
TRANSPORTATION 

20.	 Will you have problems keeping your appointments? 0 Yes 0 No 

If yes, is the problem: 0 Transportation 0 Child care 0 Work 0 School 0 Other. _ 

Important information to consider when making medical and support service appointments and for refe"als. 

21.	 When you ride in a car, how often do you use seat belts? 0 Always 0 Sometimes 0 Never 

An opportunity to determine if a discussion of the importance and proper use ofseat belts is needed. 

22.	 Will you be able to get a car safety seat for the new baby by the time it is bom? 0 Yes 0 No 

If no, this is an opportunity to determine if education is needed regarding the CA Carseat Safety laws and make refe"als 
to local resources. See also SIT Guidelines: Health Education-Infant Safety and Health. 

CURRENT HEALTH PRACTICES 

23.	 Have you ever had trouble finding a doctor or getting necessary treatment for yourself or your family? 0 Yes 0 No 

If yes, please explain: _ 

Difficulties with the health care system in the past may impact how the client perceives her current care and how she 
responds to refe"als. 

24.	 Have you been to the dentist in the last year? 0 Yes 0 No 
If no, assist client to arrange dental care (see your provider's application for dental resources). Poor dental health can 
seriously impact the pregnant woman from chronic infection to impaired eating ability. 

25.	 What do you do for exercise? How often? _ 
Regular exercise can give the client a sense of well-being and relaxation. For suggestions and cautions regarding 
exercise in pregnancy, see SIT Guidelines: Health Education-Safe Exercise and Lifting. 

26.	 Since you became pregnant have you used any over-the-countermedications? 0 Yes 0 No 

If yes, what? How much? How often? _ 
If yes, this is an opportunity to instruct the client on the hazards of OTC medications, and an opportunity to evaluate the 
need for medical evaluation of the condition for which she uses OTC's. For additional suggestions see SIT 
Guidelines: Health Education-Drug and Alcohol Use. 

27.	 Since you became pregnant have you used any prescription medications? 0 Yes 0 No 

If yes, what: How much? How often? _ 
Ifyes, see question 26 and make sure the medical provider is aware ofthis information. 

28.	 In your home, how do you store: 0 Vitamins _ 

o Medications 0 Cleaning agents _ 
All medications, even seemingly "mild" medications such as as vitamins and iron, should be stored In a secure location, 
such as a locked cabinet, if there are children in the home. Purses are not considered secure. Cleaning agents should 
be stored in their original containers, away from food, and secure from children. Plan the client's education according to 
her safety knowledge and habits. 

29.	 Do you have exposure to chemicals: 
a. Atwork? DYes ONo Ifyes,what?	 _ 

b. Athome? DYes ONo Ifyes,what?	 _ 

c. With hobbles? 0 Yes 0 No If yes, what?	 _ 

If yes, see SIT Guidelines: Health Education-Workplace and Home Safety. 

PREGNANCY CARE 

30.	 Was this pregnancy planned? 0 Yes 0 No 

31.	 How do you feel about being pregnant now? _ 

32.	 Are you considering: Adoption? CJ Yes 0 No Abortion? 0 Yes 0 No 
Questions 30, 31, and 32 will provide the assessor with information about the client's feelings regarding this pregnancy. 
For the client who Is still ambivalent and/or considering adoption or abortion, refer to STT 
Guidelines: Psychosocial-Unwanted Pregnancy, for suggestions. 
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33.	 How does the father of the baby feel about this pregnancy? _ 

a. Yourfamily?	 _ 

b. Your friends?	 ---.,. ---.,....,.......,,--- ---,-- _
 
Responses to these questions will provide the assessor with information regarding the client's support system and 
stressors she may be facing. 

34.	 Do you have any of the following problems now? (Check all that apply.) 

Yes No Yes No 

a. Swelling of hands or feet 0 0 h. Heartburn	 o o 
b. Constipation	 0 0 i. Backache o o 
c. Fatigue/sleeping problems 0 0 j. Vomiting	 o o 
d. Vaginal dischargelbleeding 0 0 k. Nausea	 o o 
e. Varicose veins	 0 0 I. Headaches o o 

m. 0 Other	 _f. Hemorrhoids	 0 0 
g. Leg cramps	 0 0 
Ev@luate 'Yes" responses on the basis of practice protocols. If appropriate for the assessor, many of these conditions 
can be addressed by suggestions as outlined in SIT Guidelines: Nutrition. 

