* CenCalHEALTH®

Local. Quality. Healthcare.

Enhanced Care Management
(ECM) Comprehensive Assessment
Members Under Age 21 (FORM H)

PURPOSE

To engage and evaluate services needed in areas of physical health, mental health, Substance Use Disorder
(SUD), Long Term Services and Support (LTSS), Oral Health, Palliative Care, Social Supports and Social
Determinants of Health (SDOH) to develop a Care Management Plan.

WHEN TO SUBMIT

Required to submit via CenCal Health Provider Portal no later than 30 days of initial ECM Service Authorization
decision date.

MEMBER INFORMATION

Medi-Cal # CIN: (9 digits/letter) Authorization #:
Child’s First Name/ Nombre del nifio:
Child’s Last Name / Apellido del nino:

Date of Birth / Fecha de Nacimiento: Age | Edad:
Member's Phone Number / Niimero de teléfono:

Preferred written - spoken language / Idioma preferido- escrito/hablado:
Requires Interpreter / Necesita Intérprete: O Yes/Si ©No

Address / Direccion:

Homeless / Sin vivienda: © Yes/Si © No

Emergency Contact (Name/Phone#) / Contacto en caso de emergencia (Nombre/ teléfono):

Relationship / Parentesco:

Has an Authorized Representative (AR) / Tiene un representante autorizado: O Yes/Si © No
Name (AR) / Nombre: Relationship (AR) / Parentesco:

Phone # (AR) / Teléfono:

Pediatrician’s Name/Primary Care Provider / Nombre del Pediatra/Proveedor de Cuidado Primario:

PCP Phone Number / Niimero de teléfono del PCP:

ECM PROVIDER INFORMATION

ECM Organization Name:
Lead Care Manager Name: Phone Number:
Lead Care Manager Email Address:

P-MM-26-041-0326 ES 1



CencCal Health Enhanced Care Management (ECM) Comprehensive Assessment Members Under Age 21

ECM PROVIDER INFORMATION (CONT.)

Assessment completed with:

O Member QO Father (O other/Name (relationship)
(O Foster Parent O Grandparent
(O Mother O Other Authorized Representative

Assessment Completed: O In Person ©Over the Phone  © Both (In Person and on the Phone)
Assessment Type: © Initial © Reassessment

Assessment Date(s):

CHILD AND YOUTH

Select all that apply:
(O HOMELESSNESS: Homeless Families or Unaccompanied Children/Youth Experiencing Homelessness

(O AVOIDABLE HOSPITAL OR EMERGENCY DEPARTMENT USE: Children and Youth At Risk for Avoidable
Hospital or ED Utilization

SERIOUS MENTAL HEALTH OR SUBSTANCE USE DISORDER: Children and Youth with Serious Mental Health
and/or SUD Needs

JUSTICE INVOLVED: Children/Youth Transitioning from a Youth Correctional Facility

O
O
(O (€CS OR CCS WHOLE CHILD MODEL: Children/Youth Enrolled in California Children’s Services (CCS)
or CCS WCM with Additional Needs Beyond the CCS Condition

O

O

FOSTER CARE: Children/Youth Involved in Child Welfare
BIRTH EQUITY: Pregnant and Postpartum Individuals at Risk for Adverse Perinatal Outcomes

ENGAGEMENT PURPOSE/MEANING AND STRENGTHS

Ask at least 3 or more of these engagement questions:

O How strongly do you agree with this statement? I lead a purposeful and meaningful life
;Qué tan de acuerdo esta con esta oracion? Llevo una vida plena y con propésito:

O Member: O Agree / De acuerdo © Disagree / No estoy de acuerdo O Don’t know / No sé
OAR: O Agree | De acuerdo  © Disagree |/ No estoy de acuerdo  © Don’t know / No sé

(O Strengths: What is something that you are good at or proud of / Digame algo que hace bien o de lo que
esta orgulloso/a?
O Member:

OAR:

(O Coping Skills: When you feel sad or worried, what helps you feel better? What do you do for fun or to relax?
Cuando se siente triste o preocupado/a, ;Qué hace para sentirse mejor? ;Qué hace para divertirse o relajarse?

