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PNCC Chart Flowsheet/Checklist
RN-Care Coordinator: ___________________________
Client’s Name: _________________________________
Sphere ID #:___________________________________
	Yes
	No
	NA
	

	
	
	
	Date of referral and source

	
	
	
	Client given RN’s contact information; documented 

	
	
	
	Client’s Medical Assistance Number in Chart

	
	
	
	Client’s SPHERE ID Number in Chart

	
	
	
	Date of first contact/appointment within 10 days of referral

	
	
	
	Eligible for PNCC services <18 years of age and/or score of 4 or more on pregnancy questionnaire

	
	
	
	Signed/dated Notice of Privacy Practices – client return receipt

	
	
	
	Signed/dated consent to release/obtain health care information

	
	
	
	Signed/dated consent for PNCC Medicaid billing

	
	
	
	Pregnancy questionnaire completed, signed/dated by PHN, and reviewed in face to face visit

	
	
	
	In person visit scheduled with client within 30 days or less after pregnancy questionnaire completed

	
	
	
	Sphere information data sheet filled out completely

	
	
	
	PNCC psychosocial assessment checklist completed once per trimester, and once postpartum –updates made to care plan if necessary
1st________  2nd _________3rd_________ Postpartum________



	
	
	
	Letter sent to client’s physician, informing of client’s enrollment in the PNCC program

	
	
	
	Verification of pregnancy from client’s physician-physician signed/dated form

	
	
	
	Edinburgh postnatal depression scale (EPDS) completed by client once per trimester and once during the postpartum period (after 2 weeks postpartum)

1st____________  2nd ____________  3rd_____________ Postpartum ___________



	
	
	
	Care plan completed, signed/dated by client and nurse

	
	
	
	Documentation: client informed that care plan can be changed at anytime

	
	
	
	Initial care plan and updates entered in SPHERE; all updates signed or initialed and dated by PHN and client-at least every 60 days or sooner

	
	
	
	Client’s collateral role (if applicable) identified in care plan

	
	
	
	Provide basic assessment/education on prenatal care, nutrition, postpartum, and infant care: utilize prenatal/postpartum health education topic checklist

	
	
	
	Client/collateral contacts every 30 days or sooner; if not document reason why

	
	
	
	All client/collateral contacts and attempted contacts documented. Progress notes dated, and signed by RN.  Documentation includes:  RN’s name, description of reason of the contact, results of the contact, where the contact took place, and time of contact (ex. 2:00-3:30 pm)

	
	
	
	Referrals (written if possible) followed up on in within two weeks or less: utilize referral chart and client referral form-form must be completed and signed/dated by client 

	
	
	
	Cribs for kids packet completed, including follow up questionnaire; if enrolled

	Postpartum:

	
	
	
	At least one face to face postpartum visit 

	
	
	
	Infant assessment completed

	
	
	
	Postpartum assessment completed

	
	
	
	Postpartum care plan updated within 30 days of delivery

	
	
	
	PNCC evaluation survey given to client on last visit

	
	
	
	Date closed to PNCC(60 days postpartum)-discharged in PNCC enrollment screen in SPHERE

	
	
	
	After case closure, client’s chart placed in MCH file cabinet

	SPHERE Documentation Includes:

	
	
	
	Client’s demographic/household information

	
	
	
	Prenatal assessment

	
	
	
	Initial care plan and all updates; minimum updating every 60 days

	
	
	
	Health teaching

	
	
	
	Referrals

	
	
	
	Prenatal ongoing monitoring

	
	
	
	Postpartum assessment

	
	
	
	Infant assessment

	Miscellaneous:

	
	
	
	If PNCC services are terminated, client is notified, decision mutually agreed by RN and client, statement signed and dated by client indicating agreement with decision to terminate services. If not able to contact client, document all attempts.

	
	
	
	Document Code “743” if time is spent on physical assessments and their documentation-ex. taking infant’s weight

	
	
	
	Client’s who use tobacco are offered (enrolled if interested) in the First Breath Program

	
	
	
	Client’s who use tobacco and/or exposed to secondhand smoke, are given information on the WI Tobacco Quit Line-(enrolled if interested)

	
	
	
	Client has condoms and emergency contraception on hand prior to delivery

	
	
	
	Client has chosen primary method of contraception and has a plan for continuation of those services. 


Billing
	Time log given to Program Assistant
	Copy of time log in client’s chart
	Month

	Yes
	No
	NA
	Yes
	No
	NA
	

	
	
	
	
	
	
	January 

	
	
	
	
	
	
	February

	
	
	
	
	
	
	March

	
	
	
	
	
	
	April

	
	
	
	
	
	
	May

	
	
	
	
	
	
	June

	
	
	
	
	
	
	July

	
	
	
	
	
	
	August

	
	
	
	
	
	
	September

	
	
	
	
	
	
	October

	
	
	
	
	
	
	November

	
	
	
	
	
	
	December 


Auditor’s Signature:______________________________________

Date: _____________________
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