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Working together to improve the health of mothers and babies in the NC Medicaid population.

	The Care Management for High Risk Pregnancies (CMHRP) Program is available to pregnant and postpartum women who are receiving Medicaid and who are experiencing certain social or medical factors. Examples of potential social or medical factors are below; however, this is not an exhaustive list.  Please refer any Medicaid-eligible woman who may benefit from CMHRP services, and the assigned care manager will determine service eligibility.  CMHRP services strive to increase positive birth outcomes across the state.
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Priority risk factors include:



	· History of preterm birth (less than 37 completed weeks)

· Chronic medical and/or behavioral health conditions which may complicate pregnancy

· Fetal complications


	

· History of low birth weight (less than 2500 grams/5 lbs. 8 oz)

· Current substance use (or use in the month prior to pregnancy) 

·  Current tobacco use


	

· Lack of transportation for medical appointments

·  Poor nutrition or lack of food

· Unsafe living environment (Intimate Partner Violence/abuse /unstable housing/ homelessness)


Patient Name:	 Date of Birth: 	/   /         Due Date:    /    / 
Address:	 
County:	 Home phone:	 Work/Alternate phone:	 
Cell phone:	 Social Security Number:	 
Insurance type: ◌ Medicaid:  ID#:_________________ Name of PHP(if known) _____________________  
◌ None         ◌ Private/Other: _________________              
Reason for Referral: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Referral Agency: ______________________________   Phone Number: ___________________________
Contact Name: _____________________________	Signature: _____________________ Date: ________
I give permission for this information to be shared with the Care Management for High Risk Pregnancies Program (CMHRP).

   Patient Signature: __________________________________________________   Date: _______________
