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Maternal Child & Adolescent Health (MCAH) Referral

Date:
Referring Party: Program/Agency:
Phone#: Faxd#:
Address: ZipCode:_
Caregiver (Parent/Guardian) Name: DOB:
Relationship to Child: Caregiver's Mother's First Name:
Address: City: Zip Code:
Contact Number: Best Time to Contact:
Race/Ethnicity: Language:
If currently pregnant, expected due date: G.____ P___ Prenatal Care Provider:
Infant/ Child Name: DOB:
Infant's Pediatrician: Last Well-Child Visit:
Has caregiver been informed that they have been referred to MCAH? YES |:| NO
Caregiver's first pregnancy/first child? YES NO
Can caregiver be contacted? Yes NO
Phone and/or|_|text How many children are in the home?:

Reason for Referral (mark all that apply):
Health Education|:| Comprehensive Case Management |:| Linkage to Community Resources |:| Needs Medical Home |:|

Other:

FOR OFFICE USE ONLY
Date Referral Received: Date Entered into Insight: Insight #:
Date Referral Assigned to Staff: Name of Staff Assigned:

Please Fax Referral to - FAX: (661) 868-1291

1800 Mt. Vernon Ave., Bakersheld, CA. 93306 | 661.321.3000 | www.kernpublichealth.com
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