
NURSE-FAMILY PARTNERSHIP REFERRAL FORM 
NFP is a parent support program for 1

st
 time moms that starts early in pregnancy & continues until child turns 2 years old.

Intermountain Nurse Family

Partnership  

Phone: 970-668-9711

www.nursefamilypartnership.org 

Name: Birthdate: 

Expected Delivery Date: Infant DOB, if this is a postpartum referral Speaks English? 

☐Yes ☐ No

If No, Specify Language: 

Street Address: Apt: City: Zip Code: 

Contact Phone #: Email address: 

Agency/Practice Name, Facility or Division :  Title: 

Referring Staff Name: Phone #: Fax#: 

Referring Staff E-Mail: 

Comments: 

NOTE: To qualify for the Nurse-Family Partnership Program, a woman must: 

☐Be pregnant with her first child (no previous live births).

☐Live in Summit, Lake, Chaffee, Park, Clear Creek, Grand, and Gilpin County. 

☐Client has been informed about the Nurse-Family Partnership Program and wishes to have a nurse 
contact her.

Client may be contacted by (check all that apply):   

☐Mail ☐Phone ☐Okay to leave message ☐Text ☐Email

While we can enroll at any time during pregnancy, we encourage first-time moms to enroll as early as possible 

to ensure that mom and baby get the best start. Postpartum referrals up to 30 days after birth may be 

considered based on program capacity.    

Instructions: Complete & email to stephanie.munchoff@summitcountyco.gov or click the submit button below.
Referral Date: __/__/____ 

Patient/Client Information 

Referring Agency/Practice Information Part 2 

Part 1  

Please click the submit form button, or send this file via email to stephanie.munchoff@summitcountyco.gov when 
complete.
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