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Philadelphia Nurse-Family Partnership (NFP) Client Referral Form 
NFP Central Call Number:  215-287-2114 
NFP Central Fax Number:  267-773-4430 

 
Note: If at program capacity, the Philadelphia NFP cannot guarantee the referred client will be enrolled per program guidelines 
(before 28 weeks of pregnancy).  The Philadelphia NFP recognizes the current need is greater than funded capacity and pledges to 
work with others to keep and expand service capacity. 
 
Date of Referral:    ____________________                 Referral Source Site Name: ________________________________________     
 
Site Contact Person:   ______________________________       Phone:  _______________________      Email:  _____________________ 

 I would like to be informed directly regarding the status of this referral.   By email ____ or phone ____ (Please check). 
 
Name of Client: ____________________________________________________________________________________________   
 
Client’s Age:   ______________      Date of Birth: _______________________________________ 
               Month          Day            Year 
 
Address: _______________________________________________________________________________________________________   
 
                Apt__________________                             ZIP_______________________ 
                            
Phone#:  ___________________________        Emergency Phone #: ___________________ Email Address: _______________________ 
 
First Baby:  _________ (Must be First Baby)* 
 
Due Date: ________________   and Number of weeks pregnant: _______________   Must be less than 27 wks at time of referral)*         
 
Primary Language ____English      ___Spanish      ___ other (describe) ____________________________________________ 
 
Health Care Insurance Coverage: (Please circle)   
        
United Healthcare      Health Partners       Keystone First       Coventry Cares       Aetna       None (applying)       Private 
 

Is the client’s family aware of the pregnancy? �Yes �No 
 
COMMENTS: (In school, directions to home, health status, etc.) 
____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________ 
 
If possible, please have the client sign below.   

My signature represents an interest in the Nurse Family Partnership Program.  There is no charge for the program. I understand a 
Nurse-Family Partnership nurse will contact me. I can choose to participate in or end the services at any time.    
 
Participant Signature: ________________________________________________ Date: ______________________________ 

 
NFP serves all of Philadelphia County*  

Referral may be called to central intake at 215-287-2114 or faxed to 267-773-4430 or emailed to 
NFPreferrals@phmc.org. 

 
*There is another family home visit program available to clients who are more than 28 weeks pregnant as well as those who are 
having another child. Please contact the central call line for additional information and enrollment criteria for the Mabel Morris 
Family Home Visit Program. Both programs serve all of Philadelphia County.  

http://www.nccfc.org/nurseFamilyPartnership.cfm�

