
 
 

Maternal Infant Health Program (MIHP) 

Referral 
 
 

 

Name: ___________________________________________ DOB: ______________  

Race____________ Language: ____________ Medicaid #: ____________________ 

Address: _____________________________________________________________ 

Phone #: ___________________________ Medical Provider: _________________ 

EDC: ________ Number of Pregnancies: _______ Number of Live Births: ______ 

 

Name: _________________________________ DOB: _______________________  

Birth Weight: __________ Length: _________ Gestation Age: _______________  

Bottle or Breastfeeding ___________ Hospital Date of Discharge ___________ 

Medicaid #: _________________________ Medical Provider: ________________  

Parent/Guardian name: ____________________________ 

Address: __________________________________Phone #: _____________  

Comments/Concerns: 

 

 
☐   Client understands a MIHP team member will contact them to set up an appointment. 

 
 

 

Referring Staff Agency Phone Number Date 
 
 

Please fax referral to Karla Mattson at (989) 343-1898. Thank you!   06/2022 

District Health Department No. 2 1-800-504-2650 

Maternal Referral (Pregnant Women with Medicaid insurance): 

Infant Referral (newborn up to 12 months old with Medicaid insurance): 


