
 
 

   

CalAIM 
Community Supports (CS) 
Information & Referral Form (I) 

Step 1: Please fll out all applicable information below and proceed to Steps 2 and 3. 

Referrer Information (Email required for notifcations on referral status) 

Referral Date: 

Agency or Relationship to Member: 

Referring Provider NPI (if applicable): 

Phone: 

Referred by: 

Fax: 

Email: 

Member Information 

Member Name: Preferred Language: 

CIN: Date of Birth: Phone: 

Address: Unit: 

City: State: Zip: 

Member Consent 

Consent authorizes information sharing to coordinate Community Supports services and remains valid for 
reauthorization unless services or providers change, or the member revokes consent. 

Does the member agree to be referred to and/or continue receiving the selected Community Supports 
program(s)?  Yes No (If “No,” do not continue with this referral.) 

If the member is unable to provide consent, an authorized representative may on their behalf. 

Authorized Representative Name: 

Relationship to Member: 

Contact Number: 

Primary Care Provider (PCP) / Specialist Information 

Please complete if known. 

Primary Care Provider (PCP) 
Provider Name: 

Clinic / Practice Name: 

Phone Number: Fax Number: 

Last visit date: 
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CalAIM Community Supports (CS) Information & Referral (Form I) 

Primary Care Provider (PCP) / Specialist Information (cont.) 

Specialist Involvement (If Applicable) 

Specialist Name: 

Specialty: 

Clinic / Practice: 

Phone Number: Last visit date: 

Care Coordination and Existing Services 

To support coordination and avoid duplication of services, please indicate if the Member is currently receiving 
services through any of the following. Select all that apply. 

Enhanced Care Management (ECM) 

Another CalAIM Community Supports program 

County Behavioral Health services 

County Social Services (IHSS, Housing, Public Health, etc.) 

Community based organization or other agency 

Unknown 

Other 

If yes, please list program, agency, or provider name and contact information if known: 

Step 2: Indicate the Community Supports program(s) the member is interested in by marking the appropriate 
checkboxes. Ensure all required felds are completed prior to submission. 

Step 3: Submit the completed referral form and all supporting documentation directly to the contracted 
Community Supports provider or to CenCal Health via fax or email. 

CenCal Health Community Supports Contact Information 

Provider Directory Phone Number Referral Email Referral Fax 

provdir.cencalhealth.org (805) 562-1698 Option 1 CSReferrals@cencalhealth.org (805) 681-3039 

Brief Description / Additional Information: 
Use this space to describe the member’s current care needs, living situation, functional limitations, gaps in 
services, or other relevant context to support the referral. 
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CalAIM Community Supports (CS) Information & Referral (Form I) 

Community Supports for members experiencing or at risk of homelessness 

Housing Services (Housing Trio) 
Assists with housing navigation, move-in support, eligible one-time housing costs, and ongoing tenancy 
support to promote housing stability and prevent eviction. 

Requested Housing Service (select ONE based on members current need): 

Housing Transitions Navigation Services (HTNS) 
Assists members in fnding and securing stable housing by addressing housing-related barriers and 
coordinating move-in support. 

Housing Deposits (HD) 
Provides one-time fnancial assistance to help members secure housing and establish a safe home. Does 
not cover ongoing rent or room and board. 

Housing Tenancy (HTSS) 
Assists members with maintaining stable housing after move-in through ongoing tenancy support and 
eviction prevention 

Eligibility: Must meet ONE from the following pathways (1, 2, or 3) 
Pathway 1. Social and Clinical Risk Factors Part A & B 

A. Social Risk Factors (select ONE) 
Experiencing Homelessness 

At Risk of Homelessness (If selected, complete ONE option below) 
If “At Risk of Homelessness,” select ONE pathway: 

Child or Youth Experiencing Homelessness under Other Federal Defnitions 

McKinney Vento Eligible Child or Youth 

Lacks immediate resources or support networks AND one or more below 

If “Lacks resources,” select ALL that apply: 

Two or more moves in the past 60 days due to economic hardship 

Staying in another person’s home due to fnancial hardship 

Written notice to leave current housing within 21 days 

Living in a hotel or motel not paid by charitable or government programs 

Living in overcrowded housing (more than 1.5 persons per room) 

Exiting a publicly funded institution or system of care 

Other housing instability that increases risk of homelessness 
B. Clinical Risk Factor (select ONE) 

Specialty Mental Health Services eligible Drug Medi Cal or DMC ODS eligible
Serious Chronic physical health condition Physical, intellectual, or developmental disability 
Pregnant or postpartum (up to 12 months) 

Details: 

Pathways 2 and 3 on the following page 3 
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CalAIM Community Supports (CS) Information & Referral (Form I) 

Community Supports for members experiencing or at risk of homelessness (cont.) 

Housing Services (Housing Trio) (cont.) 

Pathway 2. Transitional Rent Eligibility 

Eligible for Transitional Rent 

Source of determination (if known): 

Date determined eligible (if known): 

Pathway 3. Permanent Supportive Housing or Rental Subsidy Priority 
Prioritized for Permanent Supportive Housing or Rental Subsidy Name 

of County or CoC enrolled (if known): 

Date enrolled or prioritized: 

Prioritization due to one or more of the following (check if applicable): 

Serious chronic physical health condition

        Condition(s) impacting housing stability: 

Serious mental illness

        Diagnosis or condition (if known): 

Physical, intellectual, or developmental disability

        Type of disability or support needs (if applicable): 

Substance use disorder requiring residential services

        Current or recent residential treatment (if known): 

Recent or pending exit from incarceration

        Facility type and release date (if known): 

History of institutionalization

        Type of institution and timeframe (if known): 
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CalAIM Community Supports (CS) Information & Referral (Form I) 

Community Supports for members experiencing or at risk of homelessness (cont.) 

Transitional Rent (TR) 
Provides short term rental assistance to help members experiencing or at risk of homelessness secure 
and maintain interim or permanent housing while longer term housing solutions are pursued. 

Eligibility – Must meet requirements in ALL sections A,B, and C 

A. Social Risk Factors (select ONE) 
Experiencing Homelessness 

At Risk of Homelessness (If selected, complete ONE option below) 
If “At Risk of Homelessness,” select ONE pathway: 

Child or Youth Experiencing Homelessness under Other Federal Definitions 

McKinney Vento Eligible Child or Youth 

Lacks immediate resources or support networks AND one or more below 
If “Lacks resources,” select ALL that apply: 

Two or more moves in the past 60 days due to economic hardship Staying in 

another person’s home due to financial hardship 

Written notice to leave current housing within 30 days 

Living in a hotel or motel not paid by charitable or government programs Living 

in overcrowded housing (more than 1.5 person per room) 

Exiting a publicly funded institution or system of care 

Other housing instability that increases risk of homelessness 

B. Clinical Risk Factor (select ONE)
 Specialty Mental Health Services eligible 

Details:
 Drug Medi Cal or DMC ODS eligible

 Details: 

C. Population Category (select ONE) 

1.Transitioning Population, within 182 days of transition event exiting from: 

Institutional or congregate residential setting 

Carceral setting 

Interim housing 

Recuperative Care or STPH housing 

Foster care (Age 18 – 26) 

Date of  transition: 

2.Unsheltered Homelessness 

3.Eligible for Full Service Partnership (FSP) 

Household Size: 

( Select from list below) 
Single Adult | Adult & Family | Minors & Family | Single Minor | Adult + Partner (No Children) | Adult + Non-Family | 
Minor + Non-Family 
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CalAIM Community Supports (CS) Information & Referral (Form I) 

Day Habilitation (DH) 
Supports members in building daily life skills to live independently in the community. Services may be 
delivered at home or in a community setting. 

Eligibility: Must meet ONE of the following: 
Currently experiencing homelessness 

Exited homelessness and entered housing within the last 24 months
       Date exited: 

At risk of homelessness
       Brief description (e.g., housing instability, eviction risk, lack of supports): 

At risk of institutionalization
       Brief description (e.g., frequent hospital use, pending discharge, supervision needs): 
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CalAIM Community Supports (CS) Information & Referral (Form I) 

Community Supports for members’ health-related social needs 

Respite Services (RS) 

Short-term relief for caregivers of members who require supervision due to physical, behavioral, or 
developmental needs. Provides rest for the caregiver. Limit is  336 hours per calendar year. 

