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Helping First-Time Parents Succeed





NOTE: To qualify for the Nurse-Family Partnership (NFP) Program, a woman must:

· Be less than 28 weeks pregnant (preferably by 16 wks or <)
· Have no previous live births

· Be low-income

· Live in targeted area/county (Robeson Co.)
An NFP nurse needs time to visit and obtain consent before the 28th week of pregnancy.


Instructions: Complete                and               of form.  Mail or fax to the patient’s nearest NFP location and notify the site if sending the referral via fax (HIPAA requirement).
· Initial contact must be made within 24hrs of referral date

Referral Date:
            /         /              Date Initial Contact Made:            /         /        
 (NHV)






















                                     Leave Family Income Blank If Medicaid

	Name:
	Age:
	Birthdate
             # of weeks Pregnant:
      /      /          

	Confirmed with Pregnancy Test?
□  Yes , Date         /      /          □  No
	LMP:
  /    /
	Expected Delivery Date:
        /       /    
	Speaks English?
   □  Yes       □  No
	If No, Specify Language:

	Physical Address:
	Apt:
	May contact by phone □Y□N


	May contact by mail    □Y□N


	Best time to call __________



	City:
	State/Zip:
	 Earliest time to call__________                Latest time to call __________

                         

	Home Phone #:
	Work Phone #:
	Cell Phone #:
	

	Emergency Contact Person:     Relationship to Patient/Client:     Contact’s Home Phone #:          Work Phone #:             Cell Phone #:
□By checking this box you give permission for NFP to speak with the emergency contact listed above concerning you or our program

	Patient agrees to be referred to NFP & provide the information above regarding her pregnancy:        □  Yes       □  No
	Patient’s/Client’s Signature:
	Date:
       /        /  



	Agency/Practice Name, Facility or Division & Address
	Date:

      /      /          

	Referring Staff Name:
	Title:



	Disposition of Referral:

□    1. Enrolled in NFP Program





Date of Enrollment:              /          / 

	□    2. Ineligible:     □ >28 Weeks Pregnant        □ Previous Live Birth      □ Unable to Locate      □ Other: (Specify)

	□   3. Refused to Participate:     □  Yes    □ No   If Refused, Reason:

	Comments:

	Completed by NFP Staff:                                                                   NFP Site:                                                               Date:

	Completed by DSS:
Why is care needed?                          □Employment                             □Special needs                                □  Other (Specify)                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                              

□School (***If Responsible Adult is in school, a school schedule and fee’s paid receipt is required***)
Place of Employment_________________________________(***Current Check Stubs are REQUIRED for all adults in the home***)         

Hours Worked_______________________________                            






NURSE-FAMILY PARTNERSHIP REFERRAL FORM





Patient/Client Information:  Medicaid:  □Yes □No/Private Ins: □Yes □No/Family Income:


								


	





Referring Agency/Practice Information








To Be Completed by the Nurse-Family Partnership Site
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Robeson County Department of Health


460 Country Club Road


Lumberton, NC  28358


(910)671-3419 (910)671-3268 or Fax: (910)608-2120











NFP Office Use Only


Record ID: _____________


Client ID: ____________ Revised 2/2010