35.	 In comparison to your previous pregnancies, is there anything you would like to change about the care you receive? 
DYes 0 No 0 N/A Please explain: ---::----,--__---:-....,....-"....,..-_.,.-- _ 
"Yes· answers provide assessor with information about past care that was not helpful to client so that these Issues can be 
avoided with this pregnancy (ifpossible). 

36.	 Do you have any traditional, cultural, or religious customs about pregnancy and childbirth you would like supported? 
DYes 0 No Please explain: --,--- _ 
Acknowledgement and support of cuftural and religious customs important to the client will result in a client who will 
participate in her care. In some cases these customs may be In conflict with medical care, and it is important to evaluate 
these situations with the medical provider. For additional suggestions see SIT Guidelines: First Steps-Cultural 
Considerations. 

37.	 Who gives you the most advice about your pregnancy? _ 

38.	 What have you been told that you think is important? _ 

Questions 37 and 38 will identify who should also be involved in the client's care. It will be very difficult to provide 
perinatal education ifyour information conflicts with this person's advice. 

39.	 Do you use any natural or herbal remedies (example: ginseng, manzanilla, greta, magnesium, yerba buena)? 
DYes 0 No If yes, what and how often: _ 

Herbal remedies need to be evaluated for potential harmful effects on the fetus. 

40.	 Do you plan to have someone with you: 

a. During labor?	 0 Yes 0 No 0 Do not know 

b. When you first come home with the baby? 0 Yes 0 No 0 Do not know 

If the client cannot identify a support person for labor, the assessor should begin to explore possible resources for both 
the labor period and childbirth preparation classes. If no support in the Immediate postpartum period, this is an 
opportunity to help the client explore who will be available to help her care for herself, the newborn, including 
breastfeeding, and other children, if any. See SIT Guidelines: Psychosocial-Parenting Stress. 

41.	 If you had a baby before, where was that baby(s) delivered? 
o Hospital 0 Clinic 0 Home 0 Other	 _ 

Were there any problems? 0 Yes 0 No
 
If yes, please explaln: _
 

An opportunity to identify problems and plan to avoid them with this pregnancy andlor identify positive experiences to 
draw upon. 
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42. Have you had any losses in past pregnancies such as: 

Yes No Yes No Yes No 

Miscarriages 0 0 Adoption 0 0 Abortion 0 0 
Stillborn 0 0 SIDS 0 0 
If yes, what/who helped you get through this? ----:-:------: ~_::__-----:__:_--------____:_____:_-
The client may have unresolved grief issues that can impact this pregnancy and the care of the newborn. It also 
identifies some strengths that may be helpful in addressing current issues. For additional suggestions see SIT 
Guidelines: Psychosocial-Perinatal Loss. 

43.	 If you have had other children, are they still living? 0 Yes 0 No 0 N/A 
If no, please explain: _ 
Again, Identifies possible unresolved grief issues and/or fears that may affect this pregnancy. See also question 42. 

44.	 Besides having a healthy baby, what are your goals for this pregnancy? ----:____:--:':"'-------:--:----- ­
An empowerment opportunity for the client. With assistance from the assessor, the client may be able to use this 
opportunity to make personal changes in her life, rather than focusing In on only a goal of "a healthy baby." 

45.	 Do you plan to use a method of birth control after this pregnancy? 0 Yes 0 No 0 Undecided 
If yes, what method: 0 Birth control pill 0 Diaphragm 0 Norplant 0 IUD 
o Foam and/or condoms 0 Natural Family Planning 0 Abstinence 0 Sterilization 0 Depoprovera 

Each client should have the opportunity to make a fully informed decision about what method, if any, she wants to use 
postpartum. See SIT Guidelines: Health Education-Family Planning Choices, for suggestions. 