O Member:
OAR:
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ENGAGEMENT PURPOSE/MEANING AND STRENGTHS (cont.)

O Problem-Solving Skills: When you had a difficult situation in the past, what did you do?
Cuando ha tenido una situacion dificil en el pasado, ;qué hizo?

O Member:
OAR:

(O Motivation: What do you want to improve about your health? Why do you want to improve your health?
cQue quiere mejorar en cuanto a su salud? ;Por qué quiere mejorar su salud?

O Member:
OAR:

CULTURE

Does Member or AR have any cultural, religious and/or spiritual beliefs that are important to your family’s
health and wellness? / ;Tiene el miembro o el representante autorizado alguna creencia cultural, religiosa,
o0 espiritual que es importante para la salud y bienestar de su familia? © Yes/Si © No

If yes, please explain / Por favor expliqueme:

HEALTH LITERACY

I would like to ask you about how you think you are managing your health conditions / Me gustaria
preguntarle ;como piensa usted que esta controlando sus problemas de salud?:
Does Member need help taking medications? If AR, do they need assistance administering medications?

¢Necesita ayuda para tomar sus medicamentos? ;Necesita ayuda para administrar los medicamentos?

© Yes/Si O No (LTSS)
Does Member or AR need help filling out health forms? ;Necesita ayuda para completar formularios de salud?
O Yes/Si ONo (LTSS)
Does Member or AR need help answering questions during a doctor’s visits? / ;Necesita ayuda para
contestar preguntas durante citas con el doctor? © Yes/Si © No (LTSS)
How often does Member or AR have difficulty understand written information your health care provider
(like a doctor, nurse, nurse practitioner) gives you? / ;Qué tan seguido se le dificulta entender la
informacion escrita que le da su proveedor de salud (como su doctor, enfermera, enfermera de
practica avanzada)?

© Always / Siempre © Often / Seguido O Sometimes / A veces © Occasionally / Ocasionalmente © Never / Nunca3



CencCal Health Enhanced Care Management (ECM) Comprehensive Assessment Members Under Age 21

HEALTH LITERACY (cont.)

Coordination of Care Needs and Referrals:

EMERGENCY DEPARTMENT VISITS OR HOSPITALIZATIONS

Have you had any Emergency Department (ED) visit or hospitalizations (in the last 30 days)?
¢Ha tenido una visita al departamento de emergencias u hospitalizaciones en los tltimos 30 dias?

O Yes/Si ONo
Have there been any hospitalizations in the last 6 months? / ;Ha tenido una hospitalizacion en los

ultimos 6 meses? (O 1time [ vez (O 2times [ veces () 3 or more times / veces o mas

Reason for ED OR Hospital Admission / Razon por la visita al departamento de emergencias u hospitalizacion:

HEALTH QUESTIONS

How long ago did the Member see their pediatrician/primary care doctor (PCP?) / ;Hace cuanto tiempo vio
el miembro a su pediatra/proveedor de cuidado primario (PCP)?

O Less than 6 months ago / Hace menos de 6 meses

O More than 6 months ago / Hace mas de 6 meses

O More than 12 months ago / Hace mads de 12 meses

Are all immunizations up to date? / ;Esta al dia con todas sus vacunas? O Yes/Si O No
Date of last physical exam / Fecha de su ultimo examen fisico:

Date of last dental exam / Fecha de su ultimo examen dental:
Date of last eye exam / Fecha de su Gltimo examen de los ojos:

Coordination of Care Needs and Referrals:
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PHYSICAL HEALTH

O No Concerns Noted / No Se Observaron Preocupaciones
Has Member been told by a medical provider that they have any of the following?
cUn proveedor médico le ha dicho al miembro que tiene alguno de los siguientes problemas de salud?

