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Community or Home Transition Services (formerly known as “Community Transition Services/Nursing Facility Transition to a
Home”) helps individuals to live in the community and avoid further institutionalization in a nursing facility. Community or
Home Transition Services support Members in transitioning from a licensed nursing facility to a living arrangement in a private
residence or public subsidized housing where the Member is responsible for identifying funding for their living expenses. This
service also covers set-up expenses necessary for a Member to establish a basic household.

Community Transition Services do not include monthly rental or mortgage expenses, food, regular utility charges, and/or
household appliances or items that are intended for purely diversionary/recreational purposes. Non-recurring set-up expenses are
payable up to a total lifetime maximum amount of $7,500.00. The transitional coordination cost is excluded from this total
lifetime maximum. The only exception to the $7,500.00 total maximum is if the Member is compelled to move from a provider-
operated living arrangement to a living arrangement in a private residence or public subsidized housing through circumstances
beyond his or her control.

If this is a self-referral, please call Contra Costa Health Plan (CCHP) Member Services during business hours of 8:00am —
5:00pm, Monday — Friday: 1-877-661-6230 (TTY 711), and a CCHP staff Member can assist you.

If the referral is being completed by a provider or other agency, please complete this form, and securely email to CCHP’s
CalAIM department at CCHPCalAIMReferrals@cchealth.org.

MEMBER / PATIENT INFORMATION Asterisk (*) indicates required information.

Member must already be enrolled with CCHP for their Medi-Cal coverage

*First Name: *Last Name:

*Date of Birth (MM/DD/YYYY): Preferred Language:
CCHP ID# or CIN: *Referral Date:

*Primary Phone Number: Alternate Phone Number:

REFERRING ENTITY INFORMATION Asterisk (*) indicates required information.

O PCP / Specialist O Friend/Family

O Community Based Organization [0 Hospital

OO0 Community Supports Provider O Self

0 ECM Provider [ Other (please specify):
*Referring Entity Name:

*Referring Entity Address:
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Referring Entity Phone Number: *Referring Entity Email:

Additional Information:

Has the Member / patient been informed that a Community Supports referral is being requested? (Please select one)
O Yes O No
If yes, has the Member given approval to continue with this service? O Yes [0 No

Is the Member enrolled in Enhanced Care Management (ECM)?
O Yes O No

ELIGIBILITY CRITERIA

1. Has the Member lived in a nursing facility or recuperative care setting for 60+ days?

O Yes O No
e Ifyes, what is the name of the facility?

2. Is the Member interested in returning to the community with continued nursing facility level of care (NHLOC)
services?

O Yes O No

3. Can the Member safely live at home with appropriate support?
O Yes O No

4. Is the Member currently in any of the following programs?
O CCT Program [0 HCBA Waiver 0 MSSP

ATTESTATION STATEMENT

[ 1, the referent, attest that to the best of my knowledge, the Member meets the eligibility criteria and does not fall within the
exclusion criteria.

Signature: Date MM/DD/YYYY):
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