Eligibility - Must meet ONE or more of the following: 

Lives in the community and requires assistance with Activities of Daily Living (ADLs) and caregiver relief 
to prevent institutional placement 

Is part of an eligible population with complex care needs, including: 

Children previously eligible under the Pediatric Palliative Care Waiver 

Foster care program benefciaries 

Members enrolled in California Children’s Services (CCS) or the Genetically Handicapped Persons Program (GHPP) 

Members with Complex Care Needs 

Brief description of caregiving needs and reason respite is requested: 

Member has an identifed family member or friend who is willing and able to complete caregiver training 
and provide primary caregiving support: 

YES 

NO 

Preferred days and hours for respite services: 
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CalAIM Community Supports (CS) Information & Referral (Form I) 

Community Supports for members’ health-related social needs 

Community or Home Transition Services 

Supports members transitioning from nursing facilities to live in the community and avoid further 
institutionalization in a nursing facility or recuperative care setting 

Eligibility: Member must meet ALL the following: 

Is currently receiving medically necessary Nursing Facility Level of Care (LOC) and is choosing to 
transition to the community instead of remaining in a nursing facility or Recuperative Care setting. 

Has resided 60 or more consecutive days in a nursing facility and/or Recuperative Care setting
        Admission Date: 

Expresses interest in returning to live in the community 

Is able to safely reside in the community with appropriate and cost-efective supports and services; 
without these supports, the member would be unable to transition to a private residence or public 
subsidized housing and would be at risk of continued or repeat institutionalization 

Brief description: 
Describe why the member needs support to transition safely from facility care to the community. 

Program Coordination Acknowledgment 

Member may be eligible for California Community Transitions (CCT), Home & Community Based 
Alternatives (HCBA) Waiver, and/or Multipurpose Senior Services Program (MSSP) and understands they 
cannot receive this service concurrently with CCT, HCBA, or MSSP 
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CalAIM Community Supports (CS) Information & Referral (Form I) 

Community Supports for members’ health-related social needs 

Personal Care and Homemaker Services (PCHS) 

In-home assistance with daily personal care and household tasks to support safe, independent living. 
Eligibility: (Member must meet ONE or more) 

At risk of hospitalization or institutionalization (e.g., nursing facility placement) 

Has functional defcits and lacks an adequate support system 

Approved for In-Home Supportive Services (IHSS) 

Brief description of functional needs or risk (if applicable): 

Use Criteria: (Member must meet ONE or more) 

IHSS Pending 
Member has applied for IHSS and requires PCHS during the application or waiting period. 

Date applied: 

Supplement to IHSS 
Member is approved for IHSS and requires additional support beyond authorized or available IHSS hours. 

Total authorized IHSS hours: 

Explanation of need for additional support: 

IHSS Ineligible – Short-Term Support 
Member is ineligible for IHSS and requires short-term PCHS to prevent a skilled nursing facility stay (not 
to exceed 60 days). 

Date ineligible: 

If short-term support is requested, briefy describe the risk of skilled nursing facility placement without PCHS: 
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CalAIM Community Supports (CS) Information & Referral (Form I) 

Community Supports for members’ health-related social needs 
Personal Care and Homemaker Services (PCHS) (cont.) 

Member has an identifed family member or friend who is willing and able to complete caregiver training 
and provide primary caregiving support: 

YES 

NO 

Preferred days and hours for Personal Care and Homemaker Services: 

Note: PCHM does not replace IHSS. Members who meet IHSS criteria must be referred. 

Efective July 1, 2025, PCHM cannot be provided concurrently with HCBA Waiver Personal Care Services. 

Contact your local county ofce directly to apply 

Santa Barbara County 

• Santa Maria Ofce (805) 346-8303 

• Santa Barbara Ofce (805) 681-4550 

• Lompoc Ofce (805) 737-6020 

San Luis Obispo County 

• Atascadero Ofce (805) 461-6110 

• Arroyo Grande Ofce (805) 474-2103 

Personal Care and Homemaker Services Questionnaire 

Select one rating (1–5) that best describes the member’s level of assistance for each task. 