O Autism / Autismo

O Cancer [/ Cancer

O Cerebral Palsy / Paralisis cerebral

O Cleft Palate/Cleft Lip / Paladar hendido/Labio leporino

O Congenital Deformity / Deformidad congénita

O Diabetes / Diabetes

O Developmental Delay / Retraso del desarrollo

O Kidney Disease or Failure / Enfermedad o insuficiencia renal

O On Dialysis / Recibe dialisis: © Yes/Si O No
Which Dialysis Center / ;Cual centro de dialisis?:

O Ear Infections / Infecciones de oido: O Frequent / Frecuente O Recurrent / Recurrente

O Epilepsy/Seizure Disorder | Epilepsia/Trastorno convulsivo

O Hearing Loss / Perdida de audicion

O Heart Defects (ASD, VSD) / Defectos del corazon

O Leukemia / Leucemia

O Prematurity (at birth) / Prematuridad (al nacer)

O Respiratory Conditions (e.g., Asthma, Chronic Bronchitis, Pneumonia) / Problemas respiratorios (por
ejemplo, asma, bronquitis crénica, neumonia)

O Trauma/accident (causing brain injury, burns, severe wounds, impaired mobility) / Trauma/ accidente
(causando lesion cerebral, quemaduras, heridas graves, problemas de movilidad)

O Vision Loss (e.g., glaucoma, retinopathy of prematurity, optic nerve hypoplasia) / Pérdida de vision
(por ejemplo, glaucoma, retinopatia del prematuro, hipoplasia del nervio 6ptico)

O other / Otro:

MEDICATIONS

(O No Concerns Noted / No Se Observaron Preocupaciones
Over the past week, has the Member not taken medications as prescribed? / En esta ltima semana, ;hubo
algtn dia en el que el miembro no se tomé sus medicamentos como se le recetaron? © Yes/Si O No

If yes, please describe what prevents you from (taking/administering) medication as prescribed /
Si contesto que si, por favor describa qué impide que se tome/administre los medicamentos seglin se recetaron?
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PALLIATIVE CARE

(O Does not meet Palliative Care Criteria

(O Enrolled in Palliative Care Services

O Meets Criteria Needs Referral

O Declined Assistance with Referral

Palliative care consists of patient and family-centered care that optimizes quality of life by anticipating,
preventing, and treating suffering. The provision of palliative care does not result in the elimination or
reduction of any covered benefits or services and does not affect a member’s eligibility to receive any
services, including home health services, for which the member would have been eligible in the absence

of receiving palliative care. A member under 21 years of age may be eligible for palliative care and hospice
services concurrently with curative care.

PALLIATIVE CARE

(O Does not meet Public Duty Nursing (PDN) Criteria

O Enrolled in Private Duty Nursing (PDN)

O Meets Criteria Needs Referral

O Declined Assistance with Referral

PDN services are nursing services provided in a member’s home by a Registered Nurse (RN) or Licensed

Vocational Nurse (LVN) for a member who requires more individual and continuous care than what would be
available from a visiting nurse.

BEHAVIORAL HEALTH AND DEVELOPMENTAL DISABILITIES

(O No Concerns Noted / No Se Observaron Preocupaciones

Does the Member have behavioral or mental health issues, such as (check all that apply):
¢El miembro tiene problemas conductuales (del comportamiento) o mentales tales como:

(O ADHD/ADD [ Trastorno por déficit de atencion con hiperactividad/ Trastorno por déficit de atencion
O Obsessive-Compulsive Disorder / Trastorno Obsesivo Compulsivo

O Anorexia/Bulimia/other eating disorder / Anorexia/Bulimia/otros trastornos de conducta alimentaria
O stress/feeling overwhelmed / Estrés/sentirse abrumado

O Anxiety / Ansiedad

O Substance Misuse/Alcohol Misuse / Consumo incorrecto de sustancias (drogas) o alcohol

O Bipolar / Bipolar

O Smoke, Vape, or Chew Tobacco / Fuma, vapea, o masca tabaco

O Depression [ Depresion

O Intellectual Disability / Discapacidad Intelectual

(O Other / Otro:
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BEHAVIORAL HEALTH AND DEVELOPMENTAL DISABILITIES (cont.)

