o000

Address

Medicaid CIN #:

MCO/MLTC Organization:

County of Residence:

Alternate Point of Contact:

Other Chronic lllness

Phone: |_|Home Language Preference:
Cell
Eligibility Category Information Email:
Check all that apply. Must meet wither A only, or B only or two C to be eligible

Check Category Diagnosis Detail

] A | Serious Mental lllness

[] B | HIV/AIDS

[] C | Mental Health Condition

L] C | Substance Abuse Disorder

[] C | Asthma

[] C | Diabetes

[] C | Heart Disease

L] C |BMI>25

L] [

Risk Factors

Check all that apply

Category

Detail

Probable risk for adverse event
e.g. death, disability, inpatient or nursing home

Lack of inadequate
Social/family/housing support

Lack of or inadequate connectivity with healthcare system

Non-adherence to treatments or medications or difficulty
managing medications

Recent release from incarceration

Recent release from psychiatric hospitalization

Deficits in activities of daily living such as dressing, eating,
etc.

DDD‘DDDD AN

Learning or cognition issues




Narrative: Provide any additional information that may be helpful in assignment to CMA:

Preferred or Recommended Care Management Agency:

Contact Information for Person Completing Referral

Name: Title:

Organization:

Phone: E-Mail;




By signing this Consent Form, you permit people involved in your care to share your health information so
that your doctors and other providers can have a complete picture of your health and help you get better
care. Your health records provide information about your illnesses, injuries, medicines and/or test results.
Your records may include sensitive information, such as information about HIV status, mental health records,
reproductive health records, drug and alcohol treatment, and genetic information.

If you permit disclosure, your health information will only be used to provide you with medical treatment and
related health and social services. This includes referral from one provider to another, consultation,
regarding care, provision of health care services, and coordination of care among providers. Your health
information may be re-disclosed only as permitted by state and federal laws and regulations. These laws
limit re-disclosure of information about your treatment at a substance abuse ofr mental health program, HiB
related information, genetic records, and records of sexually transmitted illnesses.

Your choice to give or deny consent disclose your health information will not be the basis for denial of health
services or health insurance. You can withdraw your consent at any time by signing a Withdrawal of Consent
Form and giving it to one of Venture Forthe’s Health Home affiliates, or their affiliate providers. But anyone
who receives information while your consent is in effect may retain it. Even if you withdraw your consent,
they are not required to return your information or remove it from their records.

You are entitled to get a copy of this consent form after you sign it.

Consent to disclosure of health information:
1. The person whose information may be used or disclosed is:
[ Name: | pos:




doboooboooooboobooobooooobooboooo
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