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The earliest possible completion of this form allows us to best use our resources and services to help you and your patient achieve a
healthy pregnancy outcome. Please complete clearly in black ink and fax to 1-866-681-5125.

Member’s Current Contact Information
| Sl Satial il

L Eaiia Il BChalh Nba Bactan IiEall MECRY Bharas BuStol! NERACE IRGY Bunbec RS TR
o | 1 .
*MemberID.,__:___:__:__:___:__:__L_l__:__:__:___:__:__:__l__, DOB (mmddyyyy): “:“—:__I—_:
|"T"I"I’"I"l"'l"("T"("l'"i"l'"l"l"'l'"r': ) 'SRRRAN ‘SURAEE SEASR SANAAN SEAARE BRSRAE RESRAL BARRAA: ERRRMR ERRRR AR
Last Name: :___:__:__l__:__:___:__:___;__;___;__:__l__:__:_":__:___. First Name: :___:__:__l__:__:___:__:___:__:__JI__:
MM Slatiel haant Rianker Intiats REARN Mniasr MGt SR hRRD MRS ISt MR It MEGH: MaSh NN e ISt WA NN IEaNe Hadar RN Banke: BURaE: SARNE RENME BEae R RN B
MailingAddreSS: 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
PO SRS NOOE NS NSRS SOOI, NUPTUN UOVORL. VIRTIL. VOTO0S. SUORIS. UORIU. IOURPE FUOTIL RTURS. JURPIS. TORIU. PIURTE. FOUISE SUTURS: IOVES. SOVIUE. NOURIE: FOVUSS: IR JONP0s: WORPE: NOOE USRS NORE. SOWO: SO
USBARNN SEAShhs AREARE ANEE SRR ‘SRR ANEAN SEAARE SESNAN SERAEN SEANAN SHRMSN SHERME SRR REAMRN '—'1'_1_"["1""'
. ; ) . ) —
City:y i i s o b ioa Loy See ZipCode: | & i il ——
:——|——T—-I——T——I——r——l—-r— SRR | l'_‘(.-1-‘(--1——I‘_T_-I_-T'_]_-‘ —
Home Number: ,___:__:___:__:__l__:__:_“:__l__} CellNumber::___:__:___;__;__l__;__:_":__}_": ——
. |""i''T"'I"'"'l'"l"f""l""'I''T"l"""l'"'1"1""‘]""1"T"l""''l""l"F""I""'l"''l"l""'T"'l"]""| =
Email Address: SN T T TR B | 1 1 1 1 1 1 1 1 11 1 1 1 1 1 1 1 1 1 1 1 1 3 —_—
SRS NUUIUR U N URIOE NN NUUOOE SO SRR DOIRE NOUIS JURUOE SOV SUUOOL WO SO WOOOS: VR JOUU: FOUIS: FOOOOL DO OO0 JOOU0 JOOO OO0 N WO —
OB Provider Information —
I""l‘‘|‘‘'l"''l“T‘‘l"‘F"‘l“f‘"l""'("'l‘‘(‘"'l"‘l“l'‘"I“l""l‘‘|‘'T""l“l"ﬁ""'r“I —
*OBProviderName: | i i L L 0L L LU —
Bmsmssss s s s s s s s s s s s s S s Sss s S s S s Sss s s s sss s s s s s s s s s s s e s e e e ! —
[ANEARE SENAEN Sebbl SERSAN SARMAA ERRRRE RRRARE RRRRRRY NANRRSE* S—
*OBProvider TIN/ID#:! | | ! | ! ' | | | =
______________________ 1
I'_'I"l'"l"l__T"l"l'_'l_'l"1"(““T"("l"_l_'("“I''l__'l"'l"T'_l_'l"'I"]'_l
OB Provider Mailing Address: + © } + b o b b on b } i
[ Saiial aEhak Sunbun Sebanh SEathe SRRl Shabie Ratbalt nAkabl: S aubantc iatiar MRRRRE: MR IR I"""I“l""l""r"“;
OB Provider City: :___:__:"l__:__:___:__;___;__;_";__:"l":"}_“: OB Provider State: OB Provider Zip Code:L__:__:___;__:__:
I"F'T"F'T'ﬂ"f'ﬂ"r'j"l ——F—T—j—-
OB Provider Phone Number: :___:__:___;__:__i__:__;___;__}_": Today’s Date (mmddyyyy): __:__:__L_:
General Information
| St | Glakie’]
Primary insurance (for mom or baby) other than Medicaid?} 'Yes | 'No
ST o N THITTTTTT
* . 1 o1 .
Due Date (mmddyyyy): i —: i -:_ i I i Date of first prenatal visit (mmddyyyy): ) _: ) _:— ) I ) _:
——F‘T'j~—| ~-F—T_j-”
Date of last Pap Smear (mmddyyyy): i _: i _:_ i I- i _: Date of last Chlamydia Screening (mmddyyyy): i l i _:_ . :_ i -:
o -y £
Race/Ethnicity (check all that apply): . ‘Caucasian, Non-Hispanic/Latina i ! Black/African American | ! Hispanic/Latina
IERRRTR Ko o [TV
Ry | ] ooy o
: ' American Indian/Native American . ! Asian i ! Hawaiian/Pacific Islander i ! Other ethnicity (please specify):
| SEPORe [ SR | SRR | SEPORPO

