
Maternal Infant Support Program Referral 
 

 
 
 

Name_____________________________________________________ 
  (First)   (Middle)   (Last) 
 
Address: 
_________________________________________________________
Street     City    Zip 
 
Telephone Number __________________________________________ 
 
Date of Birth:  _________________________________   
   Month  Day  Year 
 
Social Security Number ___________________________________________________Optional 
  (For your protection, do NOT include Social Security Number if you are mailing this form) 

 
Medicaid Number ___________________________________________ 
 
_________   I am pregnant and due _____________________________  
      month                  day                     year                
 
_________  I have a child under the age of one year: 
          Child Name:______________________________________ 
           Child’s Birthdate:__________________________________  
 
My doctor is _______________________________________________ 
 
My child’s doctor is __________________________________________  
 
 
Print and mail or deliver this form to: 
Ottawa County Health Department 
c/o Karen Flowerday 
12251 James Street Suite 400 
Holland, MI  49424 
Or fax to:  616-393-5643 at ATTN: Karen Flowerday 


