). Member Notification of Pregnancy
coordinated care

This form is confidential. If you have any problems or questions, please call Coordinated Care Health at
1-877-644-4613 (TTY/TTD: 1-866-862-9380). This form is also available online at www.coordinatedcarehealth.com/.

*Required Field

*Are You Pregnant? , Yes , |No * If you are pregnant, please continue to answer all the questions.

Return the form in the envelope provided. When your answers are received, a gift will be mailed to you!
We may call you if we find that you are at risk for problems with your pregnancy.

[ e B B A D D B R D S R i B B [ B e e e e e e R |
*Medicaid ID#:; | ! | . ! ! . . . ! . . ! ! ! | Today'sDate MMDDYYYY: | | | i | i | 1 |
. ' I R e B I S E B R B R R R I R R
YourFirstName:; | | 1 1 0 0 0 0 0
S rTAaTTrTaAaT T rTTITT T rTTATTreaT T YAt T e T TT e T
YourlastName:; | | | 1 1 L 0 0 0 L
LI i N e ey R -I_I
*Your Birth Date MMDDYYYY: | | | | | | | | |
"1""T""_r__-l_'_'_f'__1_'_'_'_'_T_'_'_'_'T'_'_"'F LI I B R B R N B B e e e e e e
Ma'l'ngAddreSS'lIIIIIIII.IIIIII.I.IIIIII.IIIIJI
City: | i i i i 44t iiiii i1 st \ZipCode:! | i i ||
o rTAatTTreAaT T YAttt T "I e i e M e S Sy S [
HomePhone: '\ & « 1 1 0 1 CellPhone: + v v v v v
| B | | B |
Would you like to receive text messages about pregnancy and newborn care? . Yes , INo

If you do not have an unlimited texting plan, message and data rates may apply. Text STOP to unsubscribe.
Please note, texting is not secure and may be seen by others.

==, r=- -

Race/Ethnicity (select all that apply): . [White :h_ _Black/African American Ih_ _E Hispanic/Latina

=== r=-a--r-acTcTr|fTtTtTSrTTTSYTTrTaATTrTaATTrTTTS T TTTATTr|aTTrT 1""T""r"
EmallAddreSSIIIIIIIIIIIIIIIII.IIIIIIIII' —
____________________________________________________________________ 1 I
. I"W"F Tt TrTTaATTrTAT T rTAT ST T TT T T rTAT T rTaAT T rTITT T TTATTr -l"['"l —
*Your OB Provider’sName: « | | | 1 0 0 0 L L L ——
B T e e ——
*Your Due Date MMDDYYYY:, ' ! O —
Primary insurance (for mom or baby) other than Medicaid? | Yes | |No —
_ —
—
—
.1 American Indian/Native American 1 1Asian . Hawaiian/Pacific Islander —
o7 == o7 T “TaTTr- 1""1""T""r""r B |
. !Other If other ethnicity, please specify: « ¢ ¢+ @ ' bonononon Lo
X o . I' ST TTTTTTATTrTATTr 3 _1_'_'_'_'_T_'_'_'_'_T_'_'T'_'_l ______________
Preferred Language (if other than English): | : ! : ! : A
. ==, pm=y T TTTTTTT ST I::;::I::;::I::F::I::F_j__r_1__|__1__|
Planning to breastfeed? | Yes | |No Ifno,whatisthereason?: | | | | | | | | | | | 1o
. o ','_' T_'_'I . o I___I;IIIII;IIIIF';IIF';IIII;IIII;_III_I
Pediatrician chosen? I 'Yes . 'No Pediatrician Name: | ! + ' rororonoron b P
[l (il it
Number of Full Term Deliveries: Lo Number of Miscarriages: | 1o
Tl (il it
Number of Preterm Deliveries: Lo Number of Stillbirths : 1o
I__r__l__l I__r__l__l
Height (Feet, Inches): |} | | | Pre—PregnancyWeight: Lo
*Do you have any of the following? | Yes | 'No If yes, mark all that apply.
Your Medical History
Previous preterm delivery (<37 weeks or a delivery more than three weeks early)? | Yes | |No
== | B | | B | ==
Recent delivery within past 12 months? | Yes | No Was delivery within past 6 months? | Yes | |No
== == | B | | B |
Previous C-Section? , Yes : No Diabetes (Prior to Pregnancy)? ; Yes , No
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[ i e e B I e B I i S R e B B (|

