COMPREHENSIVE PERINATAL SERVICES PROGRAM (CPSP)

APPLICATION REVIEW & RECOMMENDATION FORM

To:
California Department of Public Health


Program Standards Branch


Maternal, Child and Adolescent Health Program


1615 Capitol Ave, MS 8306


PO Box 997420


Sacramento, CA 95899-7420

Date: _________________________

Local Agency Reviewer: _____________________________________________________
Local Agency Name: ________________________________________________________
State Control Number: _______________________________________________________
Name of Applicant: __________________________________________________________
National Provider Identifier (NPI) Number: _______________________________________
*Use the checklist below to ensure that all sections of the CDPH 4448 are completed.
	YES
	NO
	Required Application Documentation

	
	
	Original copy is reviewed (original signature on page 4)

	
	
	Service Address is identified 

	
	
	One category has been checked for “provider type”

	
	
	An NPI or rendering NPI Number is identified for MD, CNM, NP, and PA 

	
	
	Physician listed for supervision and protocol approval

	
	
	If CNM listed, physician supervisor is documented

	
	
	For each CPSP Practitioner/Specialty listed it is required that:

	
	
	· The type of practitioner/specialty is identified and is limited to those listed on the application (use appropriate abbreviations)

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

	
	
	· The month, day and year of expiration is indicated and verified 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 is identified for each practitioner

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

	
	
	· The Health Educator(s) has an MPH in Community or Public Health Education from an accredited program by the Council on Education for Public Health

	
	
	· Years of experience meet minimum requirements 

	
	
	· Each program function on page 2 of the application  must have each box checked  (OB, Supervision, Backup, Client Orientation, Health Education, Nutrition, Psychosocial, Case Coordination, Consultation and Protocols) 

· If using previously approved template protocols, refer to number 4 below for additional instructions )

	
	
	· CPHW’s are not doing OB or Consultation

	
	
	· A qualified individual is identified to provide consultation in nutrition, psychosocial, and health education services 

	
	
	· The provider identifies an individual from each discipline below to approve CPSP Provider Protocols: 

	
	
	1. Psychosocial - Identify name and license/credentials (If social worker is not licensed, refer to Title 22, Section 51179.7)

	
	
	2. Health Education - Identify name and license/credentials

	
	
	3. Nutrition - Identify name and license/credentials 

	
	
	4. New providers who use previously approved template protocols do not need to have them signed by a health educator, dietician, and social worker.  However, these Protocols must be ≤ 5 years old. Include a statement on the application such as “Using 2009 ABC County Protocols.” 

	
	
	· State-Sponsored CPSP Training- the applicant has completed Provider Overview and Steps to Take training or has indicated they will  participate in a future training in the provision of CPSP services

	
	
	· Total number of deliveries and Medi-Cal deliveries in the past 12 months are indicated

	
	
	The following attachments are to be reviewed and kept on file at the LHJ:

	
	
	· Prenatal Medical Record Form(s)

	
	
	· Individualized Care Plan (ICP)- (Strengths identified, 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)

	
	
	· Nutrition, Psychosocial and Health Education Assessment tools that are approved and reflect regulation requirements (see the MCAH Policies and Procedures, CPSP section):
· Nutrition 

	
	
	· Psychosocial 

	
	
	· Health Education

	
	
	· General Description of Practice- description of how the practice, clinic, and/or organization will provide CPSP services for the obstetric, nutrition, psychosocial, and health education components as well as high-risk patient and emergency care

	
	
	· List of Delivery Hospital(s) - (The name(s) and address(es) of the hospital(s) at which deliveries are planned to take place)

	
	
	· List of Referral Services –(Include names and addresses)

	
	
	· OB care

	
	
	· Non-OB care

	
	
	· Well-child pediatric care (e.g.CHDP)

	
	
	· Family Planning services

	
	
	· WIC

	
	
	· Genetic services

	
	
	· Dental services

	
	
	· If applicable, the Intrapartum Agreement meets guidelines (use CPP3-IA review sheet)

	
	
	· If applicable, the Antepartum/Postpartum Agreement meets guidelines (use CPP3-APA review sheet)

	
	
	· If applicable, the Dual Provider Agreement meets guidelines (use CPP3-DPM review sheet)

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


[ ]
I have reviewed the attached CDPH 4448 Form and recommend that the applicant be 
approved as a Comprehensive Perinatal Services Provider under Medi-Cal.

[ ]
I have reviewed the attached CDPH 4448 Form and do not recommend that the applicant be approved as a Comprehensive Perinatal Services Provider under Medi-Cal because the applicant does not meet the following conditions for program participation:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

[ ]  
I have reviewed the attached CDPH 4448 Form and have no recommendation about the applicant being approved as a Comprehensive Perinatal Services Provider under Medi-Cal.

_________________________________________
Name
Title
_________________________________________Telephone Number
_________________________________________
Local Agency Name
_________________________________________
Address
_________________________________________
City



State

Zip
3
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