Access to Better Care

Maternal Depression Pilot
July 1, 2008 – June 30, 2009
Final Report

Names, titles and agencies of persons completing the Report:   
Mental Health Provider Agency:









Mental Health Professional: 








   
Help Me Grow Provider:









Mental Health Board: 










County: 





Each county participating in the ABC Maternal Depression Project must submit a joint agency report.  One combined report is to be submitted per county with input from both mental health and Help Me Grow agencies participating.  While the required data has been submitted on an ongoing basis, other narrative needs to be addressed. 

1) Please describe the strengths related to implementing the screening for maternal depression with families in your county.
2) Please describe the challenges/barriers related to implementing the screening for maternal depression in your county.
3) Please describe a success story highlighting the identification of a concern related to the use of the maternal depression screening with a specific mom in your community.
4) Lessons learned:  please list recommendations that would make statewide implementation of the maternal depression screening protocol proceed as smoothly as possible. 
5) Address sustainability of the MDP for SFY 2010

6) Discuss changes that will be required in procedures and/or staff for FY 2010 for mental health and for Help Me Grow

7) Include a description of the needs, if any, for training and technical assistance.
8) All data should have been submitted as required and be current up to June 30, 2009.

Inclusive of July 1, 2008 through June 30, 2009, report amount of expenditures claimed from the ODMH Maternal Depression grant allocation only.

provide mental health consultation services 

$  



to the participating local Help Me Grow 

providers regarding referrals for services


accommodation for mothers without 


$  



financial means to participate in services

services for mothers eligible for Medicaid 

$  



or with other financial means to participate 

in services



family supportive costs related to assuring 

$  



family participation not otherwise covered 

by another funding source

Other:  (describe)




$  




TOTAL





$  


                                                       
(Not to exceed total amount of allocation)

How much of the allocation, if any, will you be unable to expend by June 30, 2009?


$      

                                                
These funds may NOT be used to purchase equipment or other administrative costs
· Attach a narrative accounting for how the funds were used.
Return report electronically no later than July 31, 2009 to:
Marla Himmeger

Ohio Department of Mental Health

Himmegerm@mh.state.oh.us
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