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Asthma Preventive Services (APS) will comprise clinic-based asthma self-management education, home-based asthma self-

management education and in-home environmental trigger assessments for eligible beneficiaries of any age, as medically 

necessary, subject to applicable utilization controls. Pursuant to Title 42 of the Code of Federal Regulations, Section 440.130(c), 

asthma preventive services must be recommended by a physician or other licensed practitioner of the healing arts within their

scope of practice under state law. (E.g., a licensed physician, nurse practitioner, or physician assistant.)

APS is defined as information about the basic facts of asthma, proper use of long-term controllers and quick relief medications, 

evidence-based self-management techniques and self-monitoring skills, and actions to mitigate or control environmental 

exposures that exacerbate asthma symptoms.

CCHP Members only need an Asthma diagnosis to be eligible for Clinic or Home-Based Asthma Self-Management Education.

Members must have a current diagnosis of poorly controlled asthma, or on the recommendation of a licensed physician, nurse 

practitioner (NP), or physician assistant (PA), in order to receive an “in-home environmental trigger assessment.”

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.

⃞ PCP / Specialist: ⃞ Friend/Family:

 ⃞ Community Based Organization: ⃞ Hospital:

⃞ Community Supports Provider: ⃞ Self:

⃞ ECM Provider: ⃞ Other (please specify):

*Referring Entity Name:

*Referring Entity Address:

Referring Entity Phone Number: *Referring Entity Email:
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Additional Information:

ELIGIBILITY CRITERIA

1. Does the member have a diagnosis of asthma?

⃞ Yes   ⃞ No

2. Has the member had an asthma-related emergency department visit or hospitalization in the last 12 months?

⃞ Yes   ⃞ No

3. Has the member had two asthma-related urgent care visits in the past 12 months?

⃞ Yes   ⃞ No

4. Does the member have a score of 19 or lower on the Asthma Control Test (ACT)?

⃞ Yes   ⃞ No

• If “Yes”, please provide a copy of the ACT with this referral.

ATTESTATION STATEMENT

 ⃞ I, 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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