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Directions: This form addresses both uninsured and Medicaid funded consumers who are potentially eligible for MCO Care Coordination. Care Coordination is administrative service defined by the Division of Medical Assistance (DMA) and the NC Division of Mental Health/Developmental Disabilities and Substance Abuse Services (NCDMHDDSAS).

Complete the Demographic Form and the most relevant referral page ONLY. 
All fields required on both documents. Please enter NA if needed. Referral pages are as follows:
· Page 1 -Directions
· Page 2-Demographics
· Page 3-Uninsured individual with Mental Health, Substance Use or Intellectual Developmental Disability or Outpatient Commitment 
· Page 4-Medicaid Recipient Receiving Crisis or Inpatient Services
· Page 5-Medicaid Recipient with an Intellectual or Developmental Disability
· Page 6-Medicaid Recipient-Child Mental Health
· Page 7-Medicaid Recipient-Adult Mental Health
· Page 8-Medicaid Recipient-Child or Adult Substance Dependent
· Page 9-Medicaid Recipient-Child or Adult Co-Occurring (any combination of MH/SA/IDD) 

Providers please upload all relevant clinical documents into Consumer/Enrollee AlphaMCS record. 
Examples include:  Comprehensive Clinical Assessments, