STATE OF NEW JERSEY

P DEPARTMENT OF HUMAN SERVICES

- 5/ DIVISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES
PERINATAL RISK ASSESSMENT

PLEASE PRINT CLEARLY *REQUIRED FOR FORM PROCESSING*

Date Form Completed Inzurance Effective Date

13264

First N

Patlent Last Name irst Name* Date of Blrlh
Information ||||||||||||||||\||||||||
Street Address” City"
|_|7 |@|ﬁ|£|hone Work Phone
Emergency Contact Name™ Contact Phone”™
Mame of Father of the Baby

| | | | | | | | | | | | | | | | | | | | | Father of Baby Involved .... (O Yes O No

Married . .....coovvenenn.. OYes Oho

Provider Information”
Provider FAX # Provider Phone # Provider Zip Code Planned Delivery Site Code

Provider Chart # NP1 # [ Provider # Screener: First Initial and Last Name | | | | | | |

|

Race/Ethnicity Primary Language Health Insurance” mco*
(choass one) . (choose one) (Select all that apply) ) Medicare (choose ane for Medicaid Eligibles)
% é;"ucgsmmn 8 ',fl‘i‘;':;ﬁfcc'a' O English O Medicaid PE. O NJ Family Care © None O Healtn Net
b Asian O Other O Spanish O Medicaid FFS O Commercial O AmeriChoice (O Horizon NJ Health
O Native American O Other(specify), O Medicaid MC (O Uninsured/Selfi-Pay | O AmenGroup O University Health Plans
Entry Into Prenatal Care Physical Assessment Perinatal History Oral Health and Referral
Date of * | | | | | | | | | Blood Pressure Gravida Para Yes No
first visit | | | / | | | | B S A Sensitive/Bleeding Gums () ()
Date of 1st Date of most recent live birth i
=it und - Pre Pregnancy Current R
st under | | |- |: - | \,| - | Weight(lbs) ~ Weight (lbs) LT 0-1T1] Dental Referral Given - O O
LMP* | | | | | | - | | | | | | | | | | | we:m;emdon o[DPr:term OY<21kas Patient Education Given O O
] T Height (Ft-Inches) lossles]: select any that apply -’\'j %13;3:1[;% -
EDC* | | | | | | | | | - Specify # of Weeks Gestation Visitwithin the last year ©0
of most advanced loss: D:I
Pregnancy Risk Factors [ © Al Risk Factors Negative |
Current  Prior  Family Current  Prior  Family Current  Prior  Family
Preg  Preg History Preg Preg History Preg Preg History
YN YN YN YN YN YN YN YN ¥ N
Previous Cesarean Secion mana O O nana  Multiple Gestation OO0 OO OO Fetal Genefic/Structural abnomaliies O © C O O O
Low Birth Weight (<2500gm) nana O O nana Fetal Reduction OO OO nana  RhNegative OO0 OO0 nana
History of PROM nana OO nana Macrosomia OO OO nana HepafitisB OO0 OO nana
Hyperemesis 00 OO0 mna  UGR OO OO nana Group B Sirep OO0 OO nana
Obesity OO OO mna OligofPolyhydramnios O O O O nana  Opioid Replacement Treatment OO0 OO nana
Gestational Diabetes OO OO nana Abnomal Amniocentesis O O O O nana  Pyelonephritis OO0 OO nana
PIHPreeclampsia OO OO nmana Abnomal AFP O C OO nana  Urnary Tract Infection OO nana na na
Placenta Previa OO OQ nana Matemal Fetal Infecion O (O O nana  Assisted Reproductive Technology (O (O nana na na
Cervical Incompetence OO OO nana Abdominal Surgery OO O O nana Bleeding during current pregnancy O 1st O 2nd O 3rd O No
Ectopic Pregnancy OO0 OO nana

DO NOT PHOTOCOPY ELANK FORMS
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PLEASE COMPLETE AND FAX TO: 856-662-4321




. =rou‘rider‘ Chart #‘ .
|

[ [ [ [[]]]

