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Community Health Connections Health Home
REFERRAL FORM
Serving Albany, Rensselaer, Schenectady, Fulton, Montgomery, Broome, Cayuga, Cortland, Madison, Oneida, Onondaga & Oswego Counties

Please complete form and send via secure email HealthHome@sphp.com
or fax to 518-271-5009, Attn: Health Home Referral
For questions, please call 518-271-3301

	Referral Information

	Date of referral:
	 

	Agency making referral:
	

	Name and email of individual making referral:
	 



	Demographic Information

	Recipients Name:
	
	Preferred Pronouns:
	

	Address:
	
	Date of Birth:
	

	Tips for making contact:
	
	Phone/Email:
	

	Medicaid CIN:
(Ex: AB12345C)
	
	Primary Language:
(if not English)
	

	Living situation:
	☐ Has housing  ☐ Staying with someone  ☐ Street Homeless  ☐ Sheltered Homeless  
☐ Risk of homelessness  ☐ Motel (self-funded)  ☐ Motel (DSS-funded)  
☐ Other (please specify below, in “Reason for Referral” section) 

	If Homeless, please select County:
	☐ Albany    ☐ Rensselaer    ☐ Schenectady    ☐ Fulton    ☐Montgomery



	Safety Concerns: Please check any concerns that would assist staff when making a home visit

	☐  History of Aggression
	☐  Access to Weapons
	☐  Bug Infestation
	☐  DV History
	☐  Aggressive Pets

	☐  Mobility Concerns
	☐  Hearing/Vision Loss
	☐  Risk-to-Self
	☐  Sex Offender
	☐  Home Entry Issues

	Additional Info: 



	Reason for Referral: Provide a detailed reason for referral, including health-related goals

	



	Current Inpatient Information (OTHER THAN RESIDENTIAL SETTING):

	Facility Name:
	

	Anticipated Date of Discharge:
	

	Additional info on current setting:
	



	Additional Information

	Has Recipient had an Inpatient hospitalization for Mental Health in the last year?
	  ☐ Yes	      ☐ No               ☐ Unsure

	Has Recipient completed Inpatient treatment for substance use in the last year?
	  ☐ Yes	      ☐ No               ☐ Unsure

	Has Recipient ever been incarcerated? 
If yes, please provide the release date: 
	  ☐ Yes	      ☐ No               ☐ Unsure



	Health Information

	Primary Health Diagnosis: 
(please only list first diagnosis)
	

	Corresponding Icd-10 Code:
	



	Qualifying Health Conditions 

	Check all that apply - At least two from List A and/or at least one from List B

	List A
	and/or
	List B

	☐ Asthma
	☐ Substance Use
	
	☐ HIV/AIDS

	☐ Heart Disease
	☐ Diabetes
	
	☐ Sickle Cell Disease

	☐ Mental Health 
(please specify): 
	☐ Other 
(please specify):
	
	☐ Serious Mental Illness 
(please specify): 



	Recipient Risk Factors: Check ALL that apply

	☐ Healthcare Risk: Needs to be linked to providers or needs assistance engaging with current providers

	☐ Readmission/Recidivism Risk: Released from incarceration or healthcare setting within past three months 

	☐ Social Determinants Risk: Homeless, DV history, food insecurity, lack of caregivers, benefit assistance

	☐ Treatment Risk: Reported non-adherence with clinician plans/treatment, gaps in care present


	
	**Please Include with Referral**

	☐ Most recent copy of psychological, psychiatric or medical evaluation and/or treatment plan
☐ Your agency’s release of information for Community Health Connections
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