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	Agency: 
	Date: Click here to enter a date.

	Clinic: Click here to enter text.
	Reviewer: Click here to enter text.

	1. 
	Application
	Chart 
Choose an item.
	Chart 
Choose an item.
	Chart 
Choose an item.
	Chart 
Choose an item.
	Chart 
Choose an item.
	Comments

	
	Family (client) No:
	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.	C:Click here to enter text.
C:Click here to enter text.
C:Click here to enter text.
C:Click here to enter text.
C:Click here to enter text.

	
	Participant Category: 
	Choose an item.
	Choose an item.
	Choose an item.
	Choose an item.
	Choose an item.
	

	
	Initial date of program inquiry served within timeframe (processing standards)
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	
	Second cardholder/proxy procedures followed
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	
	Collection of racial/ethnic documented 
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	
	Right, Responsibilities and Consent signed by participant
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	
	Documentation of Name, DOB is accurate (Application information matches WISPr if applicable)
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	2.
	Family Information
	
	
	
	
	
	Comments

	
	Documentation of Income (No proof Form)
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	C:Click here to enter text.
C:Click here to enter text.
C:Click here to enter text.
C:Click here to enter text.
C:Click here to enter text.

	
	Proof of Residency Documented
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	
	Family history of homeless or migrant
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	3.
	Participant Information
	
	
	
	
	
	Comments

	
	Client is a VOC or in Foster care
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	C:Click here to enter text.
C:Click here to enter text.
C:Click here to enter text.
C:Click here to enter text.
C:Click here to enter text.

	
	Proof of ID Documented
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	
	Proof of Pregnancy 
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	
	Immunization documented for infant/child under 24 m/o
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	4.
	Nutrition Assessment/ Education
	
	
	
	
	
	Comments

	
	Anthropometric data collected for all participants  (at cert or within 60 days of cert)
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	C:Click here to enter text.
C:Click here to enter text.
C:Click here to enter text.
C:Click here to enter text.
C:Click here to enter text.


	
	Biochemical data collected correctly for age and category (at cert or within 60 days of cert )
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	
	Health Screening for all applicable catg
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	
	All applicable risk codes are correctly assigned and required documentation is present	
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	
	Nutrition Education Documented
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	
	Handouts documented (documented if given or not)
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	
	Low- risk care plan written by CPA
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	
	High-risk care plan written by RD (referral) or Note by RD (route/review)
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	
	Encouraged to breastfeed (pregnant)
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	
	Nutrition education contact (2 x 6 m, 4 x 1 yr)
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	5.
	Food Package Assignment
	
	
	
	
	
	Comments

	
	Appropriateness of Food Package
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	C:Click here to enter text.
C:Click here to enter text.
C:Click here to enter text.
C:Click here to enter text.
C:Click here to enter text.

	
	MDF obtained for exempt formulas or Medical food pkg/direct bills.
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	6.
	Follow-up
	
	
	
	
	
	Comments

	
	Progress notes generally up to date
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	C:Click here to enter text.
C:Click here to enter text.
C:Click here to enter text.
C:Click here to enter text.
C:Click here to enter text.

	
	High risk referral (if applicable)
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	
	Referrals documented
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	

	
	Appointment schedule realistic
	Choose an item.	Choose an item.	Choose an item.	Choose an item.	Choose an item.	



	Chart
	Best Practices
	Needs Attention/Feedback

	Chart Choose an item.
	Click here to enter text.	Click here to enter text.
	Chart Choose an item.
	Click here to enter text.	Click here to enter text.
	Chart Choose an item.
	Click here to enter text.	Click here to enter text.
	Chart Choose an item.
	Click here to enter text.	Click here to enter text.
	Chart Choose an item.
	Click here to enter text.	Click here to enter text.

Electronically Signed: Click here to enter text. 	Date: Click here to enter a date.
[image: DPH horizontal blue]√ = Complete, done correctly	             N/A = Not Applicable             X = Not done correctly 						Rev  10/19	   The WIC Program is an equal opportunity provider.			                       
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