(O No Concerns Noted / No Se Observaron Preocupaciones

Has the Member had any Emergency Department (ED) visits or inpatient stay the last 6 months due to
their mental health condition? / ;El miembro ha tenido una visita al departamento de emergencias (ED) o
ha estado internado/a en el hospital en los Gltimos 6 meses debido a su estado de salud mental?

O Yes/si O No

Does the Member feel they ought to cut down on their drinking or drug use? / ;Siente el miembro que debe
reducir su consumo de bebida o de drogas?

If Yes, go to next question O Yes/Si (O No

Would the Member like to talk with someone about their substance use, especially if they're thinking of
quitting or cutting back? / ;Le gustaria al miembro hablar con alguien sobre su consumo de sustancias,
especialmente si esta pensando en dejarlo o reducirlo? OYes/Si O No

Coordination of Care Needs and Referrals:

COGNITIVE FUNCTION

(O No Concerns Noted / No Se Observaron Preocupaciones
Has the Member had any changes in thinking, remembering, or making decisions? / ;Ha tenido el
miembro algiin cambio en su manera de pensar, recordar, o tomar decisiones? (OYes/Si (O No (LTSS)

In the past month, has the Member felt worried, scared, or confused that something may be wrong with
their mind or memory? / En el Gltimo mes, ;:ha sentido el miembro preocupacion, miedo, o confusion que
puede tener algin problema con su mente o memoria? O Yes/Si (O No

Coordination of Care Needs and Referrals:
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SAFETY

(O No Concerns Noted / No Se Observaron Preocupaciones
Is Member afraid of anyone or is anyone hurting them? / ;El miembro le tiene miedo a alguien o alguien le
esta haciendo dano? O Yes/Si (O No (LTSS)

If yes, please explain / Si contesto que si, por favor explique:

Is anyone using your money without your ok? / Alguien esta usando su dinero sin su autorizacion?
OYes/si ONo (LTSS)
If yes, please explain / Si contesté que si, por favor explique:

Based on the following requirement, is the Member using an appropriate car seat?
Basado en los siguientes requisitos, ;el miembro esta usando el asiento de seguridad correcto en el carro?

Children under 2 years of age shall ride in the rear-facing car seat unless the child weighs 40 or more pounds
or is 40 or more inches tall. Does Member have this specified car seat?

Los ninos menores de 2 anos deben ir en un asiento de seqguridad orientado hacia atras a menos de que el
nino pese 40 libras o0 mas o mida 40 pulgadas o mas de estatura. ;Tiene el miembro este asiento especificado
para el carro? O Yes/Si O No

Children under the age of 8 must be secured in a car seat or booster seat in the back seat. Does Member
have this specified car seat? / Los ninos menores de 8 afos deben ir asegurados en un asiento de seguridad
o un asiento de elevacion en el asiento de atras. ;Tiene el miembro este asiento especificado para el carro?

O Yes/Ssi O No

Children who are 8 years of age OR have reached 4 feet 9 inches in height may be secured by a booster seat,

but at a minimum must be secured by a safety belt. Does Member have this specified car seat? / Los ninos de

8 anos o que han alcanzado los 4 pies con 9 pulgadas de estatura pueden ir asegurados en un asiento de el-
evacion, pero como minimo deben estar asegurados con un cinturén de seguridad. ;Tiene el miembro este asien-
to especificado para el carro? O Yes/Si O No

Passengers who are 16 years of age and over are subject to California’s Mandatory Seat Belt Law AR or Mem-
ber aware of seat belt laws? / Los pasajeros que tienen 16 anos y mayores estan sujetos a la ley de cinturon
de seguridad obligatorio de California. ;Estan conscientes de las leyes de cinturon de seguridad el represen-
tante legal o el miembro? O Yes/Si O No
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SAFETY (cont.)

