COMMUNITY

ﬂ). COMMUNITY enr Health Home Referral Form

& PARTNERS Send via Encrypted Email: Referrals@ccmphealthhome.org

o\- HEALTH HOME
Section A: Member Demographics
Last Name: First Name:
DOB: HARP: Yes () No (D) | cing
Gender: O Male O Female O Other Preferred Language:
Primary Phone Number: | | CJHome []Cell [] Other:|
Address:
Type of Residence:
[] Private Residence (alone or with spouse/partner, parent, child, or other family) _ _
Homeless (street, park, drop-in center, or other undomiciled) [] Supportive Housing

[] Homeless Shelter or Emergency Housing  [] Other:|

Section B: Referral Information

Referral Source:

O Family  OSelf OMCO  QOHospital: O Other: |

Referring Agency/Program/Facility:

Referring Worker’s Name:

Referrer’'s Phone Number/Email:

Section C: Eligibility

Medicaid Eligibility: o Medicaid FFS O Medicaid Managed Care:

Referrals must have EITHER two or more chronic conditions OR one single qualifying condition.
If member has SMI or HIV, indicate whether the member is Health Home Plus eligible.

O Two or more [chronic conditions; o Single qualifying condition
Mental Health Condition (non-SMl) O HIV/ AIDS

Not HH+ for HIV Eligible to my knowledge

Substance Use Disorder

[O/[Serious Mental [lIness]|

Asthma Diabetes
Heart Disease BMI>25
Other Chronic —
ConditionS: Not HH+ for SMI Eligible to my knowledge

O Sickle Cell Disease

Additional Comments/Notes:

Updated 2/22/21


https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/docs/smi_definition_for_health_home_eligibility.pdf
https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/docs/health_home_chronic_conditions.pdf

Significant Risk: Members must be appropriate for Health Home services, by having one or more
significant risk factors.

[] Probable risk for adverse events

[] Lack of adequate social/family/housing support

[] Non-adherence to treatment or medications or difficulty managing medications

[] Recent release from incarceration or psychiatric hospitalization

|:| Lack of adequate connectivity with healthcare system

[Click here for examples of Significant Risk Factors |

Additional Comments/Notes:

If referral is from an MCO, are they tagged as High Risk? |:|

If referral is from an MCO, are they tagged as POP? I:l

CCMP Office Use Only
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https://www.dropbox.com/s/nvqr29wzadpksqe/Examples%20of%20Significant%20Risk%20Factors%20for%20Enrollment.docx?dl=0
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