SRR SEREERS SERREES SARARS SAEELEE SEREES EREEY SAREEL SEEEEE SEELE SRSAS SEREE SEEEA SERESN SEREEE SREEEE EERSEE SRS EEEEE SRR RN ERREER USRS SRR MRS (RN
Ifotherethnicity,pleasespecify.: 2 S S S S S S S S S SN S SN SN SNNE NS SN SN SN SR S S

. . |'"'1""1'"'1""1'"'1""1""1""1‘"‘i""F"'r"'r"'T""{"';
Preferred Language (if other than English): SN T T T T T T T T A T I T T
. . " - r - ~( . . - l— - —I
Number of Full Term Deliveries: ! P Number of Preterm Deliveries: ! : i
__________ 1
- N - et el
Number of Miscarriages/Abortions: | JI i Number of Stillbirths: ! JI ]
PR FOTION | -’ e
PR | £
Any social needs? ; 'Yes i INo
| SppEire LL i i epe s owm e e e o . - -y * P . * o oy * o "y * g oy S g " = . .+ Y _ g * . .+ . T * o "y * P P " . _-_— g " = .+ - oy '+ - o
. . I (]
If yes, please specify social needs: N TUU UUUTIE: NUVUE UV O UUUTE OO OOV T T T T T :
i romorny nomamy romy Py s
Enrolled in WIC? | 'Yes | !No Planningto Breastfeed?: 'Yes | |No Height: | ! Pl j
| ROy e L | B X X T YL JEXLER 1
. o T (Feet, Inches)
Pre-Pregnancy Weight: : | | |  Pre-Pregnancy BMI: ! | L
eomony oy . —
Agelessthan16? i 'Yes | !No  Agegreaterthan40? . !Yes . !No
| OpPORRO | ORPERee) | OO | SEPORP
—— -
* . t I
Are there any known pregnancy risk factors? - -: Yes i i —: No Rev. 09 99 9091
© 2021 Children’s Medical Services Health Plan. All rights reserved. FL-CMS-PNOP-2010