Coordination of Care Needs and Referrals:

ACTIVITIES OF DAILY LIVING

(O No Concerns Noted / No Se Observaron Preocupaciones

Does the Member need help with any of the following tasks due to their medical condition, not because of
age / Necesita el miembro ayuda con cualquiera de las siguientes actividades a causa de su problema
meédico, y no por su edad: (OYes/Si (ONo (LTSS)

Select all that apply

Getting dressed/putting on clothes / Vestirse/ponerse la ropa O Yes/si O No
Taking a bath or shower / Banarse en tina o regadera O Yes/Si © No
Getting to the bathroom/toilet / Llegar al bano o escusado O Yes/Si O No
Brushing teeth/Brushing hair / Lavarse los dientes/cepillarse el pelo O Yes/Si O No
Eating / Comer O Yes/Si © No
Walking / Caminar O Yes/Si O No
Going up stairs / Subir escaleras O Yes/Si O No
Getting out of bed or a chair / Levantarse de la cama o una silla O Yes/Si © No

Other please explain / Otro, por favor expliqueme:

If yes, is Member getting all the help they need with these activities? / Si contesto que si, sesta recibiendo el
miembro toda la ayuda que necesita con estas actividades? O Yes/Si O No (LTSS)

Does Member have family members or others willing and able to help when needed? / ;El miembro tiene
familia u otras personas que estan dispuestos y quieren ayudarle cuando lo necesita? © Yes/Si © No (LTSS)

Does Member ever think their caregiver has a hard time giving them all the help needed? / ;Alguna vez ha
pensado el miembro que a su cuidador se le dificulta darle toda la ayuda que necesita? OYes/Si © No (LTSS)
9
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ACTIVITIES OF DAILY LIVING (cont.)

Do friends or family members express concerns about Member’s ability to care for themselves? / ;La familia o
amistades del miembro han expresado alguna inquietud sobre su capacidad de cuidarse por si mismo/a?

O Yes/Si O No

Coordination of Care Needs and Referrals:

HOUSING ENVIRONMENT

(O No Concerns Noted / No Se Observaron Preocupaciones
If a member is unsheltered, please select “No Concerns Noted.”

Is Member able to safely and easily move around their home? / ;Puede el miembro moverse facilmente y
con seguridad alrededor de su casa? O Yes/Si (O No (LTSS)

If No, does the place Member lives have: (Answer Yes or No to each individual item) / Si contesté que no,
cel lugar donde vive tiene:

Good Lighting / Buena iluminacion O Yes/Si  ©ONo
Good Heating / Buena calefaccion © Yes/Si  ©No
Good Cooling / Buen enfriamiento O Yes/Si  ONo
Rails for any Stairs or Ramps / Barandales para cualquier escalera o rampa O Yes/Si  ONo
Hot Water / Agua caliente O Yes/Si  ONo
Indoor Toilet / Escusado interior O Yes/Si  ONo
A door to the outside that locks / Puerta al exterior que cierra con llave O Yes/Si  ONo
Elevator / Elevador O Yes/Si  ONo
Space to use a Wheelchair / Espacio para usar una silla de ruedas © Yes/Si  ©ONo
Clear Ways to Exit Home / Salidas sin obstruccion para salir de la casa O Yes/si ONo
Stairs to get into your home or stairs inside your home / O Yes/si ONo

Escalones para entrar a su casa o escalones dentro de su casa

Coordination of Care Needs and Referrals:

10
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FALL RISK

(O No Concerns Noted / No Se Observaron Preocupaciones
Are you afraid of falling? / ;Tiene miedo de caerse? O Yes/Si (O No (LTSS)
Have you fallen in the last month? / ;Se ha caido en el iltimo mes? () Yes/Si (O No (LTSS)

Coordination of Care Needs and Referrals:

MEDICAL EQUIPMENT

(O No Concerns Noted / No Se Observaron Preocupaciones

O Diabetic machine/supplies / Maquina o suministros para diabetes OuUse O Need
O Urinary catheter/supplies / Sonda urinaria o suministros OUse (O Need
QO Tracheostomy/supplies / Traqueostomia o suministros OUse O Need
QO Suction machine/supplies / Maquina de succion o suministros OuUse O Need
O Walker / Andadera OUse O Need
O Wheelchair / Silla de Ruedas O Use (O Need
(O Manual/ Manual O Electric or Scooter / Eléctrica o tipo scooter
O Oxygen / Oxigeno OuUse O Need
QO Nebulizer / Nebulizador O Use (O Need
QO Tube feeding / Sonda de alimentacion O Use O Need
O Orthotic (e.g, foot, leg, or knee brace) / OuUse O Need
Ortesis (por ejemplo, soporte para pie, pierna, o rodillera)
O Hoyer Lift | Elevador Hoyer Ouse O Need
O Shower Chair/Transfer Bench / Silla para la regadera/ Banco de traslado OuUse O Need
(O Hospital Bed / Cama de hospital OuUse O Need

