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Abortion Certification Form, continued

Completing The

Complete the Abortion Certification Form using the following instructions.

Form
FORM ITEM TITLE ACTION
Section |

1 Recipient's Name Enter the recipient's name as it appears on the gold, plastic
Medicaid identification card or other proof of eligibility.

2 Address Enter the street address of the recipient. Include street and
number, apartment number (if applicable), city, state and zip
code.

3 Medicaid Identification Enter the recipient’s verified 10-digit Medicaid identification

Number number, not the eight-digit card control number from the front of
the card.
Section Il

4 Reason Identify the reason for which the abortion procedure was
performed by placing a check mark on the appropriate line.
Only one reason can be checked.

5 Physician’s Name Print or type the name of the physician who performed the
abortion procedure.

6 Physician’s Signature Signature of the physician who performed the abortion
procedure. (Same name as #7)

7 Medicaid Provider Enter the nine-digit Medicaid provider number of the physician

Number who signed the form or National Provider Identifier (NPI). We
recommend entering the same provider number that is on the
claim form so that the person who opens the claim does not
separate the form from the claim.

8 Date Physician enters date of signature here.
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Florida’s Healthy Start Prenatal Risk Screening Instrument

Introduction

Where to Obtain
Forms

Form Processing
Requirements
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The purpose of the Healthy Start Prenatal Risk Screening Instrument, DH
3134, 2/01, is to identify pregnant Medicaid recipients who are at risk for poor
birth outcomes and may need interventions to prevent or reduce complications.

Note: See Chapter 2 of the Physician, Advanced Registered Nurse Practitioner
and Physician Assistant Coverage and Limitations Handbooks for information
about the Healthy Start Prenatal Risk Screening.

Forms can be obtained from local county health departments. Instructions for
completion are on the back of the form. The form is incorporated by reference
in 59G-4.001, F.A.C.

The provider files his copy of the Healthy Start Prenatal Risk Screening form in
his medical records for the recipient. Do not submit the Healthy Start form with
the claim.

A copy of the Healthy Start Prenatal Risk Screening Instrument is on the
following page.
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lllustration 3-12 Healthy Start Prenatal Risk Screening Instrument

Black ink only Florida's Healthy Start Prenatal Risk Screening Instrumen

COMPLETED BY PATIENT

Your name: First Last M1 Your County: Today’s Date (month, day

Census Tract

Please sign your name at the bottom of this section.
Yes No (initials)

I am interested in being screened for Florida's Healthy Start. If yes, complete the following screening questions by checking the appropriate boxes.

Yes No N/A  (check marks)
a 1

1. Q Do you have any problems which prevent you from keeping your health care or social services appointments?
2 Q Q 2. Have you moved more than 3 times in the last 12 months?
3. QQ 3 Do you feel unsafe where you live?
4. Q Q 4. Do you or any member of your houschold go to bed hungry?
g 5. a Qa 5. In the last 2 months, have you used any form of tobacco?
-| 6 Q a 6. In the last 2 months, have you used drugs or alcohol (including beer, wine, mixed drinks)?
2z 7. aaa 7. In the last year, has anyone hit you or tried to hurt you?
o 8. aQbQcO 8. How do you rate your current stress level? (a) low, (b) medium, (c) high
== 0 20bQcd0Q 9. If you could change the timing of this pregnancy, would you want it (a) earlier, (b) later, (¢) not at all, (d) no change
i oo 10.  Have you considered adoption for this pregnancy?
‘u’ 1. Q Q 11. Do you now, or have you ever had, problems with depression?
0 12 Q0 12, Do you have a history of recciving mental health counseling?
1300 Q0 13. s your partner unemployed?

Yes No (initials) If you would like to participate in the program if invited, please write your initials under yes. If not, initial no.

If 1 am invited, I accept the invitation to participate in Florida's Healthy Start. The best time to contact me is:

Please initial yes or no for to release infi ion on this form and any information from the initial contact for the purposes below.
Yes No (initials)

The information on this form is confidential, and will not be released without my written consent. I hereby authorize the release of any information
[—— —— on this form and any information from the initial contact to Healthy Start care coordination providers, Healthy Start Coalitions, and where available,
Healthy Families Florida for the following purposes: for care coordination services, to pay for claims for servic /, or to

screen for program eligibility. This includes any medical, psychiatric, psychological, alcohol/drug abuse, s ase, tuberculosis
HIV/AIDS, and adult or child abuse information th included on this form or provided by me during the initial contact.

s, to evaluate service delive

xually transmitted dis

=

SECTION 2: BY PROVIDER

Signature of patient or guardian Date (mm/dd/yy)

Yes  No N/A

140 o a 14. Did patient's last pregnancy result in a miscarriage, stillbirth, a baby less than 5%: pounds, a baby born more than 3 weeks early, or a baby that stayed in
the hospital after the patient went home?