CMS_3757



UNRREE 'SERRE CARMER PRRERY IRRNN BCARES CRENE BAERl SACHR RN RACED MR BN BRNECE R R Jae! Ry Rt |
* . 1 .
MemberID.:__l__:__:__:___:__:__:__l__:__:__:_":__:__:__l__, DOB (mmddyyyy): —_:-—:-—I__:
'Aainnl Shatie’ Sabial Shanks Sashadt nitadts Ehabhey hatanks Miatiad inthaks Mhates InShans’ Wiadle Hather iiake Bather InShake AN Sanias ‘aiath Shaln Salank Shathe Satink Sl Santatt MAA B
Last Name: :___:__:__2__:__:___:__:___:__:___:__:__l__:__:___:__:___: First Name: :___:__:__l__:__:___:__:___:__:___:__:
History
RRRR LA | LR | LA |
Previous Preterm delivery (<37 weeks)? | ' Yes . !No If yes, was the delivery spontaneous? | 'Yes . !No ——
Lo L SO L I
ey rommy —
Currentlyon17P? : 'Yes | 'No —
| SEPERts [ SR
Recent delivery (within past 12 months)? s !Yes i !No Recent delivery (within past 6 months)? «  !Yes « !No ———
| SEPEEE, L SRR [ SR, | R —
" rTTy £y Ty ==
Previous C-Section?  !Yes , !No Previous severe preeclampsia? ;  Yes  !No —
| OEPoRoy e | SEPORPS | SpPERt —
iab ) 9.'": i ickle Cell2 P ¢ ——
Diabetes (prior to pregnancy)- o Yes i No  Sickle Cell o Yes o No —
ro ey ' Py Ty —
Asthma? | !Yes 3 !No Ifyes, are asthma symptoms worse during pregnancy?; :Yes , !No —_—
SR | Ty PR | A |
High Blood Pressure (prior to pregnancy)? :._ ) _:Yes :;_ i _: No Ifyes, is high blood pressure well controlled? E_ i _: Yes E_ i -; No
bacac | bR |
Previous neonatal death or stillborn? i !Yes « !No
L R | SEPEETE,
N £y
If yes, was neonatal death associated with an underlying maternal health condition? 'Yes : ! No
| SEPEt [ SEPE
| Y T Aiaa £y R bR | Ty
HIV Positive? | 'Yes : !No  HIVNegative? | 'Yes | !No  HIVTestRefused?; |Yes « !No AIDS?; Yes :« !No
 XXTXLR Ereae CXRXRRT R { PRRPTRR | SXPPRPS: Losead [ IR
Pey BTy SR | Ty
Seizure disorder? I'Yes : "No Ifyes, has there been a seizure within the last 6 months? | 1Yes : ‘No
| RO B, s | SEPERD
Current Pregnancy
Ty T PR | LA |
Preterm labor this pregnancy? | ! Yes :._ i _: No  Current placenta previa? E_ i _: Yes E_ i -: No
. i
Vaginal bleeding after 14 weeks?,  !Yes | 'No
| SEPERE | SppEEn
| . T
Shortened Cervix <23 weeks this pregnancy? 3 'Yes 3 'No If yes, Length ___cm. :_ i i_ 5
P oy ey R I -
Current gestational diabetes? | ! Yes | 'No Current preeclampsia? ; 'Yes . !No Currentoligohydramnios? : 'Yes . !No
| S | EOPEOE | SEPERs [ SEPORt | SEPERD | ORPORPS
— - R — — —
Current Twins? | ! Yes . 'No Current Triplets? | !Yes | ! No Discordant growth? | 'Yes . !'No
| ORPERER [ OpPOREa - | OEPEEER | ORPORRD [ SEPORPO)
N — —— I
Current fetal growth restriction? :  'Yes | !No Current congenital anomalies? | !Yes : !No
| SEPEt [ SEPE [ SEPE | SpPERt
pmmy —— pmmy gy
BMI < 20 or poor weight gain during this pregnancy? ; | Yes E_ 'No  UTI/Pyelo Bacteriuria this pregnancy? ; ! Yes E_ 'No

oy [

. I
Current severe hyperemesis? ; ‘Yes + !No
= 1S}

" i
Current mental health concerns? 1 !Yes | 1 No

LAt (2 1

™y
CurrentSTD? ; 'Yes | !No Ifyes,pleaselistSTD’s.:______________________________________________________:
Lo [N
I’"l :'"l . l"""l""l"'"T"‘l""'T""i"“'r"‘t"‘("'j‘ﬂ
Currenttobaccouse?  !Yes + !No Ifyes, please specify amountused. | . ¢ . ¢ o0 bbb
[ P | SR i i e e e e e e o s " s e e J.....
;-__l :__l Ir__l__r__l__r_j__l__T__l__ __|__l
Current alcohol use? L__:Yes L__}No If yes, please specify amount used. '.___:__:__l__:__:___:__:___:__:__I__:
:"1 ;"'| ) 'SARAAS SARAMN SEESRN SRSARN SRR RS RRRRSL EARNAR: MARRARE SRR ISR
Currentstreetdruguse?:_ !Yes : !No Ifyes, please specify amount used. ;___:__;__l__;__:___:__:_":__:___{":

If yes, Please list other risk factors:

