COMPREHENSIVE PERINATAL SERVICES PROGRAM

APPLICATION REVIEW CHECKLIST – BASIS FOR RECOMMENDATIONS

Local Control Number____________________
Applicant______________________________

State Control Number____________________
NPI Number____________________________
	PG/ITEM
	YES
	NO
	

	
	
	
	Original copy is reviewed (original signature on page 4)

	1/2
	
	
	One category has been checked for “provider type”

	1/3
	
	
	NPI Number is listed

	2/4
	
	
	Physician listed for supervision and protocol approval

	2/4
	
	
	If CNM listed, physician supervisor is documented

	2/4
	
	
	For each CPSP practitioner listed there is:

	
	
	
	      A location identified where they will provide services

	
	
	
	      A practitioner type or specialty identified, and is limited to those types listed on the application (use appropriate abbreviations)

	
	
	
	A license or certificate number entered for all MD, CNM, NP, PA, LVN, RD, RN (or other licensed practitioner)

	
	
	
	The month, day and year of expiration noted for the license/certificate number listed for each practitioner

	
	
	
	Expiration dates of licenses/certificates do not precede the date of application

	
	
	
	An institution, degree and year of graduation identified for each practitioner

	
	
	
	A high school name and year of graduation are listed for each CPHW

	
	
	
	For health educators, their MPH must be in Community or Public Health Education and have graduated from a program accredited by the Council on Education for Public Health

	
	
	
	An NPI rendering number for MD, CNM, NP, PA is listed

	
	
	
	The years of experience are noted and meet minimum requirements

	2/4
	
	
	Every function has at least one “X”

	2/4
	
	
	CPHW’s are not doing OB or consultation

	2/4
	
	
	Protocol approval for each discipline:

	
	
	
	Psychosocial

	
	
	
	Health Education

	
	
	
	Nutrition

	PG/ITEM
	YES
	NO
	

	4/5
	
	
	“Training”- at least one person has completed training or has indicated the date of a future training

	4/7
	
	
	Total number of deliveries and Medi-Cal deliveries in the past 12 months

	4/7
	
	
	Review remarks in item 7

	
	
	
	Attachments:

	
	
	
	Prenatal medical record

	
	
	
	ICP (risk conditions, prioritization of needs, proposed interventions including methods, timeframes, and outcome objectives, proposed referrals, and staff person’s respective responsibilities, based on the results of assessments)

	
	
	
	Assessment forms-do they reflect regulation requirements?

       Nutrition

	
	
	
	Psychosocial 

	
	
	
	Health Education

	
	
	
	Combined

	
	
	
	General description of practice

	
	
	
	Delivery hospital-at least one listed

	
	
	
	Referral services:

      OB and non-OB

	
	
	
	CHDP

	
	
	
	WIC

	
	
	
	Family planning

	
	
	
	Genetic disease (counseling, not testing laboratory)

	
	
	
	Dental

	4
	
	
	If applicable, the intrapartum agreement meets guidelines (use review sheet)

	4
	
	
	If applicable, the antepartum/postpartum agreements meet guidelines (use review sheets)

	4
	
	
	Before the application is forwarded to the state, the coordinator signs, dates and makes a recommendation for disposition 


*NOTE:  You may attach additional comments on a separate sheet.  If applicable, review sheets for ante-, intra-, and postpartum agreements should also be submitted.  All comments will become part of the official record.

Name of Reviewer:
Date:


Local Agency Name:


CPP3

