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This referral MUST be accompanied by a completed Homelessness Risk Assessment form.

Day Habilitation Programs are designed to assist a Member in acquiring, retaining, and improving self-help, socialization, and
adaptive skills necessary to reside successfully in the person’s natural environment. The service is provided in a Member’s home
or an out-of-home, non-facility setting. The services are often considered peer mentoring when provided by an unlicensed
caregiver with the necessary training and supervision. For Members experiencing homelessness who are receiving ECM or other
Community Supports, Day Habilitation Programs can provide a physical location for the provision of Day Habilitation services.
When possible, ECM and the other Community Supports should be provided by the same entity that is providing Day
Habilitation to minimize the number of care/case management transitions experienced by Members and to improve overall care
coordination and management.

Day Habilitation Program services include, but are not limited to, training on: The use of public transportation, personal skills
development in conflict resolution, community participation, developing and maintaining interpersonal relationships, daily living
skills (cooking, cleaning, shopping, money management), community resource awareness such as police, fire, or local services to
support independence in the community.

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

[0 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

conrracosts sty

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? [J 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. Has the Member exited homelessness and entered housing within the last 24 months?
O Yes O No

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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