46.	 Have you ever had a sexually transmitted infection, such as gonorrhea, syphilis, chlamydia, herpes? 0 Yes 0 No 
a. If yes, what and when:	 ______:-------­__--::--:-_~_:__:-:--:--~""":"'"-'='':'''':'''"-___::~_:__-__:::=_=_-
b. Has your partner had a sexually transmitted infection? 0 Yes 0 No 0 Do not know 

47.	 Information given on HIV transmission, risk reduction behavior modification, methods to reduce the risk of perinatal 
transmission; counseling and referral to other HIV prevention and psychosocial services as needed; and referral for HIV 
testing. 0 Yes oNo Initials: _ 
Current state regulations require that all pregnant women, not just those who are at risk, receive counseling on the 
benefits ofHIV testing and pregnancy, treatments available to women who test positive, and referral for HIV testing. This 
item permits the prOVider/practitioner to document that they have provided the woman the required services. For 
additional suggestions on providing HIV education, see SIT Guidelines: Health Education-HIV and Pregnancy. 

NUTRITION 

48.	 Anthropometric data: (Complete the following.) Height Current weight Date _ 

o Prepregnancy weight 0 Normal 0 Underweight 0 Overweight 0 Very overweight 

o Weight gain goal	 0 Net weight gain 0 Adequate 0 Inadequate 0 Excessive 

o Weight gain in previous pregnancies: Ibs __ 0 Unknown 0 N/A 0 Weight grid plotted 

This information helps determine weight gain goals for the pregnancy and necessary nutritional education. SIT 
Guidelines can provide assistance in helping the assessor complete the weight gain grid and determining weight gain 
goals. Women who begIn pregnancy underweight or overweight may need more comprehensive nutrition care. 

49.	 Biochemical data: (Complete the following.) 
o Blood: Date	 Hgb/Hct MCV Glucose Screen _ 
o Urine: Date	 (Circle) Glucose + - Ketones + - Protein + ­
Abnormal values need to be brought to the medicalproVider's attention and a plan developed to address needs. 

50.	 Clinical data: (Indicate if any of the following apply.)
 
o Short pregnancy interval 0 Anemia 0 Diabetes: 0 Prepregnancy 0 Past pregnancy
 
o Serious infection 0 Dental disease 0 Hypertension: 0 Prepregnancy 0 Past pregnancy 
o Hx low birth weight baby 0 High parity (>4) 0 Currently breastfeeding 
o Age 17 years or less 0 Digestive problems 0 Hx intrauterine growth retardation 
o Other medicallobstetrical problems: 0 Past 0 Current ~---=-

All of the above information has important implications in developing a nutritIonal care plan for the client. Site specific 
protocols should be reviewed to determine appropriate care, SIT Guidelines: Nutrition-Prenatal Vitamin and Minerals, 
Iron and Calcium, can also offer suggestions for appropriate education and referrals. 

51.	 Do you take prenatal vitamins? 0 Yes 0 No Do you take iron? 0 Yes 0 No Other? 0 Yes 0 No 
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52.	 How would you describe your appente? 0 Good 0 Fair DPoOt 
00 you sometimes feel you can't stop eating? 0 Yes 0 No 
Requires additional probing to determine if the client has concerns about or is experiencing an eating disorder. 

53.	 Have your eating habits changed since you became pregnant? 0 Yes 0 No 
If yes, please explain: ~-.,____:__----------------­

Provides additional context to her response to question 52. It is important to know that a clienfs appetite was poor 
before she became pregnant vs. the client whose appetite changed as a result ofpregnancy. 

54.	 How many times per day do you usually eat? _ 

Permits the assessor to develop nutritional recommendations that "fit" with the client's usual habits. 

00 you have questions or concerns about your weight and/or weight gain during pregnancy? 0 Yes 0 No 
If yes, please list: _ 

Permits assessor to emphasizean appropriateweight gain goal. See SIT Guidelines: Nutrition-WeightGain DuringPregnancy. 

55.	 Have you had cravings for or eaten any of the following? (Circle all that apply.) 0 Yes 0 No 
laundry starch freezer frost cornstarch clay paste plaster dirt other _ 
"Yes" answers require evaluation to determine the extent of the problem and need for referral to the medical provider. 
Additional suggestions are in SIT Guidelines: Nutrition-Pica, Possible Problems From Pica. 