Rating Scale: 1 Independent | 2 Verbal Assistance Only | 3 Some Hands-On Assistance 
4 Substantial Hands-On Assistance | 5 Fully Dependent 

Task Rating Task Rating 

Housework Laundry 

Shopping & Errands Grocery Shopping 

Meal Prep Meal Clean Up 

Mobility Inside Bathing/Bed Bath 

Grooming Dressing 

Bowel/Bladder Care Repositioning 

Transfers (bed/chair) Eating/Feeding 
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CalAIM Community Supports (CS) Information & Referral (Form I) 

Community Supports for members’ health-related social needs 
Environmental Accessibility Adaptations (Home Modifcations) 

Modifcations to a member’s home that support health, safety, or independence and help avoid 
institutionalization and enable members to remain in their home. 

Current Housing 

Member resides in the home where modifcations are requested:  Yes  No 

Home type:  Owned Rented  Leased  Other 

Requested Modifcation(s) 

Type:      Grab bars  Ramp  Widened doorway  Stair lift Bathroom modifcation  Lighting 

               Other: 

Description: 

Location: 

Eligibility: Member must meet ALL the following

      At risk of institutionalization in a nursing facility 

Brief explanation of risk if modifcation is not completed: 

Sobering Center 

Provides a safe, supportive setting for individuals who are publicly intoxicated and would otherwise be 
transported to an emergency department or jail. 

Eligibility: Member must meet ALL of the following 

Member is age 18 or older, intoxicated but conscious, cooperative, able to ambulate independently, 
nonviolent, free from medical distress, and would otherwise be transported to an emergency 
department or jail. 

Care Coordination 

(Indicate if a referral or warm handof is desired/completed) 

County Behavioral health services 

Substance use disorder treatment 

Housing or homelessness services 

Primary care or other medical services 

Case management or care coordination 

Other: 
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CalAIM Community Supports (CS) Information & Referral (Form I) 

Community Supports for members’ health-related social needs 
Asthma Remediation 

Provides supplies and minor home modifcations to reduce asthma triggers and prevent serious asthma 
episodes, emergency department visits, or hospitalization. Services complement the Asthma Preventive 
Services (APS) beneft and support safe, asthma friendly home environments. 

Requested Services (Select ALL that apply):

       Allergen impermeable mattress and pillow covers

       HEPA fltered vacuums

       Mechanical air flters or air cleaners

       De humidifers and moisture control interventions

       Integrated Pest Management services

       Minor mold removal and remediation

       Ventilation improvements

       Asthma friendly cleaning products

       Other medically appropriate interventions to support asthma management: 

Eligibility:  (Include APS assessment if available) 

Member has a completed in-home environmental trigger assessment within the past 12 months through 
the Asthma Preventive Services (APS) beneft that identifes medically appropriate asthma remediation 
needs. 

Assessment Date: 

APS Provider Name / Contact: 

Screen for Asthma Preventive Services (APS) 
Complete this section only if an APS in-home environmental trigger assessment has not yet been completed. 

Note: Members are not eligible for Asthma Remediation until a qualifying APS in-home environmental trigger 
assessment has been completed. 

Member has a diagnosis of asthma 

Member has poorly controlled asthma, defned as one or more of the following:

  Asthma Control Test (ACT) score of 19 or lower

   Asthma-related emergency department visit or hospitalization within the past 12 months

   Two or more urgent care or sick visits for asthma within the past 12 months 

OR 

A physician, nurse practitioner, or physician assistant has recommended Asthma Preventive Services 
(APS) 
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CalAIM Community Supports (CS) Information & Referral (Form I) 

Community Supports for members’ health-related social needs 
Medically Tailored Meals (MTM) / Medically Supportive Food (MSF) 

Provides time-limited nutrition support through medically tailored meals or supportive food interventions 
for nutrition-sensitive health conditions. 

