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Health Care Agency/Public Health Services 

Public Health Community Nursing 
 

REFERRAL FOR NFP SERVICES 

PHONE: (714) 834-8218 FAX: (714) 834-7977 
 

Date of Referral: ____________________________________ Address: _______________________________________ 

 

Referral Source: ____________________________________ _______________________________________________ 
 (Name) (Title) 

Agency: ____________________________________ _______________________________________________ 
  (Telephone Number) (Fax Number) 
 

CLIENT INFORMATION 
 

Client Name: ________________________________________ DOB: ___________________________________________ 

Address: _______________________________________________________________________________________________ 
 Street Apt. City State Zip 

Home phone:_______________________________________ Cell Phone:_________________________________________ 

Primary Language:__________________________________ E-mail:____________________________________________ 

Marital Status:        ___________________________________ Resides With:______________________________________ 

School Attending: (specify) _________________________________________________________________________________ 

Other Referrals Made: (MOMS, AFLP, ACT, etc.) _____________________________________________________________________________________ 

Prenatal Care   Y or N  (If yes, specify clinic/PMD): ___________________________________________________________ 

Type of Insurance (Cal-Optima, Medi-Cal, presumptive eligibility, private): ___________________________________________ 

EDC (Due Date): ________________ Type of Pregnancy:  Single      or   Multiple      Gravida: _______  Para: ________ 

Is Family/Parent Aware of Pregnancy?  Y  or  N Is Father of Baby Involved?  Y  or  N 

Any Medical Complications/Pre-Existing Conditions? _________________________________________________________ 

____________________________________________________________________________________________________________ 

History of Abuse: (Drug, Sexual, Mental Physical) Y  or  N ________________________________________________________ 

____________________________________________________________________________________________________________ 

Psychosocial Issues: (Please list any services the client is receiving): ______________________________________________________ 

____________________________________________________________________________________________________________ 

Other Comments: (Please include additional pertinent information) ________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

 

REFERRAL DISPOSITION (Office Use Only) 
 

1. Enrolled in NFP      5. Did not meet local criteria 

2. Refused participation 6. Program full 

3. Unable to locate 7. Already enrolled in another program 

4. Did not meet NFP criteria 8. Unable to serve client due to language 

 


