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This referral MUST be accompanied by a completed Homelessness Risk Assessment form and a Housing Support Plan
(HSP).

Transitional Rent is the newest addition to the suite of Community Supports to support Members experiencing or at risk of
homelessness covered under Medi-Cal. Transitional Rent provides up to six months of rental assistance in interim and permanent
settings to Members who are experiencing or at risk of homelessness, have certain clinical risk factors, and have either recently
undergone a critical life transition (such as exiting an institutional or carceral setting or foster care), or who meet other specified

eligibility criteria.

The policies governing Transitional Rent are driven by three key objectives: 1. Ensure a connection to long-term housing
supports, such as rental subsidies, for Members receiving Transitional Rent to provide a pathway to housing stability and prevent
a return to homelessness, 2. Use the temporary housing stability afforded by Transitional Rent as an opportunity to help
Members connect to needed health care services, 3. Minimize administrative barriers (without compromising program integrity),
so that Members experiencing or at risk of homelessness can readily access Transitional Rent.

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

[0 Community Based Organization [J Hospital

[ Community Supports Provider O Self

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

*Referring Entity Address:
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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 [ No

If yes, has the Member given approval to continue with this service? [J Yes [J 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. Does the member fit into one of the following groups? Please select all that apply:
e [ Part of a transitioning population. Please select one of the following populations:
o [ Transitioned out of an institutional or congregate residential setting within the past six months.
o [ Transitioned out of a carceral setting within the past six months.
o [ Transitioned out of interim housing within the past six months.
o [ Transitioned out of recuperative care or short-term post-hospitalization housing within the past six
months.
o [ Transitioned out of foster care on or after their 18" birthday and are currently under 26 years old.
o [ Experiencing unsheltered homelessness.

o [ Eligible for Full-Service Partnership (FSP).
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4.

[Permanent Housing] Please select the type of permanent housing that has been identified:

[0 Single-family and multi-family homes (e.g., duplexes).

o [ Apartments.

e [ Housing in mobile home communities.

e [ Accessory Dwelling Units (ADUs).

o [ Shared Housing (two or more people live in one rental unit).
e [ Project-based or scattered site permanent supportive housing.
e [ Single Room Occupancy (SRO) units.

e [ Tiny homes.

e [ Recovery housing.

e [ License-exempt room and board.

[Interim Housing] Please select the type of interim housing that has been identified:

[0 Single Room Occupancy (SRO) units.

e [ Tiny homes.

e [ Hotels/Motels when serving as the Member’s primary residence.

e [ Interim settings with a small number of individuals per room (not large dormitory sleeping halls).

e [ Transitional and recovery housing with no lease agreement (bridge, site-based, population-specific, and

community living programs that may or may not offer supportive services and programming).
e [ License-exempt room and board.

e [ Peer respite.

Anticipated Move in Date:

Household Composition:

[ Single Adult Member.

[0 Adult Member & Family.

[ Minor(s) and Family.

[0 Single Minor Member.

[0 Minor Member with Non-Family

Has a subsidy been identified to assist the member after Transitional Rent is exhausted?
e [ Yes ONo
o Ifyes, please specify the subsidy type and agency:
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9. Is the Member connected to any case management or care coordination services?
e [Yes ONo

o Ifyes, please specify the agency and provide contact information:

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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