O Other / Otro:

Coordination of Care Needs and Referrals:
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SOCIAL DETERMINANTS OF HEALTH

m (O No Concerns Noted / No Se Observaron Preocupaciones
Where does Member live?
(O Live alone in their home/apartment
(O Live with family or other person’s home/apartment
(O Residential Treatment Center
(O Homeless (including shelter/vehicle)
(O Skilled Nursing Care Pediatric Facility
O Protective housing
O Foster Care

If Homeless, staying at:

O Inamotel

O Vehicle

(O Shelter or with a friend
(O Streets

Comment:

Is (Member/Family) risk for eviction / ;El miembro tiene riesgo de que lo/a desalojen? © Yes/Si © No

If Yes, please explain / Por favor explique:

Is anyone helping (Member/Family) with housing support (e.g. Housing Navigator, Case Management, Adult
Protective Services) / ;Alguien le esta ayudando (al miembro/familia) con apoyo de vivienda? (Navegador

de vivienda, Administracién de casos, Servicios de Proteccién para Adultos)? OYes/Si O No

Is Member/Family on a housing waitlist? / ;Esta en lista de espera para vivienda? O Yes/Si © No
IfYes: O County / Condado O City / Ciudad O Other / Otro

12
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SOCIAL DETERMINANTS OF HEALTH (cont.)

(O No Concerns Noted / No Se Observaron Preocupaciones
What is your monthly income? / ;Cuales son sus ingresos mensuales?
Source of Income / Fuente de los ingresos:
O Employment O sSI (Supplemental Security Income) O SSDI (Social Security Disability Insurance)

Does (Member/Family) sometimes run out of money to pay for food, rent, bills and medications? /
;De vez en cuando se le acaba (al miembro/familia) el dinero y no puede pagar la comida, renta, las cuentas,
y medicamentos? O Yes/Si O No (LTSS)

FOOD INSECURITY (O No Concerns Noted / No Se Observaron Preocupaciones

In the last 12 months, has the (Member/Family) ever cut the size of their meals or skip meals because there
was not enough money for food? / En los dltimos 12 meses, ;alguna vez han recortado (el miembro/familia)
el tamano de sus comidas o han dejado de comer una comida por falta de dinero para la comida?

O Yes/Si O No

Has (Member/Family) experienced hunger or has not eaten because there is not enough food in the house?
;Que tan seguido pasa hambre o no come (el miembro/familia) porque no hay suficiente comida en casa?
(O Often / Sequido (O Not Often / No muy sequido

Coordination of Care Needs and Referrals:

ISOLATION

O No Concerns Noted / No se observaron preocupaciones
Over the past month (30 days), how many days has Member felt lonely? / En el iltimo mes (30 dias), ;cuantos
dias se ha sentido solo/a el miembro? (LTSS)
Check one
(O Member Never Feels Lonely / El miembro nunca se siento solo/a
O Less than 5 days / Menos de 5 dias
O More than half the days (more than 15) / Mas de la mitad de los dias (mas de 15)

(O Most days — Member Always Feels Lonely / La mayoria de los dias- siempre se siente solo/a

13
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ISOLATION (cont.)