Services (select all interested in receiving): 

Medically tailored meals (ready-to-eat) 

Medically Tailored Grocery boxes 

Eligibility: Must meet the following:

      Member has a chronic or serious nutrition-sensitive health condition 

Specify condition(s)/diagnosis: 
(Examples: diabetes, heart failure, hypertension, renal disease, pregnancy-related conditions) 

Please provide if known: 

Food Access and Storage Height and Weight Recent Utilization 
(Select all that apply) Height: ER visit or hospitalization related 

Access to refrigerator Weight: 
to condition: 

Access to freezer BMI: 
     Yes  No 

Access to cooking equipment Date measured: 
Date: 

Food Allergies or Dietary Weight 3 Months Prior Current Medications: 
Restrictions Weight: 
Food allergies or dietary 
restrictions (if applicable): 

BMI: 

Date measured: 

Clinical Information on following pages 

13 



        

 

 

CalAIM Community Supports (CS) Information & Referral (Form I) 

Clinical Information (as available at time of referral) 

Please include any available information to support clinical review. Specifc values and dates are helpful but 
not required. 

Cancer 

• Type: 

• Current or recent treatment (check all that apply):

            Chemotherapy  Radiation  Immunotherapy  Surgery 

• Date of most recent treatment: 

ASCVD / Cardiovascular Disorders (Includes CAD, MI, angina, stroke, PAD) 
• Recent cardiovascular event (past 3 months):

            Heart attack  Angina Stroke/TIA  PAD 

• Blood pressure:  / Date:     

• Cholesterol: LDL Total Triglycerides  Date: 

• Diabetes present or uncontrolled:  Yes  No 

• Functional concerns:        Low stamina Difculty walking or climbing stairs 

Chronic Kidney Disease (CKD) 

• eGFR: Date: 

• Creatinine: Date: 

• Urine protein or albumin present:  Yes  No 

End Stage Renal Disease (ESRD) 
• Dialysis:  Yes  No 

Type:  Hemodialysis  Peritoneal 

• Awaiting transplant:        Yes  No 

• Albumin: Date: 

Chronic Lung Disorders (Asthma / COPD) 

• Diagnosis: Asthma COPD 

• Severity:  Moderate  Severe 

• Symptoms in past 30 days:

             Shortness of breath Wheezing  CPAP/Oxygen use  Activity limitation 

14 



 

 

 

 

  

CalAIM Community Supports (CS) Information & Referral (Form I) 

Clinical Information (as available at time of referral) (cont.) 

Heart Failure 

• Symptoms:  Shortness of breath  Swelling Fatigue 

• EF: Date: 

• BNP:  Date: 

Diabetes / Metabolic Disorders/ Gestational Diabetes 

• A1c: Date: 

• Fasting glucose: Date: 

• 2-hour OGTT: Date: 

• Random glucose: Date: 

Elevated Lead Levels 

• Venous blood lead level: Date: 

High Cholesterol / Dyslipidemia 

• LDL: Date: 

• HDL: Date: 

• Total cholesterol: Date: 

• Triglycerides: Date: 

Hypertension 

• 2 most recent Blood pressure readings: 

• / Date: 

• / Date: 

• Blood pressure remains elevated despite medications:  Yes  No 

Liver Disease (NAFLD, NASH, ESLD, Cirrhosis) 

• AST:  Date:  ALT: Date: 

• Albumin: Date:  INR: Date: 

• Symptoms:  Weakness  Reduced function  Metabolic risk 

HIV 
• On ART:  Yes  No 
• Symptoms:     Weight loss ≥10%  Chronic diarrhea  Fever or weakness  Weight gain ≥10% after ART 
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CalAIM Community Supports (CS) Information & Referral (Form I) 

Clinical Information (as available at time of referral) (cont.) 

Malnutrition 

• Nutrition concerns:  Poor intake  Muscle loss or weakness  Low BMI 

Stroke / TIA 

• Diagnosis: Stroke  TIA Date: 

• Ongoing symptoms:  Swallowing difculty  Weakness afecting eating 

Gastrointestinal Disorders 

• Symptoms:  Diarrhea  Vomiting  Severe nausea  Poor intake  

• Biomarkers (if known):  Low iron  Low B12  Vitamin D defciency 

High-Risk Perinatal Conditions 

•     Gestational hypertension 

•     Preeclampsia 

•     Hyperemesis 

•  Underweight 

•     Multifetal pregnancy 

•     Iron defciency anemia 

Chronic or Disabling Mental / Behavioral Health Conditions 

• Condition impacts daily functioning:  Yes  No 

• Nutrition-related challenges:  Poor appetite  Difculty preparing food  

Food intolerance 

Medication side efects 
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