To Make a Referral to the following program(s) complete form and mail or fax to

Questions? Telephone: 770-535-6907

hildren District 2 Public Health, 1856-3 Thompson Bridge Rd, Gainesville, Georgia 30501 Fax: 770-538-2784

Children 1%, UNHS, High Risk Infant Follow-up, Babies Can’t Wait, Children’s Medical Services

Screening and Referral Form
Children Ages Birth to 21 Years

SECTION A: CHILD AND FAMILY INFORMATION

Child’s Name
Last First Ml
Street Address
City County Zip+4 Code
Phone # Emergency Contact #

Directions to Home

Latino/Hispanic: Y/N

Race (Circle one or more race): (1) White (2) Black or African American
(3) Asian  (4) American Indian or Alaska Native

(5) Pacific Islander/Other Pacific Islander

Sex: Male Female Unknown Date of Birth

Complete for Children Under Age 6 Years:

Birthweight _ Gestational Age
First Trimester Prenatal Care: Yes No
Hospital Discharge Date

Transfer Hospital Discharge Date

Mother’s Name

Last First Ml
Age____ Birthdate Education (last grade completed)
Marital Status: Married Single Divorced Widowed Live-in Partner
Pregnancy History: # Full-term___ # Premature____ # Living
# Abortions: Elective/Spontaneous ___ /_
Prenatal Care: 1% 2™ 3 None

Father’s Name

Last First MI
Age Birthdate

Guardian/Foster Parent (If different from above)
Name___

DFCS Caseworker

Address Phone Fax

Child’s Primary Medical/Health Care Provider

Language Needs

Name

Address City State
Phone FAX

Zip+4 Code

Primary Language

Translator/Interpreter Needed: Y/N

SECTION B: HEALTH INSURANCE & FINANCIAL INFORMATION
(USED TO ASSESS ELIGIBILITY FOR SOME PROGRAMS)

Peach Care #

None Unknown

Insurance: Private Tri-Care #
Medicaid # Medicare #
Family Size: Annual Family Income.

SECTION C: HOSPITAL INFORMATION

Newborn Hearing Screening: Not Screened
Outpatient L: Passed/Referred R: Passed/Referred
Inpatient: L: Passed/Referred R: Passed/Referred

Vaccines Given During Hospital Stay:
Hepatitis B Vaccine (date)
HBIG (date)

SECTION D:
(Circle all that apply)

LEVEL |
(Families offered In-Home Assessment)

RISK CONDITIONS

Conditions Identified at Birth

XXX.11 Negative Family Index (Includes XXX.12, V.62.3 & V62.9)
XXX.12 Maternal Age <20 Years

V62..3 Maternal Education <12 Years

V62..9 No Father’s Name on Birth Certificate

XXX.12 Negative Healthy Start Index (765, V23.7, & XXX.17)

765 Birthweight <2500 Grams (51bs.80z.)

V23.7 No 1* Trimester Prenatal Care

XXX.17 Mother Smoke and/or Drank (>7 drinks/wk) during
Pregnancy

XXX.14 2 or More of the 6 Risk Conditions Listed Above

Medical/Biological Conditions Present in Child (Any 1)

XXX.15 Special Care Nursery > 48 Hrs. Specify Medical
Conditions

764.9 Small for Gestational Age

795.8 HIV+ by EI, WB or PCR

779.5 Drug Withdrawal Syndrome in Newborn Involvement

Socio-Economic Conditions Present in Family of Child (Birth — 21 Years)

V19.2 Family History of Hearing Impairment

V61.5 Multiparity in Mother

V61.21 History of Child Protective Services/Foster Care Involvement
V61.8 History of Family Violence

V62.89 Lack of Family/Social Support

V61.7 Abortion Sought or Attempted this Pregnancy

V61.4 Parental Substance Abuse

V60.0 Homelessness/Housing Problems

V17.0 Maternal Mental Iliness, Especially Depression

V18.4 Maternal/Other Family Mental Retardation

V16-19 Maternal Physical Iliness/Disability Affecting Child Care
V60.2 Limited Income/Economic Problem

V62.5 Parental Incarceration

V 61 Family Disruption/Family Problems

V61.2 Parent/Child Problems
V61.41 Alcoholism in Family
V65.4 Inadequate Parenting/Asset Building Skills
Specify Issue/Concerns
V718 Suspected Abuse and Neglect
XXX.06  Other Condition(s) Significantly Affecting Care of Child

Specify

SECTIONE: SIGNATURES

Name of Person Making Referral

Parent Signature (Encouraged but not required for referral)

Agency Date

Parent Informed of Referral: Y/N

Children 1st
Revised 9/02




SECTION F: REFERRAL FOR LEVEL 2 RISK CONDITIONS (Circle all that apply)