150 =] 15. Does patient have any illness that requires continuing medical care? Specify illness
Name and Title of Health Care Provider. Provider’s ID Provider's Phone Number.
Provider's Mailing Address: City or Town Zip Code County Where Practice is Located

: : LMP (mo,day,year) | EDD (mo,day,year) | Trimester of pregnancy at first prenatal visit
Q CHD Provider @ DOH Contracted Provider Q Private Provider {mo,C ) ymo,gag,eay) er Ot preg! pre

Previous Obstetrical History: Enter the number o f infants in each area. (Use zero for none.)

Term Preterm Abortion Living Low Birth Weight (less than 5% pounds)________

Healthy Start CHECK Q Invited to participate in Healthy Start based on score.

i ONE Q Invited to participate in Healthy Start based on factors other than score. Specify :
Score O Not referred for Healthy Start.
I have explained the Healthy Start prog, and if d, the ing score.
Provider’s/Interviewer's Signature and Title Date (mm/dd/yy)
NO ATTACHMENTS MAY BE ADDED TO THIS FORM.

DH 3134, 2/01 stock number 5744 10031347 Disteibution of copics WHITE & YELLOW - County Health Department in county where screent

PINK - Retained in patient's record GREEN- Patient's Copy

(localuse)
Your street address (apartment comples name/number) Your city or town: Your state Your zip code
- - - - To be
Your mailing address (if different from street address) Your city or town: Your state Your zip code:
completed by
Tealth
Professional
Your home phone Your work phone or other: | Your birthdate (month, day, year): | Yourage: | Your social security number: Your race: black O \<18 (1)
white O
A=39
other O 5 o
RB (2
\re you marricd? Have you graduated from high school or received a GED? When you were born, did you weigh 57 pounds of less? )
yes@noQ yes @no 0 yes @ no Q don't know Q MN TQO
’ ’ PHN T
Your weight before pregnancy’ Your Height: Is this your first pregnancy? 1f no, give date your last pregnancy ended (include live birth, stillbirth, miscarriage, abortion)
ves A noQ Date: (month, year)__
Ibs. fr.  in
Is your prenatal care covered by EN T(1)
Health Insurance/HMOQ  — Medicaid @  Other Health Insurance (Military, Indian Health, etc)Q No Coverage Q W<10 - (1)
If you would like to be d for Healthy Start, please write your initials under yes. If not, write your initials under no.

IN())
2Y T(1)
3y (1)
& (1)
5 (1)
6Y T(1)

N T

9IC T ()

YT
12YT
13YT

Incorporated by reference in 59G-4.001, F.A.C.
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INTERNAL CONTROL NUMBER (INC) REGION CODES
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APPENDIX A

INTERNAL CONTROL NUMBER (INC) REGION CODES

Region Code Description
00 ALL CLAIM REGIONS
10 PAPER CLAIMS WITH NO ATTACHMENTS
11 PAPER CLAIMS WITH ATTACHMENTS
20 ELECTRONIC CLAIMS WITH NO ATTACHMENTS
21 ELECTRONIC CLAIMS WITH ATTACHMENTS
22 INTERNET CLAIMS WITH NO ATTACHMENTS
23 INTERNET CLAIMS WITH ATTACHMENTS
25 POINT OF SERVICE CLAIMS
26 POINT OF SERVICE CLAIMS WITH ATTACHMENTS
40 CLAIMS CONVERTED FROM OLD MMIS
41 ENC CLM CONVERTED FROM OLD MMIS
45 FFS CLM ADJ CONVERTED FROM OLD MMIS
46 ENC CLM ADJ CONVERTED FROM OLD MMIS
47 ENC CLM VOID CONVERTED FROM OLD MMIS
48 FFS CLM VOID CONVERTED FROM OLD MMIS
49 RECIPIENT LINKING CLAIMS
50 ADJUSTMENTS - NON-CHECK RELATED
51 ADJUSTMENTS - CHECK RELATED
52 MASS ADJUSTMENTS - NON-CHECK RELATED
53 MASS ADJUSTMENTS - CHECK RELATED
54 MASS ADJUSTMENTS - VOID TRANSACTION
55 MASS ADJUSTMENTS - PROVIDER RETRO RATES
56 ADJUSTMENTS - VOID NON-CHECK RELATED
57 ADJUSTMENTS - VOID CHECK RELATED
58 ADJUSTMENTS - HISTORY ONLY CHECK RELATED
59 POS REVERSAL ADJUSTMENT
60 CHOW ADJUSTMENTS - HISTORY ONLY VOID
61 CHOW ADJUSTMENTS - HISTORY ONLY
62 CHOW ADJUSTMENTS - PROVIDER RATES
64 ADJUSTMENTS - ENCOUNTER
65 ADJUSTMENTS - ENCOUNTER VOID
66 MASS ADJUSTMENTS - ENCOUNTER
67 MASS ADJUSTMENTS - ENCOUNTER VOID
69 POS REVERSAL/ INTERNET/ 837 — ENCOUNTER
70 ENCOUNTERS
80 CLAIMS REPROCESSED BY EDS SYSTEMS ENGINEERS
90 SPECIAL PROJECTS
91 BATCHES REQUIRING MANUAL REVIEW
97 SINGLE RESUBMISSION
98 MASS RESUBMISSION
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