56.	 Do you have any food allergies? 0 Yes 0 No If yes, please explain: _ 

Are there any foods or beverages you avoid? 0 Yes 0 No If yes, please explain: ~~ 

Requires evaluation as to impact on appropriate perinatal diet. See SIT Guidelines: Nutrition-Lactose Intolerance, for 
addit~nalsuggestion~ 

57.	 Are you on a special diet? 0 Yes 0 No 

If yes, what kind? 0 Weight loss D·Low salt o Low fat/cholesterol o Vegetarian o Diabetic 

o Other:_---:-__~~---:-7':-__:_-~-"":"""'7-~-___:__=__:::__:__----::=---_:_:___:___:_-~ 
Requires evaluation as to impact on perinatal nutritional needs and development of client specific nutritional education. 
May also require referral for medical nutrition therapy. 

58.	 If vegetarian, do you eat: 0 Milk and dairy products 0 Fish/chicken 0 Eggs 
Not all individuals define "vegetarian" in the same way. This question Identffiesthe specifics ofyour client's vegetarian diet. 

59.	 How many cups of the following do you drink In a day? __ regular coffee __ regular tea sodas 
General fluid intake Is important for proper metabolic functioning. The specffic beverages Imbibed can Indicate sources 
of excess sugars or caffeine. High diet soda intake may be as a result of a fear of having a larger baby and a perceived 
more difficult birth. 

60.	 Who usually does the following in your home? Buys food: Prepares food: _ 
This Information will provide the assessor with some indication as to the control the client has over what food is 
purchased and how it is prepared. 

61.	 Dietary intake: (check all that apply) 
Vitamin A Vitamin C _ Other fruits and vegetables _ Bread/grain/cereal 

LOW 
Protein All groups Fluid Milk Iron Fiber 

EXCESS Fat 

Excess: fat, sugar, salt, high Kcal 

Sugar Salt High Kca!. 

INFANT FEEDING 

62. If you have other children, did you breastfeed, or try to breastfeed them? 0 Yes 0 No 0 N/A 
Did you have trouble breastfeeding? 0 Yes 0 No How long did you breastfeed? ~:::--_--:-_~:---:-_:---:­
Provides an opportunity to build on previous positive experiences and/or evaluate difficulties and provide education to 
support breastfeeding. For additional suggestions, see SIT Guidelines: Nutrition-Breastfeeding reference. 

63.	 How are you planning to feed your new baby? 
o Breast 0 Formula 0 Both breast and formula 0 Other: 0 Do not know 
All women should be provided basic breastfeeding information so they can make an informed decision. The client who 
plans to give both breast and formula may be inadvertently sabotaging her breastfeeding efforts and probably needs 
additional assistance in clarifying her decision. See SIT Guidelines: Health Education-Infant Feeding Decision-Making. 

WIC REFERRAL 

Providersignature Date 
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CO~NGS~LLS	 - ­

64.	 In the past month, how often haveyou felt that you could not control the importantthings in your life? 
Haveyou felt that way: 0 very often 0 often 0 sometimes 0 rarely 0 never 
This question permits the client to give her evaluation of her emotional status. Shaded responses should be further 
explored to determine if this is a long-standing issue or more related to the emotional sWingsof early pregnancy. 

65.	 What things in your life do you feel good about? ----:-:,----- _ 
Provides that assessor with an opportunity to build on positives in the client's life. 

66.	 Are you currentlyhavingany of these problems: (Check all that apply.) 
Yes No Yes No 

a. Financial difficulties o 0 f. Unemployment	 o o 
b. Housingproblems o 0 g. Immigration	 o o 
c. Divorcelseparation o 0 h. Legal	 o o 
d. Recentdeath o 0 i. Probationlparole	 o o 
e. Illness 0 0 j. Child Protective Services 0 0 
Any "yes" responses can provide stress for the client. Suggestions for referrals can be found in STT 
Guidelines: Psychosocial-Financial Concems, Legal/Advocacy Concerns, New Immigrant, Depression. 

67.	 What things In your life would you like to change?__-=-=-__~,-----_----:-_,---------:-,-----,------:-:-__-:------:- ---:-_ 
Provides information on patient hopes and values. Changes that can be attached to these values have a higher 
probability of success. 

