
Plan First Maternity, Flip List, and Medicaid Roster Patient Contacts 
 

Care Coordinator/Designee _______________________________ 
 

County________________________________________ 
 

Patient Name Date of 
Contact 

Mail/Phone 
(M/P) 

Successful 
Contact 
 (Y or N) 

FP Appt 
made 
(HD or PP 
or N) 

High Risk  
(Y or N ) or 
N/A for 
non-
maternity 
patients 

            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
 


