
Please wait... 
  
If this message is not eventually replaced by the proper contents of the document, your PDF 
viewer may not be able to display this type of document. 
  
You can upgrade to the latest version of Adobe Reader for Windows®, Mac, or Linux® by 
visiting  http://www.adobe.com/products/acrobat/readstep2.html. 
  
For more assistance with Adobe Reader visit  http://www.adobe.com/support/products/
acrreader.html. 
  
Windows is either a registered trademark or a trademark of Microsoft Corporation in the United States and/or other countries. Mac is a trademark 
of Apple Inc., registered in the United States and other countries. Linux is the registered trademark of Linus Torvalds in the U.S. and other 
countries.


PAYMENT STATUS (Mark all that apply):
Maryland Department of Health, Office of Quality Improvement (March 2018) This form can be found at  https://phpa.health.maryland.gov/mch/Documents/MD-Infant-Postpartum-Referral-Form.pdf
PRENATAL HISTORY
HIPAA
Under HIPAA, a health care provider may disclose protected health information (PHI) to another provider or to a covered entity, including a managed care organization or other health plan, to facilitate treatment, including the provision, coordination, or management of health care and related services by one or more health care providers, without the authorization of an individual. 45 C.F.R. § 160.103, § 164.501 and § 164.506(c)(1) and (2).  In addition, HIPAA permits a health care provider to disclose PHI, without the authorization of an individual, to public health authorities -- such as local health departments and family health administration programs of the Maryland Department of Health and Mental Hygiene -- that are authorized by law to collect or receive such information for the purposes of preventing or controlling disease, injury or disability, including but not limited to the reporting of disease, injury, or vital events such as birth or death, and conducting public health surveillance. 45 C.F.R. § 164.512. Therefore, patient authorization is not required to complete and submit this form by facsimile, encrypted email, or other secure means, to the designated health care provider, health plan, or public health authority.                                                                                                                                                                 
MATERNAL DEMOGRAPHICS
MARYLAND POSTPARTUM INFANT AND MATERNAL REFERRAL FORM
CHILD'S INFORMATION
RACE (Check all that apply):________________________________________________________
ETHNICITY:
SERVICES RECEIVED THIS PREGNANCY:________________________________________________________________________________________________
HISTORY OF:____________________________________________________________________________________________________________________
OB HISTORY:____________________________________________________________________________________________________________________
MATERNAL MEDICAL RISKS:
PSYCHOSOCIAL RISKS:
INFANT RISKS:
EDUCATION:
INFANT CARE RECEIVED:
REFERRALS:
PREGNANCY RELATED RISKS:
CHILD'S RACE (Check all that apply):____________________________________________________________________                                                                                                                        
ASSESSMENT FACTORS
FACSIMILE (FAX) COVER SHEET
CONFIDENTIALITY NOTICE
This facsimile transmission may contain confidential information belonging to the sender.  The information is intended solely for the use of the individual(s) or entity named above.  If you are not the intended recipient, you are hereby notified that any disclosure, copying, and/or distribution of this information is strictly prohibited.  If you have received this transmission in error, please immediately notify the sender by phone to arrange for the return of the documents.
SENT TO:
SENT BY:
MARYLAND POSTPARTUM INFANT AND  MATERNAL REFERRAL FORM
ATTENTION:  Maternal-Child Health Program
Maryland Department of Health, Office of Quality Improvement (March 2018) This form can be found at  https://phpa.health.maryland.gov/mch/Documents/MD-Infant-Postpartum-Referral-Form.pdf
(NOTE:  Some locations may require you to dial '1' before the area code.)
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