Rev. 0929 2021
© 2021 Children’s Medical Services Health Plan. All rights reserved. FL-CMS-PNOP-2010-2



	Notification of Pregnancy Form
	Member’s Current Contact Information
	OB Provider Information
	General Information
	History
	Current Pregnancy


	Mailing Address: 
	City: 
	Zip Code: 
	Home Phone: 
	Cell Phone: 
	Email Address: 
	State: []
	OB Provider State: []
	Primary insurance for mom or baby other than Medicaid: Off
	Race Ethnicity Black African American: Off
	Race Ethnicity Hispanic Latina: Off
	Race Ethnicity American Indian Native American: Off
	Race Ethnicity Asian: Off
	Race Ethnicity Hawaiian Pacific Islander: Off
	Race/Ethnicity Other: Off
	If other ethnicity please specify: 
	Preferred Language if other than English: 
	Number of Full Term Deliveries: 
	Number of Preterm Deliveries: 
	Number of Stillbirths: 
	Planning to breastfeed: Off
	Height Feet: 
	Height Inches: 
	Pre Pregnancy Weight: 
	Last Name: 
	First Name: 
	DOB MM: []
	DOB DD: []
	DOB YYYY: 
	Required Field Member ID #: 
	Recent delivery within past 12 months: Off
	Previous C Section: Off
	Diabetes Prior to Pregnancy: Off
	Sickle Cell: Off
	Asthma: Off
	If yes are asthma symptoms worse during pregnancy: Off
	High blood pressure prior to pregnancy: Off
	Previous neonatal death or stillbirth: Off
	HIV Positive: Off
	HIV Negative: Off
	AIDS: Off
	Seizure Disorder: Off
	Preterm labor this pregnancy: Off
	Current gestational diabetes: Off
	Current twins: Off
	Current triplets: Off
	Current mental health concerns: Off
	List Mental Health concerns: 
	Current STD: Off
	Current tobacco use: Off
	Current alcohol use: Off
	Current street drug use: Off
	OB Provider Name: 
	OB TIN ID #: 
	OB Provider Address: 
	OB provider City: 
	OB Provider Zip: 
	OB Provider Phone Number: 
	Date of last Pap Smear yyyy: 
	Date of last Pap Smear DD: []
	Date of last Pap Smear MM: []
	Date of first prenatal visit MM: []
	Date of first prenatal visit DD: []
	Date of first prenatal visit yyyy: 
	Todays date MM: []
	Todays Date DD: []
	Todays date yyyy: 
	Date of last Chlamydia Screening MM: []
	Date of last Chlamydia Screening DD: []
	Date of last Chlamydia Screening yyyy: 
	Race Ethnicity Caucasian Non-Hispanic Latina: Off
	Any social needs: Off
	If yes please specify social needs: 
	Enrolled in WIC: Off
	Pre Pregnancy BMI: 
	Age less than 16: Off
	Age greater than 40: Off
	Are there any known pregnancy risk factors: Off
	Previous preterm delivery less than 37 weeks: Off
	If yes was the delivery spontaneous: Off
	Currently on 17P: Off
	Recent delivery within past 6 months: Off
	Previous severe preeclampsia: Off
	If yes is high blood pressure well controlled: Off
	If yes was neonatal death associated with an underlying maternal health condition: Off
	Current placenta previa: Off
	Vaginal bleeding after 14 weeks: Off
	Shortened Cervix less than 23 weeks this pregnancy: Off
	If yes Length cm: 
	Current preeclampsia: Off
	Current oligohydramnios: Off
	Discordant growth: Off
	Current fetal growth restriction: Off
	Current congenital anomalies: Off
	BMI 20 or poor weight gain during this pregnancy: Off
	UTI Pyelo Bacteriuria this pregnancy: Off
	Current severe hyperemesis: Off
	Are there any other significant risk factors: Off
	If yes Please list other risk factors: 
	If yes please specify Amount used Tobacco: 
	If yes please specify Amount used Alcohol: 
	If yes please specify Amount used Street Drug: 
	Due Date MM: []
	Due Date DD: []
	Due Date YYYY: 
	Number of Miscarriages Abortions: 
	HIV Test Refused: Off
	If yes has there been a seizure within the last 6 months: Off
	If yes please list STDs: 


