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'STATE OF CALIFORNIA-CHILD HEALTH AND DISABILITY PREVENTION PROGRAM
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Submit the PM 160 INF form to the Encounter Department by the 10" day of each month for

the previous month’s Child Health and Disability Prevention (CHDP). timely processing:

Submitting PM 160 INF forms paper PM 160 INF forms to the 1. Next CHDP exam.

electronically is preferred; following address: 2. Body mass index (BMI) percentile and
however, Health Net does accept
paper PM 160 INF forms.
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CalViva Health blood pressure for a child older than

Health Net
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Hand) Tobacco Smoke.
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prome | [owro | o | [owse Cessatn.
SERVICE LOCATION: Name, Address HEALTH PLAN CODE/PROVIDER NUMBER | | PLACE OF SERVICE Enrolled in WIC Referred to WIC
Telephone Nurber (Please Include Area Code) ; N . .
NPI# 9999999999 7] PARTIALSCREEN [ 2] SCREENING PROCEDURE RECHECK
Health Net ACCOMPANIES PRIOR PM 160 DATED
PATIENT COUNTY AID __IDENTIFICATION NUNBER
PO BOX 419071 ELIGIBILITY
Rancho Cordova, CA 95741 %
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section to indicate whether you counseled/
discussed physical activity with the patient

or responsible party.

25 months.

. Check the appropriate box in the Comments

. Birth weight for a child younger than

An ICD-9 code must be entered in the

Diagnosis Codes box even if no illnesses

are present. For example, a V202 code for a

“routine visit or child health check” may

be appropriate.

. Check the applicable box for Type of

Patient Visit and Type of Screen.

place an X in the Partial Screen box or
Screening Procedure Re-Check box, as
appropriate, and enter the last physical
exam date in the Accompanies Prior

PM 160 Dated field. In this case, blood

pressure and height are not required.

10. Name and address of rendering provider.

8. Enter the appropriate health plan code:
Fresno - 315, Kings - 316, Madera - 317

. If the PM 160 INF form is being completed
for a visit that did not include a full exam,
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