Current Medical Conditions [O All Risk Facfors Negative |

#Ps Plus 990 Nationd Traring Insfute USPRT pending Mo 29907 68

Yes No m patent m Yes No m rﬁ;{wy ﬁﬁ},"){, Yes No m ﬁ?é{% ﬁ@w{;
Neurological Condition OO0 O O na Phlebitis/DVT O O (] () na Renal Disease O C O O na
Seizures OO0 O O O Anemia OO0 O O na Llupus OO O O na
DepressionMental liness® O O O (O (O BloodDyscrasia O O O O na Cancer oo O O O
Asthma OO O O na Diabetes OO O na (O UerneAbnomalies ) O O O na
Tuberculosis OO O O na  ThyroidDisease O O O O O AbnomalPapSmear O O O O na
Cystic Fibrosis OO0 O O O SceCelTmt O O O O 8TD OO O na na
Heart Condition OO0 O O O SickeCelDisease O O O O na ADS OO O na na
Chronic Hypertension OO O O na LverDisease O O O O na  Allergies® OO O O nm
y N EOn Refused
Vo rste OO O ‘ Date HIV TestGiven | U|" |- D|D |- | Y|Y | o
Psychosocial Risk Factors | O All Risk Factors Negative | Reason for Late Entry info Environmental Exposures
Prenatal Care (?nd or 3rd trim)
Yes Mo Yes No Yes Yes No
Disabled® [ON®] Transportation O 0O Insurance Enroliment Delay O Lead:
Unemployed/inadequate Income O O Inadequate Social Support O O Unaware of importance of PNC O Home bullt before 1978 O O
Husband/Partner is Unemployed O O Unplanned Pregnancy O O Financial O
Homeless O O Nutritional Concems O O Child Care Issues O Viral:
Unstable Housing O O Perinatal Depression O O Couldn't find a health provider (O Cats or Birds in Home O O
Education <12 years OO Eating disorder OS] Access to pregnancy testing O
Currently in Foster Care O O Domesfic Violence O O Abortion desirediunsuccessful O Tobacco:
Transportation O 2ndordrdHandSmoke O O
4Ps Plus Yes MNo Yes No
Did either of your parents have a problem with drugs or alcohol O O Have you ever drunk beerfwine/liquor O O
Dioes your pariner have any problem with drugs or alcohol o O ‘If an *Any
Have you ever felt manipulated by your pariner [ONE®)] In the month before you knew you were pregnant  *Any None Lsc:t?::::i,th
Have you ever felt out of control or helpless O O the 4Ps
Over the past 2 weeks how many cigarettes did you smoke OO Follow-Up
have you felt down, depressed or hopeless O O how much beerfwinefliquor did youdrink O O Questions.
have you felt little interest or pleasure in doing things [ONE®)] how much marijuana did you use O O
4 Ps Plus Follow-up Questions (if an *Any above was checked)
Refer for Assessment Prevention Education No Referral Needed
In the month before you knew you were pregnant : Every Day  3-6 Daysiwk 1-2 daysiwk <1 daylwk (did not drink/use drugs)
About how many days a week did you usually
drink beer / wine / liquor O @] O O O
use any drug such as marijuana, cocaine or heroin O O O O O
And now, about how many days a week do you usually
drink beer | wine / liguor O O (@) (@) O
use any drug such as marijuana, cocaine or heroin O O O [ O O
Plan of Care Completed @ Refused Completed! petuseq |- CurTent Medications  PLEASE PRINT CLEARLY)
Tobacco Cessation O O O 88l O O O
Substance Abuse Prevention Ed (O O O DYFS O O O
Substance Abuse Assessment (O O O Community Home Visiting O O O
Mental Health Assessment (] OO Preterm Labor Prevention (9] O O
Domestic Violence Assessment (O O O Diabetes Care Program O O O s Additional Critical Information
TANFIGA @] o O Nutritional Consult @] o O
Emergency Assistance (9] O O Breast Feeding Consult (] O O
Food Stamps O O O Maternal Fetal Medicine Consult O O O
WIC (@] o O Childbirth Education (@] o O
o[ ] s
. DO NOT PHOTOCOPY BLANK FORMS PLEASE COMPLETE AND FAX TO: 856-662-4321 r .
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