COMPREHENSIVE PERINATAL SERVICES PROGRAM (CPSP)

LOCAL AGENCY REVIEW RECOMMENDATION FORM

For CPSP Provider Application

To:  Comprehensive Perinatal Services Program

        Program Standards Branch
        1615 Capitol Ave., MS 8306
        Sacramento, CA 95814

Local Control No:  ______________________       Date: _______________________________

APPLICANT’S NAME:_________________________________________________________

[ ]     I have reviewed the attached application and recommend that the applicant be approved as 

         a Comprehensive Perinatal Provider under Medi-Cal.

[ ]     The applicant cannot be recommended for approval as a Comprehensive Perinatal Provider

         because the applicant does not meet the following conditions for program participation:

         ________________________________________________________________________

         ________________________________________________________________________

         ________________________________________________________________________

         ________________________________________________________________________

         ________________________________________________________________________

[ ]     I decline to offer a recommendation for the following reason(s):

        __________________________________________________________________________

        __________________________________________________________________________

                                                                                ______________________________________                                                      

                                                        Name

                                                                                ______________________________________

               




        Title


Telephone #



                                            ______________________________________

          





        Agency Name







        ______________________________________







        Address







        ______________________________________

               




        City    

State

Zip

[ ]     Attachment
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