           REQUEST FOR COMMUNITY HEALTH NURSING SERVICES
CHN ID #_______


Elkhart County Health Department

608 Oakland Ave.   Elkhart, IN 46516

Phone: 574-523-2127   Fax:  574-522-2192
	Date
	
	Referral Agency
	
	Referred by
	
	

	Client Name
	
	
	DOB
	
	Marital Status
	S    M    W    D

	                                        Last                                                         First

	Address
	                                                                                                            
	City
	
	Zip Code
	
	Phone
	

	Race
	
	Ethnicity
	
	Primary Language
	
	Grav.
	
	Para
	

	Other Contact Person 
	
	
	Phone
	
	

	Referrals Made
	


                     
                   Maternal/Infant Referral




         Prenatal Referral
	
	Gest. Age
	
	Hospital Discharge Date
	
	
	
	EDC
	
	

	
	Prenatal Care    Y      N                              Delivery     Vag              C-Sec
	
	
	Physician
	
	

	
	Mother’s Physician
	
	
	
	
	Late Prenatal Care   
	Y   N
	

	
	Tdap given
	Y     N  
	Date
	
	
	
	
	
	Pregnancy History
	
	

	
	Parent’s Ability, Attitude, Interaction with infant:
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	Infant Name
	
	
	
	
	
	

	
	Infant’s Physician
	
	
	
	
	
	

	
	Sex   M      F
	
	DOB
	
	Race  
	
	
	
	
	
	

	
	Breast/Formula
	
	
	
	
	
	
	

	
	Birth Weight
	
	Length
	
	Head Circ
	
	
	
	
	
	

	
	Newborn Screening    Y    N         Newborn Hearing    Y   N    
	
	
	
	
	

	
	 Hepatitis B given    
	Y   N
	Date
	
	
	
	
	
	
	


Risk Factors:   Please indicate any risk factors present.

	
	Physical
	
	
	Social

	
	Late or no prenatal care
	
	
	Lack of support system

	
	Low Birth Weight baby
	
	
	History of abuse    
	
	physical
	
	mental   
	
	neglect

	
	Prematurity
	
	
	Teen parent

	
	Multiple birth
	
	
	History of CPS involvement

	
	Chronic illness of mother
	
	
	Language barrier

	
	High risk pregnancy
	
	
	

	
	Baby w/ physical or mental challenges
	
	
	Emotional/Mental

	
	Feeding problems
	
	
	History of depression, other mental health dx

	
	Congenital anomaly
	
	Prescribed psychotropic meds
	

	
	
	
	
	Signs of Post Partum Depression

	
	Economic
	
	
	Mentally challenged mother

	
	Eligible for Medicaid/WIC
	
	
	Lack of bonding

	
	Low or no income
	
	
	History of substance abuse

	
	Lack of basic newborn supplies
	
	
	

	
	Education <12 years
	
	
	

	
	Unstable housing
	
	
	


Additional comments_____________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________
Client has agreed to this referral ____


Please send referring agency feedback report ____
