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This referral MUST be accompanied by a completed Homelessness Risk Assessment form.
Housing Tenancy and Sustaining Services (HTSS) help a Member maintain safe and stable tenancy once housing is secured. The
services provided to a Member must be based on an individualized assessment of needs and documented in the Member’s
housing support plan. As such, a Member may only require a subset of the following activities.

HTSS activities include: Providing early identification and intervention for behaviors that may jeopardize housing, providing
education and training on the role, rights, and responsibilities of the tenant and landlord, providing education about Fair Housing
and anti-discrimination practices (including making requests for necessary reasonable accommodation), coaching on developing
and maintaining key relationships with landlords and neighbors, coordinating with the landlord and a Case Management or ECM
provider, assistance in resolving landlord or neighbor disputes, advocacy and linkage with community resources to prevent
eviction, assisting with benefits advocacy, assisting with annual housing recertification, coordinating with the tenant to review,
update, and modify their housing support plan, continuing assistance with lease compliance, health and safety visits, other
prevention and early intervention services when housing is jeopardized, and providing independent living and life skills.

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 [ Friend/Family

O Community Based Organization [ Hospital

[0 Community Supports Provider O Self

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

*Referring Entity Address:

I|Page
June 2025


mailto:CCHPCalAIMReferrals@cchealth.org
mailto:CCHPCalAIMReferrals@cchealth.org

Housing Tenancy and Sustaining Services (HTSS) CONTRA cCOSTA ‘@%@
Referral Form E A T .. @ .Q
@

Send to: CCHPCalAIMReferrals@cchealth.org

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? (I Yes [ No

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

ELIGIBILITY CRITERIA

1. Is the Member currently experiencing, or at risk for homelessness?
e Please fill out the supplemental Homelessness Risk Assessment form and submit it to
CCHPCalAIMReferrals@cchealth.org along with this referral.

2. Does the Member have any of the following Clinical Risk Factors? Please select all that apply:
e [J Meets SMHS access criteria.
e [ Meets DMC or DMC-ODS access criteria.

o [ One or more serious, chronic physical health conditions.

[ Physical, intellectual, or developmental disability.

[ Pregnant or within 12 months postpartum.

3. Has the Member been approved for Transitional Rent?
O Yes OO No
e Ifyes, when were they approved?

4. Is the Member prioritized for Permanent Supportive Housing (PSH) or rental subsidy through Coordinated Entry, or
another similar system?
O Yes 0 No
If yes, please check all that apply to the Member:

O Serious mental illness.

[J Substance use disorder requiring residential treatment.

O Serious chronic condition and/or disability.

[ Recent incarceration or institutionalization.

2|Page
June 2025


mailto:CCHPCalAIMReferrals@cchealth.org
mailto:CCHPCalAIMReferrals@cchealth.org

Housing Tenancy and Sustaining Services (HTSS)

Referral Form oy

NTRA cosTA @9@®
EALTH %

Tl
Send to: CCHPCalAIMReferrals@cchealth.org

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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