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What do we do at WIC?

Robbie Gonzalez-Dow, MPH, RD, CLE
Regional Breastfeeding Liaison,
Women, Infants & Children (WIC)



Women, Infants, Children to Age 5




Healthy Supplemental Foods




Learner-Centered Education
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Monthly Fruit and Vegetable Checks

» $8-10 per person every month

» Certified Farmer’'s Markefts




Breastteeding Support




Peer Counseling




Contract Formulas
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ow to Refer 1o WIC

Stata of Califoria—Health and Human Services Agency Califomia Dapqﬁmml_d Putalic Healih
WIC REFERRAL FOR PREGNANT WOMAN California WIC Program

Health Care Provider:

Please provide the information requested below for your patient. This information will be used by our program staff to assess your patient's health status and
to provide nutritional counseling. An incomplete referral may delay program benefits to your patient. A completed referral does not guarantee WIC Program
benefits since program eligibility requirements must be met.

Patient’s name (Jast, first) Address (street, city, £1P) Telephone number Birthdate
WOMAN'S CURRENT (PRENAT
( AL Esl. dale confir / /

Height ins. / Hemoglobin gmvdl. / / Date last preg. ended / /

Measurement date and/ar Blood test date Gravida Para
Weight ____________Ibs. Hematocrit % Pregravid weight Ibs.
PLEASE INDICATE ANY MEDICAL CONDITIONS AFFECTING THIS WOMAN: PLEASE LIST ANY CURRENT MEDICATIONS / SUPPLEMENTS PRESCRIBED:
[ Diabetes [ Multiple Pregnancy
[ Hypertension [ Tuberculosis +PPD ____INH
[ Previous poor pregnancy oulcome / history (specify):

IMPRESSIONS / COMMENTS:

] Other current or historical conditions (specify):
LOCAL WIC AGENCY MName of physician / health care provider / group / clinic

Telephone Number:
IMPORTANT: Must be signed by health care provider Date

The United States Department of Agriculture (USDA) prohibits discrimination in its programs on the basis of race, color, national origin, gender, religion, age, disability, political beliefs,
sexual orientation, or marital or family slalus. (Mot all prohibiled bases apply to all programs.) Persons with disabilities who require alternalive means lor communicalion of program
information (Braille, large print, audio tape, efc.) should contact USDA’s TARGET Center at (202) 720-2600 (voice and TDD). To file a complaint of discrimination, write to USDA,
Director, Office of Civil Rights, Room 326-W, Whitten Building, 14th and Independence Avenue, SW, Washington, DC, 20250-9410 or call (202) 720-5964 (voice and TDD). USDA is
an equal opportunity provider and employer.
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Applying is Easy




How to Refer to WIC

Staie of Califormia —Health and Human Senvioss Agency Califorria Depariment of Fublic Health—WiC Program

LA.IIUU\I::
Pediatric Referral UWIC

a ARk, [RARTE & B

WIC IDE:

SECTIOM I: Complate this section to assist the patient with WIC eligibiilty, WIC services, and appropriate referrals.
Whenever a therapeutic formula Is prescrited, complete Doth Sections | and I

PATIEMT MAME First) (=1 DWTE DF EFTH:
CURRENT HEXGHT/LEMGTH CURREKT WEIGHT: CLIRRENT BMI: MEASUREMENT DATE HIFTH WEGHT / LENGTH
harin &0 deys) i &0 derysi Pwithin £0 caysi
nches [ - az EM parcantia: = Ibs oz nohes
HEMUOGLOBIN OR HEMATOCRIT TEST is required evany 12 months when normal
when sbnormal LEAD TEST (recommended et 1-2 years of egel: mcgidL
Hemagiabin (gmedl or Hematocnt fel |20 Resudt Date IMMUNIZATIONS are up-to-date:

Was Mo Mot availabla

EREASTFEEDING ASSESSMENT (birth to 12 months):
Fully breastfeeding Maver breastied Fasding breastmilk & formula Discontinued breastieeding(Date; )

SECTION II: Compiete ALL boxes below wihen therapewtic formula Is prescribed. Incomplete information may delay issuance of WIC foods.

DIAGNOSIS: WIC FOOD RESTRICTIONS: The patiant will recaive WIC foods in eddition to the
[ Frematurisy [ GERD or rafiu [ Food sliargy: ;E:n['l#;adl:ll:;:;rsﬂed. Please check all foods listed below that are NOT approoriate
[ Failure to thrive  [] Dysohagia [ other:

‘ Catagmny WIC Foods n;r:‘:‘ Besiriction / Commmeni

FORMULA ¢ MEDICAL FOOD:

rfarts Bairy coroa

(512 mod T ¥
DURATION: _____ months  AMOUNT: oz / day Botry fruft / vegatabis
Chkren Cos's milic
This prescription is: Mew aefill -5y | Chessa
Ege=
NOTE: it 1 year of ege, the patient will receive 13 guarts of cow's milk in [T ———
addition to therapeutic formula unless Do Mot Give is checked for cow's milk Wrow grars -
{52 WIC Food Restrictions). =
o o
COMMENTS: ]
. Vapetabies ¢ fruts
s
Fogurt

= whok wheat brasd, cornfwheat tortilia, brown rice, bariey. belger, or oatmsal




Therapeutic Formulas
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DHA/ARA | BIRTH TO 12 MONTHS
a Abbott HYPOALLERGENIC |

Similac

EXPERT CARE™

*Due to Protein
Sensitivity

Prescription Needed

For Cow's Milk Allergy

Ypoallergenic
ent Formula with Iron | @
» Fast Management of colic* )

* Nutritonay
¥ complete
l BHﬂ & ARAto promote /
i fdinand eye development
I 012 months

b & Concentrat
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1 NUST ADD WATER

R Frifamil §
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