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This supplemental questionnaire is used to assist in determining eligibility for several Community Supports. It must be
completed and accompanied by a referral form for any of the following Community Supports:

e Housing Transition Navigation Services (HTNS)
e Housing Deposits

e Housing Tenancy and Sustaining Services (HTSS)
e Day Habilitation Services

e Recuperative Care (Medical Respite)

e Short-Term Post-Hospitalization Housing

e Transitional Rent

Please complete this form and securely email both this and the Community Support Referral Form 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.

L] PCP / Specialist L] Friend/Family

[J Community Based Organization L] Hospital

[ Community Supports Provider L] Self

1 ECM Provider L1 Other (please specify):
*Referring Entity Name:

*Referring Entity Address:

Referring Entity Phone Number: *Referring Entity Email:

Additional Information:

1|Page
March 2026


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

Homelessness Risk Assessment @
Referral Supplement Form N .‘ ..‘
PP EALTH %8

Send to: CCHPCalAIMReferrals@cchealth.org

ELIGIBILITY CRITERIA

1. Is the Member at risk of homelessness?
[ Yes LI No
e Ifyes, please answer the following questions:

e Does the Member have the resources to find other permanent housing? (E.g., friends, family, support
networks, etc.)

L] Yes L1 No
e In the past 60 days, has the Member had to move two or more times due to financial reasons?
L] Yes L1 No
e Is the Member currently living in someone else’s home due to financial hardship?
[J Yes [ No
e Has the Member received written notice that they must leave their current housing within 30 days?
L] Yes [ No

e [s the Member currently staying in a hotel or motel that they pay for themselves, without help from a charity
or government program?

O Yes O No

e [s the Member living in a space where the number of people exceeds more than 2 people in a single room /
efficiency unit, OR more than 1.5 people per room in a larger home?

L] Yes [ No
e Ifyes, what is the family size and number of rooms? Family Size: Rooms:

e [s the Member about to leave a publicly funded institution or system of care? (E.g., foster care, mental health
facility, health care facility, jail, etc.)

1 Yes [ No

e [s the Member currently in housing that is considered unstable or at high risk of homelessness? (As defined in
the community’s consolidated plan.)

1 Yes [ No

2. [Ifthe Member is a child or youth, do they qualify as homeless under federal education, nutrition, or domestic violence
statues?

L] Yes L1 No
e Ifyes, select all that apply:

e [] Runaway and Homeless Youth Act, which defines homeless youth as those under 21 who cannot safely
live with a relative and have no safe alternative.

o [ Head Start Act, which includes children lacking a fixed, regular, and adequate nighttime residence.

e [ Violence Against Women Act, which covers individuals fleecing domestic violence without safe housing
options.

e [ Public Health Service Act, which includes those in shelters or places not meant for habitation.

e [ Food and Nutrition Act of 2008, which recognizes homelessness for individuals in temporary or
transitional housing.

e [ Child Nutrition Act of 1966, which applies similar criteria for eligibility in nutrition programs.
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3. Ifthe Member is a child or youth, do they qualify as homeless under the McKinney-Vento Homeless Assistance
Act?
L] Yes L1 No
e Ifyes, please answer the following questions:
e Does the child or youth Member lack a fixed, regular, and adequate nighttime residence, such as living in a
shelter, motel, car, or is temporarily staying with others due to loss of housing or economic hardship?

] Yes [ No
e  Where does the child currently live?

4. Is the Member experiencing homelessness?
[ Yes L1 No
e Ifyes, please answer the following questions:
e Does the Member lack a regular and adequate nighttime residence? (E.g., a car, park, abandoned building, bus
or train station, airport, camping ground, etc.)
L] Yes [ No
e Does the member currently stay in a shelter, transitional housing program, or a hotel / motel paid for by a
charity or government agency?
L] Yes [ No
e [s the Member exiting an institution (or has exited within the last 90 days) where they lived temporarily and
were they in a shelter or unsheltered before entering the institution?
L] Yes L] No

5. Has the Member been informed they must leave their current residence within the next 30 days?
[ Yes I No

e Ifyes, please answer the following questions:

e Does the Member have another place to go after leaving their current housing?
[J Yes [ No

e Does the Member have the resources to find other permanent housing? (E.g., friends, family, support

networks, etc.)

[J Yes [ No

6. Is the Member under 25 years old and without a stable residence, or part of a family with children/youth experiencing
housing instability?
[ Yes [ No
e Ifyes, please answer the following questions:
e Has the member had a lease or rental agreement in the last 60 days?
] Yes [ No
e Has the member moved two or more times in the last 60 days?
L] Yes L1 No
e Has the member been affected by issues such as chronic disabilities, domestic violence, substance use, lack of
GED/Diploma, or other barriers to employment?
] Yes [ No
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ATTESTATION STATEMENT

L1 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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