Health
	
	
	

	Abuse/Violence
	
	
	

	Chronic Disease/Asthma
	
	
	

	Diabetes
	
	
	

	Hypertension
	
	
	

	Childbirth Education Noted
	
	
	

	Breastfeeding Information Noted
	
	
	

	Gestation Age Identified
	
	
	

	Infant’s Birth Weight
	
	
	

	Immunization Schedule:
	
	
	

	Education Provided
	
	
	

	Referred
	
	
	

	Refused
	
	
	

	Well Child Schedule
	
	
	

	Education Provided
	
	
	

	Referred
	
	
	

	Refused
	
	
	

	Referrals Made During Care:
	
	
	

	Family Planning
	
	
	

	Plan First!
	
	
	

	Immunization
	
	
	

	Medical
	
	
	

	Dental
	
	
	

	Counseling
	
	
	

	Basic Needs
	
	
	

	 Infant Mental Health
	
	
	

	Substance Abuse Services
	
	
	

	Domestic Violence Services
	
	
	

	Child Protective Services (CPS)
	
	
	

	Parenting Support
	
	
	

	WIC
	
	
	

	Basic Needs
	
	
	

	Child Care
	
	
	

	Baby Items
	
	
	

	Education
	
	
	

	Employment
	
	
	

	Home Visitation/Support Program
	
	
	

	Other
	
	
	

	Are appropriate risk levels Noted
	
	
	

	Is progress During Maternal 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 Release Health Information box checked
	
	
	

	Beneficiary Name Printed
	
	
	

	Legal Representative/Relationship to Beneficiary
	
	
	

	Signature of Beneficiary or Legal Representative
	
	
	

	Date
	
	
	

	Signature of MIHP Interviewer
	
	
	

	Date
	
	
	


	Comments
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1