68.	 What do you do when you are upset? _ 

69.	 What do you and your partnerdo when you havedisagreements? _ 

70.	 Do you ever feel afraid or threatened by your partner? ..... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 Yes 0 No 
If yes, pleaseexplain: _ 

71.	 Within the last year have you beenhit, slapped, kicked, or physically hurt by someone? . . . . . . . . . . 0 Yes 0 No 
If yes, pleaseexplain: _ 

72.	 Haveyou ever beena victim of violenceand/orsexual abuse? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 Yes 0 No
 

73.	 Haveyour childrenever been victimsof violence and/orsexualabuse? . . . . . . . . . . . . • • . . . . . . . . . 0 Yes 0 No
 

74.	 Have your parents been victimsof violenceand/orsexual abuse? " . . . . . . . . . 0 Yes 0 No 
Questions 67-73 help the assessor determine the potential and/or presence of domestic violence In the client's 
relationships. Interventions should be based on legal mandates and practice specific protocols. Additional information is 
available In SIT Guidelines: Psychosocial-SpousallParlner Abuse. 

75.	 Do you ever get depressed? . DYes DNo 

76.	 Have you ever felt so bad you planned or attempted suicide? . DYes ONo 

77.	 Have you ever talked to a counselor? . DYes ONo 
If yes, pleaseexplain: _ 

78.	 Wouldyou feel comfortable talkingto a counselor jf you hada problem? . . . . . . . . . . . . . . . . . . . . . . 0 Yes 0 No
 
Provides information on patient's history of serious mental illness and what range of referrals might be possible. For 
additional information, see SIT Guidelines: Psychosocial-Emotional or Mental Health Concerns, Depression. 

TOBACCO, DRUG, AND ALCOHOL USE 

79.	 Do you smokecigarettes? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 Yes 0 No 
If yes, howmany cigarettes per day? for how manyyears? _ 
It Is Important to document carefully the client's smoking history, not just whether she smokes or not. Interventions for 
someone who smokes one-two cigaretteslweek are likely to be different from someone who smokes two packages/day. 

80.	 Are you exposedto secondhand smokeat homeor at work? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 Yes 0 No 
Secondhand smoke can have serious effects on both the mother and the fetus. To help the client identify such exposure 
and develop a plan to avoId such exposure, see SIT Guidelines: Health Education-Secondhand Tobacco Smoke. 

81.	 Are you using chewing tobacco? ;....... . . . . . .. . . . . . . . . . . . . . . . 0 Yes 0 No 
The woman who uses cheWingtobacco avoids possible lung problems, she and her fetus are still exposed to the harmful 
effects ofnicotine. Some of the suggestions In SIT Guidelines: Health Education-Tobacco Use, may also be helpful for 
this client. 
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FOR 1H.E CAuFORNIA ExPANDED AFP SCREENING PROGRAM 

1.	 I have readthe information about the California Expanded AFP 

Screening Program whichis contained in thisbooklet: (or have had it read 
to me by ). 

2.	 I have been informed that: 

a)	 the purpose of the California ExJ;Y.U1ded AFP Screening Program is to 
detect mOSI fetuses with neural robe defeces. abdominal wall defects, 
Down syndrome, and trisomy 18. However. not all such defects can be 
detected by me Program. 

b} mere are other binh defects mat cannot be detected b,. this Program. 

c)	 ifme result is "screen positive", I will need to make a decision regarding 
follow-up testing. Authorized follow-up tests are covered by the 
Progr:un and willbediscussed with me in more detail, 

d)	 ifthe result is "screen negative", the Program will not pay for any 
follow-up testing. 

e)	 if the fetus is found to have a birth defect, the decision to continue or 
terminate the pregnancy wiU be entirely mine. 

f)	 participation in the CalifOrnia Expanded AFP Screening Program is 
voluntary, I can refuse any tests at any rime. 

_._ .. 0.· -::::.:. ···~···II 

.. 1 ...-.- A,~-.__:~~~C'· ~ 
[over) 

I. PAr-i?t,i'rS COpy' ':·:f~::;. -- .....~~8 

3.	 I have read the detection rates for certain birth defects as rh.ey are described 
in this booklet. 

4	 r have been informed chata blood specimen for the California Expanded 
AFP Screening Program is only reliable between 15 and 20 weeks of 

pregnancy. 

