	APPLICATION FOR THE
MISSOURI “SHOW ME 5” HOSPITAL INITIATIVE

	Section A.  Contact Information

	Facility Name

    
	Facility Address
     

	Contact Person 
	Phone Number
	E-Mail Address 

	     
	     
	     

	Director or CEO of Facility 

     
	Phone Number

     

	Director of Maternity Service 

     
	Phone Number

     

	Section B.  Please answer the following questions.

	1. Does your facility have a breastfeeding committee?    
	         Yes         No

	2. How many maternity beds does your facility have?            
	     

	3. How many births in the last calendar year?   
	            How many were caesarean delivery?        

	4. What was your facility’s latest mPINC score?   
	     

	5. How many IBCLCs are on staff?  
	             How many FTE’s are IBCLCs?               

	6. What hours do the IBCLCs cover?
	     

	Please include a copy of all breastfeeding policies and completed self appraisal tool with this application.   Mail, fax, or e-mail completed application to the following:

Attn:  Lisa Schlientz
State Breastfeeding Coordinator
Missouri Department of Health and Senior Services/ WIC and Nutrition Services

P.O. Box 570, Jefferson City, Missouri 65102-0570
Fax: (573) 526-1470  Lisa.Schlientz@health.mo.gov



	Signature of CEO
	Date

	
	     

	Signature of Director of Maternity Services
	Date

	
	     


