PREGNANCY REPORT BY PCP/CLINIC

COMMUNITY HEALTH PLAN / INSURANCE PROGRAM (HEALTHY OPTIONS or BASIC HEALTH)
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FIELD DESCRIPTIONS

Member Name:  Last, First Name, Middle Initial
Member Number:  8 digit number assigned by the system
DOB:  Member Date of Birth

Cont. Start Date:  The begin date of continuous coverage with Community Health Plan for product

Elig To Enroll Date:  Pre-Existing Condition Date
PIC Number:  Member’s PIC Number
SSN:  Member Social Security Number
Estimated Delivery Date:  Member’s Estimated Delivery Date
Phone:  Member Phone Number    Note:  If member is flagged confidential (i.e., foster child, domestic violence) CONFID will appear in this field
Address:  Member Address      Note:  If member is flagged confidential (i.e., foster child, domestic violence) CONFID will appear in this field
*This Community Health Plan member pregnancy report is not all inclusive.

It lists only those Community Health Plan members who have been identified as pregnant through DSHS.

(listing may also include some postpartum women.)
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