5.	 I have had my questions answered to my satisfacrion. 

:1; 

I request duc bloodbe drawn for the Expanded AFPScreening Program. 

Signed	 Da~ 

YES 1should havemy blooddrawn be[Ween. 
I 

I 

I 
and 

month day year month day )'eaT 

I .
i I request that blood D.Q1 be drawn(OT the Expanded AFPScreening Program. ~I No 

Signed	 DaleI 
I 

I 

f undmtllnd that th~ blood specimen ilndinformation ()btail1~d during the tt'sti11[ 

proms becom« thr prgperlJ' ofthe Cal~fornia Department qfHealth Services. The; 
max be usedfor program eualuation OT research bythe Departmen: or Deparemens-" 
Ill'proz,'ed s~imtific researchers withoutidmt~fj'ing the person OT pmons from whom 
these w/llts zu~re ob:ailud. zmlrss I ~l'ecifieally prohibitsuch use i71 writing. All 
informlltion procured bythr Department oflleillth Services, or by' any other perIon. 
agency ororganization actingjointly with the Department in connection with such 
ip«ial studies, shallIx confitkntiaL I ma.'Y obtain additional infirmation about th~ 

stuJyorprohibit the zue ofmyspuimm b;' writing George Cunningham, MD, Ml ~ 
r-t 

Genetic Disease Brancb, 2151 Ikrlulry Way, Annex 4. B"k~/9" CA 94704. r-t 

Ifnew information ~c(Jme; available about a birth defter daected during this go 
~ 

CDpregnancy. th~ information may b~ sort to me unles: I ;P~Cific411y prohibi~ it by ::J 
writing to Gt:Org~ Cunningham. MD, MPH at the abov« address. r-t 

td 
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A Test ."ur New 
Baby Must Have 

Soonafter birth, your baby will have a blood test 
In California, tile law requires that your baby have 
this Newborn Saeening Test for. 

•	 PKU 
•	 Galactosemia 
•	 Hypothyroidism 
•	 Sickle Cell Disease and other Hemoglobin 

Diseases 

Your baby will also need regular well-baby care to 
cbeckfor other health problems. 

Make Sure Your
 
Baby Is Tested
 

Babies can look very healthy at birth and still have 
one of these disorders. That is why your baby will 
be tested before leaving the hospital. Ask your 
doctor or midwife to make sure the test is done. 

Babies not born in the hospilal must also have this 
test. It should be done before your baby is six days 
old. Call your doctor or health department to have 
your baby tested. 

The Test Is Safe 

A few drops of blood will be taken from your 
baby's heel. This is a simple and safe test The 
blood will be sent to a State approved lab for 
testing. 

How Much Does The 
Test Cost? 

The fee is subject to change. Please check with 
your doctor or hospital for the current cost of the 
test. Medi-Cal, health plans and most private 
insurance will pay for the test 

How Can I Get
 
The Results?
 

You can get the test results from your baby's 
doctor or clinic. It takes about two weeks. Ifyour 
baby needs more tests you will get a letter or 
pbonecall. 

Ifyou move after the test is done. make sure your 
baby's doctor or the clinic staff has your new 
address and phone number. 

Can I Say No 
To The Test? 

You canonly say no for religious reasons. If you 
say "no" you must sign a special form that says 
your hospital. doctor and the clinic staff are not 
responsible if your baby develops problems from 
these disorders. 

Early Treatment Can 
Prevent Serious Problems 

These disorders can cause serious health 
problems. But early treatment can help your baby. 
Free diagnosis for positive tests is available at a 
CaliforniaChildrens Services-approved hospital in 
your area. 

• PKU (phenylketonuria) 
Babies born with PKU have problems when they 
eat foods high in protein like milk. including 
breast milk and formula, meal, eggs and cheese. 
Without treatment these babies become mentally 
retarded. 

• Galactosemia 
Babies with this disorder cannot use • j of the 
sugars in milk. formula. and breast milk and other • 
foods. This disorder harms the baby's eyes, liver and 
brain. A special diet can prevent these problems. 

• Hypothyroidism
Babies born with this problem lack a thyroid
hormone, Without this hormone they grow very 
slowly and become mentally retarded. This can be 
prevented by giving the baby special medicine 
everyday. 