1 I |
*Medicaid ID#:, | . 0 b 0 b

__I::;I::II::'II'_::I::Ir_:IW_:'lf::I;:I:l:'I_T_:I:I:I:T'_I::I'l:F_'1"I"T"l"T"l"r'1"l"1"l"T"l"r'"l"f"1"|
Name:Last, First: + | 1 0 1 1 L 1 L
- LI'_'_'I ''''''''''''''''''''''''''''''''''''''''''''''''''' 1
Sickle Cell? ; Yes ; INo
Asthma? | Yes | No Ifyes, are asthma symptoms worse during pregnancy? , Yes . 1No
High blood pressure (prior to pregnancy)? . Yes , No Previous neonatal death or stillbirth? | Yes | |No
| B | | B | == == | B | | B | == ==
HIV Positive?, Yes | No HIV Negative? ; Yes , No Testingrefused?, Yes | No AIDS? , es ; No
Thyroid Problems? | IYes | !No Ifyes, isthis a new thyroid problem? : Yes . No
1= = | B | 1= = ==
Seizure Disorder? , es | INo Seizure within the last 6 months? ; 1Yes | No
Previous alcohol or drug abuse? | Yes | No
Current Pregnancy History - - —
Preterm labor this pregnancy? | Yes ; No Current gestational diabetes? | Yes | No —
Currenttwins?, Yes , No Currenttriplets?; Yes |, No —
- - | B | __I___I - —
Currently having severe morning sickness?; \Yes, |No ——
1= = l_::l ___. I""l"F'1"l"T"l"T"l"r'"l"r'j'ﬁ —_
Current mental health concerns? ; Yes ; No List:. ! ! v v v v b0 I —
== 1= = ___I"1':r::1"u"T"|'L'_T_'_'|_'_'_r_'_-u_'_'_r_'_f'_'T ____________ - —
CurrentSTD? ; Yes , No List:. ¢ v v pov vonon 0 [ —
kel il it Tt mlais et il Bt il St el s Rt iy Rt p—
Currenttobaccouse? . Yes | No Amount: + | |+ o 1 4o oo b
If yes, are you interested in quitting? ! EYes : ENo
1= = L | ot I"1_::F'1"l"T"l"T"l"r'"l__f'_j__l
Current alcoholuse?; Yes | !No Amount: . ! ' o+ ' v v b0 1o
Current street drug use?; Yes | No
. . . - oo . . 1= =1 1= =1 . I"_-I__r_1__I__1__I__T__I__r__l__r_1__l
Taking any prescription drugs (other than prenatal vitamins)?, Yes ; No List:« | | | | | | | | |
Any hospital stays this pregnancy? | EYeSI ENO
i . . ____ ____ . (A s B e D D e B I S B R R
If yes, please list hospitalizations during this pregnancy. | |\« &+ &+ + 1 000 Lo
Social Issues - - - -
Do you have enough food? | Yes . No Areyouenrolledin WIC? | es | No
| B | 1= = | B | ==
Do you have problems getting to your doctor visits? ; \Yes , |No Do you have reliable phone access?; Yes | No
Are you homeless or living in a shelter?, Yes | No
Are you currently experiencing domestic violence or feel unsafe in your home? | Yes | No

If your answers indicate you are at an increased risk for complications during this pregnancy, would you consent to
participate in our Start Smart Case Management program to help you and your baby?
. Yes , No
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