Conditions Identified in Newborn Period

Serious Problems or Abnormalities

765.0 Birthweight <1000 Grams (2 Ibs. 3 0z.) 280.9 Anemia, Iron Deficiency
765.14 Birthweight 1000 — 1500 Grams (3 Ibs. 5 0z.) 887 Amputation, Traumatic of Arm/Hand/Foot/Leg
770.9 Significant Respiratory Distress 494.9 Asthma
768.5 Apgar <3 at 5 Minutes (asphyxia) 940 Burns
772.1 Intraventricular Hemorrhage (IVH) Grade Il or IV 749 Cleft Palate/Lip
434.9 Periventricular Leukomalacia (PVL) 277 Cystic Fibrosis
774.6 Hyperbilirubinemia (Exchange Transfusion) 465 Upper Respiratory Infection
777.5 Necrotizing Enterocolitis Requiring Surgery 250 Diabetes Mellitus
770.7 Bronchopulmonary Dysplasia 785.2 Heart Murmur
779.0 Seizures in Newborn 382 Otitis Media/Ear Infection
770.8 Apnea 759 Other Abnormalities Specify.
362.21 Retinopathy of Prematurity 250 Diabetes Mellitus
767 Injury During Perinatal Period 462 Pharyngitis/Tonsilitis/Sore Throat
740 Congenital Anomalies 270.1 Phenylketonuria
Other 390 Rheumatic Fever
714 Rheumatoid Arthritis
737.4 Scoliosis
599 Urinary Tract Infection
XXX Dental Caries/Gum Infection
Other
Congenital Infections (Documented) Other Communicable/Infectious Diseases
V01 Communicable Disease Exposure
771.1 Cytomegalovirus Specify
774.4 Hepatitis B (Infant) 132 Recurrent Pediculosis (Head Lice)
V02.6 Hepatitis B (Mother) 133 Scabies
771.2 Herpes 011 Tuberculosis, Pulmonary
771.0 Rubella 098 Gonococcal Infection
090 Syphilis 077 Conjunctivitis
771.2X  Toxoplasmosis 127 Intestinal Parasites
Other
Acquired Infections (Documented) Preventive Health Needs
323.9 Encephalitis V20.2 Routine Health Exam/HealthCheck
320 Meningitis, Bacterial V06 Immunizations Inadequate for Age
321 Meningitis, All Others 521 Oral Health Exam
042 AIDS V69.1 Diet Counseling
V08 HIV Infection, Asymptomatic
070 Hepatitis, Viral (A or B)
Clinical Evidence of CNS Abnormality/Disorder Other Significant Conditions
779.9 Abnormal Reflexes/Motor Functioning 760.71 Fetal Alcohol Syndrome
343 Cerebral Palsy 783.4 Failure to Thrive/Growth Deficiency
740 Anencephalus 389.9 Hearing Impairment/Suspected Hearing Impairment
742.3 Hydrocephalus 369.9 Visual Impairment/Suspected Visual Impairment
742.1 Microcephalus 358 Neuromuscular Disorder
741 Spina Bifida/Myelomeningocele 779.3 Significant Feeding Problems/Reflux/Feeding Tubes
348.3 Encephalopathy 984 Lead Level >20ug/dl (Venous) Specify
345 Seizure Disorder/Epilepsy 984.X Lead Level 10-20ug/dl (Venous) Specify
344 Paralysis/Spinal Cord Injury Other
Other,
Genetic Conditions Developmental, Behavioral, Mental Conditions
758.0 Down Syndrome 315 Atypical/Suspected Developmental Delay
758 Major Chromosomal Abnormality V62.9 Psychosocial Problem
XXX.07  Metabolic Disease 315.3 Speech/Language Delay/Disorder
282 Hemoglobinopathy 314 Attention Deficit Disorder
282.6 Sickle Cell Anemia 313.83 Academic Underachievement
Other 319.0 Mental Retardation, Unspecified
299.0 Autism
315 Pervasive Developmental Disorder
V69.8 Self-Injurious Behavior
312 Truancy
V65 Substance Use/Abuse
Other

Reason For Referral:

Is the child’s Doctor/Pediatrician aware of the problem or concern?

Children 1st
Revised 9/02




	SECTION A:   CHILD AND FAMILY INFORMATION
	Last                                First                   
	Street  Address_____________________________________________
	City________________________   County_______   Zip+4 Code___
	Phone #____________   Emergency Contact # ______________
	Complete for Children Under Age 6 Years:

	Age____ Birthdate___________ Education (last grade completed
	Marital Status: Married   Single   Divorced   Widowed     Li
	Prenatal Care: 1st   2nd   3rd   None
	Father’s Name_______________________________________________
	Age_______                      Birthdate___________________
	Child’s Primary Medical/Health Care Provider
	Language Needs


	Name________________________________________________________
	____________________________________________________________
	SECTION B:   HEALTH INSURANCE & FINANCIAL INFORMATION
	SECTION C:    HOSPITAL INFORMATION

	SECTION D:                                                  
	Conditions Identified at Birth

	XXX.14         2 or More of the 6 Risk Conditions Listed Abo
	Medical/Biological Conditions Present in Child (Any 1)
	Socio-Economic Conditions Present in Family of Child (Birth 


	SECTION E:    SIGNATURES
	Name of Person Making Referral______________________________
	SECTION F:    REFERRAL FOR  LEVEL 2 RISK CONDITIONS (Circle 
	Conditions Identified in Newborn Period
	Serious Problems or Abnormalities
	Congenital Infections (Documented)
	Other Communicable/Infectious Diseases
	Acquired Infections (Documented)
	Preventive Health  Needs
	Clinical Evidence of CNS Abnormality/Disorder
	Other Significant Conditions
	Genetic Conditions





