ol INFANT RISK SCREEN
]‘IEALTH| Use ik Be certain to check the appropriate boxes at the top of the birth certificate. Z 1;_‘?:“{_]_

Pursuant ta § 383.14{1)(k) and 353.011{1)e), F5_, this form must be completed for each Infant and submitied i the local County Health Department, Office of
ital Stalistics.

MOTHER Muother's FMarme: Fimt Last Iasden

IMNFANT Tnfant's Mase: Fins Lait Infant's Dt of Birth Boy =

INamse of Infant's Doetor,” MO or Group: IName of birth kospital ! facilsty:

Was the mfint transferred® 3o O Yes If Yes, enter name of facility transferred to:
Was the imfint admitted to neonatal intensive care noit for mare than 24 hones? 0 Mo O Yes L Unknowa

and any information provided during ooy evalnation for service by Healthy Start to Healthy Start care coordmaton providers, Healthy Start Coalitions,
Healthy Faneilies Flarids, WIC, aed my health exre providers foc the followisg parposes: care coardmation, payment of chims for services, quality
nprovement of services, of sereeming for program eligihility. This inclndes aey medical mentsl health denbal /dneg shose, sexnally tramsmitted disease,
muberealosis, FIIV /AT, and adult ar child abnse mfoomation, This mtharization shall resaain i effset noless withdomn in soting,

Yes Ha (please imitial) I am intererted im having ooy infant seresned for risks ke could affect his,ker health or developmest
; i the frst year of Bfe.
= Yes Ha {please initial) If ooy infamt i refecred, Flealthy Start may contact me.
-
:__,_-: I can be peached at (home phone)c ot {wrork or contaet phone’:
= Street Addiness:
= [Give either stoeef addeess with bldg. &, apt # oc kot# o dixections to baby's hame)
:E Alailing Addeess:
= [if different from stoeet addoess)
:: Yes Ha (phease imitial) By mitialing pes, I am giving my wyithen pemmitsion for release of the confidential information on this form
=

Jignature of parent or guardian Diate (mo/ dayy)
AN e ! - b cuii e Birtdy Certilficare, Wite the pofrifs) oo the sppropeiaie bives, aod add for the ronl scare.
Item 16 & Mother's age is bess than 16 or neknowm
Item 32 =) Alother is over 18 and mother's sdneation s less than 12th grade or nekeoors
Ieem 30 ] Alnther's mee is mnknown, other thar white, or pmitiple roces selected
Item 15 & Mother is not pormed
=y Itemded & The nanvher of prenatal wits is zaro, one, or mknoen
— Item 4 =] Irfart™ hivtemeszht is keys thar 2000 grams or less than 4 pounds, 7 owmees
E Ttem 4 & Mother wsed tobaceo during pregmaney and number of cigareties per day is more than nine or unknosm
'.'E Item 41 e Alother wsed aleohol during pregraner o aleohod vse i35 unkncsn
N oem 56 (<] Abnoemal conditions of the newhare inchsde braline membrane disease,/ RIS, or assisted ventilation required (foc 50
= Duiembes or more) o a3sisied ventilation required (for & hours o mare)
al Item 57 =) Tefant has ome ar more copgenital ancmalies
Fa Infant's Fealthy 3tart 3creening 3cone
_E CHECK O Referred to Healthy 3tart based on score.
- ONE O Referred to Healthy 3tart based on fachors other than score. 3pecify :

O Mot referred to Healthoy 3tare or Patient declined Healthy Stare.

5

BE CERTAIM TOCHECE THE AFFROFRIATE EOXES AT THE TOP OF THE BIRTH CERTIFICATE.
I have explained the Healthy 3art program, and if screened, the patient’s screeming scare.

FProvider's /Interniewer's dignatare and Title Date (mo/day/yI)

D ATTACHMENTS BAT NE ADDED TO THIS FORM.

WHITH i TRLLOAR = With Biech Cortificam
FRAK-Ta Baky's Fis
GREEH - Passei's Capp A cgeaph leypris:

R0 T 28, T et roarviber §a0- 30051 3825
Pz ke of sojwe