SOCIAL SUPPORT (select all that apply)
(O Family/Guardian/Foster Parent

(O Child Care or Preschool Center

O Youth Education and Leadership Programs
Tri-Counties Regional Center (TCRC)
Peer-to-Peer Club

Friends

Church

Team Sports

School Counseling

None

Other:

OO O0O0O0OO0O0O0

Coordination of Care Needs and Referrals:

LEGAL INVOLVEMENT

(O No Member Concerns Noted / No Se Observaron Preocupaciones
Involvement with the following in the last 12 months:

(O Court Ordered Services

Probation

Deferred Action for Childhood Arrivals (DACA)

Parole

Re-entry Program

Immigration “e.g., Refugee”

OO0 0O0O0O0

DUI/Restricted License
O Adult Protective Services
O Child Welfare Services
(O Other:

Coordination of Care Needs and Referrals:

14
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END-OF-LIFE-PLANNING

Does Member have life-planning document or advance directive in place? / ;Tiene el miembro en pie un
documento de planificacion de vida o una directiva anticipada?

O Member O Yes ONo

O AuthRep O Yes ONo

Does Member or Guardian want information on these topics? / ;:Quiere el miembro o tutor legal informacion
sobre estos temas?

O Member ©Yes ONo

O AuthRep ©O Yes ONo

COMMUNITY AND LTSS SERVICES

Select Agencies or Services Member is connected with:
Involvement with the following in the last 12 months:
O * pual Eligible Special Needs Plan (D-SNP)

] * Members may be excluded from
O * Hospice receiving ECM and these similar

O * Fully Integrated Special Needs Plans (FIDE - SNPs) services at the same time.
O * Program For All-Inclusive Care for the Elderly (PACE)

O * Multipurpose Senior Services Program (MSSP)

O * Self-Determination Program for Individuals with 1/DD

O * Assisted Living Waiver (ALW)

O * California Community Transitions (CCT)

O * Home and Community-Based Alternatives (HCBA) Waiver

O * Medi-Cal Waiver Program (MCWP) (formerly HIV/AIDS Waiver)

(O Respite Services (O Subsidized Housing

(O In-Home Supportive Services (O County Specialty Mental Health

(O California Children’s Services (CCS) (O Energy Assistance Program

(O Veterans Administration (O TCRC (Tri-Counties Regional Center)

(O CalFresh Benefits (O Free Government Phone

O WIC O Local Education Agency (LEA)/Special Education
(O Food Bank (O Palliative Care Services

(O Non-Medical Transportation (O CalAIM Community Supports

(O Independent Living Resource Center O Other:

O Treatment or Counseling (for an emotional,

developmental, or behavioral issues)
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COMMUNITY AND LTSS SERVICES (cont.)

Coordination of Care Needs and Referrals:

PRIORITIES FOR MEMBER

What is one thing right now that can be done to improve your health (Member/AR)? / ;Cual es una cosa que
le gustaria que se hiciera inmediatamente para mejorar su salud? (Miembro/representante autorizado)

What would Member/AR like to achieve from our work and time together? / ;Qué le gustaria al
miembro/ representante autorizado lograr con nuestro trabajo y durante nuestro tiempo juntos?

From our meeting, today what comes to mind as the top 2-3 goals for Member health, mental wellness
and social and/or living situation for the next 3-6 months? / ;Como resultado de nuestra reunion el
dia de hoy, que piensa que son sus 2-3 metas principales del miembro para su salud, bienestar mental
y social y/o su situacion de vivienda para los siguientes 3-6 meses?

1.

Tier 1: High Acuity, Recommended minimum one contact per week if any of the below apply

(O Emergency Department (ED) visit or hospitalization (in the last 30 days)

O New diagnosis or new initiation of treatment (in last 30 days)

O Documented or known non-adherence (medication, treatment, or appointments)
(O Little or no identified social support

(O Homeless or recently secured permanent housing (within the last 90 days)
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Tier 2: Moderate Acuity, Recommended minimum (3x/month) contact if any of the below apply

(O ED visit or hospitalization within the last 2-6 months

O Newly sustained treatment adherence (medications, appointments)
O Newly integrated social support

(O Secured permanent housing within last 3-6 months

O Atrisk of homelessness

Tier 3: Low Acuity, Recommended minimum one contact per month if any of the below apply

(O No ED visit or hospitalization (in the last 6 months)

(O Ongoing treatment adherence (medications, appointments)
O strong family/social support

(O Stable housing

NARRATIVE SUMMARY

Include Primary Needs identified from Assessment:

Assessor’s Printed Name: Signature/Credentials Date
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