
 

Maternal Health Patient Navigation Program Referral Form 
Referral Fax Number: 904-450-7961 
Office Phone Number: 904-450-7960 

 
All referrals must include: 

​ Maternal Health Patient Navigation Referral Form (this packet) 
​ Patient’s Demographic Form (Facesheet) 
​ Referral Order with reason for referral 
​ Completed Social Determinants of Health Screening 
​ Completed release of medical records 
​ OB Visit/History 
​ Maternal Health Telehealth Program and Use of Provided Monitoring Devices, if 
applicable and ordered by provider on Referral Order (attached with this document)  
 

Program Overview:​
The Ascension Maternal Health Patient Navigation Program is a patient-centered, relationship-based 
model of care designed to reduce barriers and improve outcomes for pregnant and postpartum 
individuals — particularly those with high social vulnerability or complex needs.  Patient Navigators (social 
workers, community health workers, or nurses) provide individualized support from pregnancy through 
the postpartum period, ensuring timely, coordinated, and culturally sensitive care. 

 

Referring Provider Information​ ​ ​ ​ ​ Date: ______________________________ 

Referring Provider Name: ___________________________________________________________________________ 

Referring Provider Phone Number: __________________________________________________________________ 

Office / Provider Contact Name & Phone Number: ___________________________________________________ 

Patient Information 

Patient Name (Last, First): __________________________________________________________________________ 

Date of Birth: _______________________ 

Home Address: ____________________________________________________________________________________ 

Cell Phone Number: _________________________________________________ 

Home Phone Number: _______________________________________________ 

Best Time to Reach Patient: __________________________________________ 

Insurance policy name: ______________________________________________________________________________ 

Insurance policy number:_____________________________________________________________________________ 

Insurance policy group number:_______________________________________________________________________ 



 Prenatal Care Information 

Number of Prenatal Appointments Completed to Date: _____________________ 

Estimated Delivery Date:____________________________________________________ 

Anticipated Delivery Hospital:_______________________________________________ 

Is the patient considered late to prenatal care or as having gaps in prenatal care?​
 ☐ Yes  ☐ No  ☐ Unknown 

 

Medical Conditions 

(Check all that apply) 

☐ Hypertension (HTN)  ☐ Diabetes  ☐ Anemia  ☐ Obesity  ☐ Other:  

 

Medical Device Request 

☐ Blood Pressure Cuff  ☐ Glucometer & Test Kit   ☐ Digital Scale  ☐ Anemia Test Kit   

☐ Other: _______________________ 

Additional Notes / Reason for Referral 

 

Referral Submitted by: 

Name: ___________________________________________   Title / Role: ______________________________________​
Organization: ________________________________________________________________________________________   

Preferred Method for Program Follow-Up:​
 ☐ Phone  ☐ Fax  ☐ Email  ☐ Other: ________________________________________________________ 

Required Patient Referral Forms & Consents (attach completed forms) and fax to 904-450-7961: 

​ Maternal Health Patient Navigation Referral Form (this packet) 
​ Patient’s Demographic Form (Facesheet) 
​ Referral Order with reason for referral 
​ Completed Social Determinants of Health Screening 
​ Completed release of medical records 
​ OB Visit/History 
​ Maternal Health Telehealth Program and Use of Provided Monitoring Devices, if applicable and 
ordered by provider on Referral Order (attached with this document)  

 
 

Referral Fax Number: 904-450-7961             Office: 904-450-7960 
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