•	 Sickle Cell Disease and other 
Hemoglobin Diseases
 

These diseases affect the baby's red blood cells.
 
These babies can get very sick and even die from
 
common infections. Most infections can be
 
prevented with antibiotics. Affected babies also
 
need lifelong care for problems caused by thr
 
diseases.
 .. :0: ? 

The informolion collected in this program is maintained 
by the Department of Heallh SeIVicu Genetic Disease 
BTt1IJCh, 2151 Berkeley Way. BerlceIer... C\ 94704. (510) 
540-2534. The chUf of the Genetic Disease Branch is 
George Cunningham, M.D. lnformation is collected 
under the autharity of the Health and Safety Code 
Sections 150.151,211.1 and 309 and is used to identify 
infants at risk of birth defects in order to develop 
programs to prevent such defects. Provision of this 
irrformolion is required by law (17 CCR 6500 through 
6507) QIId if not provided, could result in death or 
pemumenl handicap for affected infants. 

Unless the person or his/her legally authorized 
representative specifically prohibits such use in 
writing, the blood specimen and information obtained 
during the testing process becomes the property of the 
State and may be used for program evaluation or 
research by the Department or Depanment~'Proved 
scientific researchers to improve the heallh 0 mothers 
and children. Such studies are publishe without 
identifying the person or persons from whom tl 
results were obtained. 

AMERICANS WITH DISABIUTIES ACT
 
Notice and Informotion Access StDtemDJt
 

Policy ofNondiscrimination on the Basis ofDisability
 
andEqual Employment Opportunity Statement
 

The Department of Heallh Services, State of California 
does not discriminate on the basis of aisability in 
employment or in the admission and access to its 
programs or activities. 

Pliney A. Young. Deputy Director, Office of Civil> 
Rights, 714 P Street. Room 1050, Sacramento. CA ~ 
95814 has been desig1ltlled to coordinate and carry out Il> 
the a$ency's compliance with the nondiscrimination 0 
requirements oJ Title 11 of the Americans with if 
Disabilities Act (ADA). Information concerning the III 
provisions of the ADA, and the rights provided ;::. 
thereunder, are available from the ADA Coordinator. (") 

nbs-ip Governor Pete Wilson 



Referral/Prio A1uthorization FormrtlKem Family
WHealth Care 

t	 t' nal Cb Ire N t'f' tReturn to: Kern Family Health Care Gss a 10 FAI a I lea Ion 9700 Stockdale Hwy. 
Bakersfield, CA 93311-3617 

Phone (661) 664-5083 • Fax (661) 664-5190 

___________ SSN	 _ 

CCS eligible condition: 0 NO 0 YES Services related to CCS-eligible 
conditions must be authorized by CCS. Provider must refer to local CCS program & notify plan. 
Kern Family Health Care is not responsible for payment ofservices related to CCS-eligible conditions. 

II. REFERRAL TO: 
Specialty _ 

Provider Name: Provider Address _ 

___----,.City State__Zip Phone# ( ' FaX#( )---- ­

III. REASON FOR REFERRAL:	 (ICD-9 CODE) 
Diagnosis: 

Clinical Findings: 

PCP_---	 _ 

IV. AUTHORIZATION FOR: 

D Health Education Referral class. 

D Specialty Consultation (# of visits requested ) 

D Hospitalization and/or Surgery (CPT CODE) 

Facility 

Admission Date Est. D/C Date Dinpt. cputpt. 

ATTACH PERTINENT DIAGNOSTIC TEST RESULTS AND MEDICAL RECORDS SUPPORTING REFERRAL. 
Recommendations I and I or Requested Services 

Referring Physician Name, Address, _ 

City State zip Phone#: ( _____ Fax#: ( 

Referring Provider Signature 
(KHS USE ONLY) 

Date of Referral _ 

AUTHORIZATION CONTINGENT UPON ELIGIBILITY ON DATE OF SERVICE DO NOT WRITE BELOW THIS LINE 
D	 APPROVED D APPROVED WITH MODIFICATIONS D DENIED D DELAYED 

Referral# _ 

.Date, _ 

Eligible Effective Date: _ Staff Inilial _ 
KFHC·CS (Rev 02105) 


