
SAN DIEGO COUNTY BLACK INFANT HEALTH (BIH) PROGRAM REFERRAL FORM 
286 EUCLID AVENUE, SUITE 308, SAN DIEGO, CA 92114 | (619) 266-7466 | WWW.SDBIH.ORG  

 
E L I G I B I L I T Y  ( M U S T  M E E T  A L L  R E Q U I R E M E N T S )  

•  A F R I C A N - A M E R I C A N  W O M A N  
•  1 8  Y E A R S  O F  A G E  O R  O L D E R  
•  2 6  O R  F E W E R  W E E K S  P R E G N A N T  ( 3 0  W E E K S  M A X )  

 
C O M P L E T E  A N D  S U B M I T  F O R M  T O  J A N A I A  B R U C E  O N E  O F  T H E  F O L L O W I N G  W A Y S :  

•  F A X  T O  ( 6 1 9 )  2 6 2 - 9 1 8 8  
•  E M A I L  T O  B I H @ N E I G H B O R H O O D H O U S E . O R G  
•  C A L L  ( 6 1 9 )  2 6 6 - 7 4 6 6  F O R  P I C K - U P  

 

NUMBER OF WEEKS PREGNANT  FIRST-TIME MOM   YES       NO 

BABY’S DUE DATE    
   

 

LAST NAME  FIRST NAME   

ADDRESS  CITY  ZIP   

DATE OF BIRTH  PHONE (HOME/CELL/WORK)   

EMAIL ADDRESS   

COMMENTS   

By checking the box below, you (referring agency) are confirming the cl ient/patient agrees to be 
contacted by the Black Infant Health (BIH) Program.  

      Yes,  c l ient/pat ient agrees to be contacted.  Date   
   

 

R E FE R R A L SO U R CE 
ORGANIZATION  STAFF    

ADDRESS  CITY  ZIP   

REFERRAL DATE  PHONE   

FAX  EMAIL   
   

 

R E FE R R A L O UT CO ME  (B IH  ST A FF  U S E  O N L Y )  
REFERRAL RECEIVED  BIH STAFF   

1.  DATE  COMMENTS   

2.  DATE  COMMENTS   

3.  DATE  COMMENTS   
   

 

 

T H A N K  Y O U  F O R  Y O U R  R E F E R R A L  T O  T H E  B I H  P R O G R A M !   

   
The San Diego County Black Infant Health (BIH) Program receives funds from the State of California, Department of Public Health, Maternal, Child, and Adolescent Health 

Division through the County of San Diego, Health and Human Services Agency. The San Diego County BIH Program is operated by Neighborhood House Association. 

http://www.sdbih.org/
mailto:BIH@NEIGHBORHOODHOUSE.ORG
https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwivhtb-ycDTAhXIX5QKHe7wAAAQjRwIBw&url=https://twitter.com/nha_sd&psig=AFQjCNEQpArkdSKpFFdwciLOfVQ0cZUkCg&ust=1493243046935934
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