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Personal Care Services and Homemaker Services (PCHS) can be provided for individuals who need assistance with Activities of
Daily Living (ADLs) such as bathing, dressing, toileting, ambulation, or feeding. Personal Care Services can also include
assistance with Instrumental Activities of Daily Living (IADLs) such as meal preparation, grocery shopping, and money
management. Includes services as similarly provided by the In-Home Supportive Services (IHSS) program, including house
cleaning, meal preparation, laundry, grocery shopping, personal care services (such as bowel and bladder care, bathing,
grooming, and paramedical services), accompaniment to medical appointments, and protective supervision for the mentally
impaired. PCHS aid individuals who could otherwise not remain in their homes.

The PCHS Community Support can be utilized: 1. During the IHSS application process, including during any waiting period
after a referral has been made. PCHS may be authorized prior to, and up until, IHSS services are in place. 2. In addition to any
approved county IHSS hours when additional support is required, including when IHSS benefits are exhausted. 3. For Members
who are ineligible for IHSS, PCHS can be put in place to help prevent a short-term stay in a skilled nursing facility (not to
exceed 60 days). In order to receive short term PCHS, Members are not required to apply for IHSS, but the authorization request
should include information about the need for short term stay in a skilled nursing facility in the absence of PCHS being
available.

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 O Hospital

[ Community Supports Provider O Self

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

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? [ Yes [J No

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

DISABILITY ASSESSMENT (Check the appropriate boxes and sum up the scores at the end.)

Meal Preparation
J 1 — No help needed.
[ 2 — Very little help needed, needs a reminder to help.

O 3 — Some assistance needed, needs help completing.
[J 4 — Dependent, unable to complete without help.
J N/A — Not applicable to Member.

Meal Clean Up

J 1 — No help needed.

[ 2 — Very little help needed, needs a reminder to help.
O 3 — Some assistance needed, needs help completing.
[ 4 — Dependent, unable to complete without help.

[0 N/A — Not applicable to Member.

Menstrual Care

[ 1 — No help needed.

O 2 — Very little help needed, needs a reminder to help.
OJ 3 — Some assistance needed, needs help completing.
[J 4 — Dependent, unable to complete without help.

0 N/A — Not applicable to Member.
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Dressing
[J 1 — No help needed.

[J 3 — Some assistance needed, needs help completing.
O 4 — Dependent, unable to complete without help.
[0 N/A — Not applicable to Member.

Bathing
O 1 — No help needed.

O 3 — Some assistance needed, needs help completing.
[J 4 — Dependent, unable to complete without help.
[J N/A — Not applicable to Member.

Rubbing Skins, Repositioning
[ 1 — No help needed.

[J 3 — Some assistance needed, needs help completing.
[J 4 — Dependent, unable to complete without help.
[J N/A — Not applicable to Member.

Shopping, Errands
J 1 — No help needed.

[ 3 — Some assistance needed, needs help completing.
[J 4 — Dependent, unable to complete without help.
[J N/A — Not applicable to Member.

Help With Prosthesis
J 1 — No help needed.

[J 3 — Some assistance needed, needs help completing.
[J 4 — Dependent, unable to complete without help.
[J N/A — Not applicable to Member.

Domestic Services (Cleaning, Laundry)
[J 1 — No help needed.

[J 3 — Some assistance needed, needs help completing.

O 2 — Very little help needed, needs a reminder to help.

[0 2 — Very little help needed, needs a reminder to help.

[0 2 — Very little help needed, needs a reminder to help.

O 2 — Very little help needed, needs a reminder to help.

[J 2 — Very little help needed, needs a reminder to help.

O 2 — Very little help needed, needs a reminder to help.
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[ 4 — Dependent, unable to complete without help.
[J N/A — Not applicable to Member.

Total Score:

ELIGIBILITY CRITERIA

1. Is the Member at risk of hospitalization or institutionalization?
O Yes O No

2. Does the Member have functional deficits with no adequate support system?
O Yes O No

3. Is the Member approved for In-Home Supportive Services (IHSS)?
O Yes O No

e Ifyes, please answer the following questions:
e How many hours per month?

e Has the member applied for a reassessment?

O Yes OO No
o Ifyes, what was the date the member applied?

4. Does the Member have a pending IHSS application?
O Yes O No

e Ifyes, please answer the following questions:
e  What was the date the member applied?

e What is the Member’s Case or Application ID?

5. Has the Member been denied for [HSS?
O Yes O No
e Ifyes, what was the date when the Member was denied?

6. Is the Member ineligible for IHSS?
O Yes OO No
e Ifyes, why is the Member ineligible?

ATTESTATION STATEMENT

O 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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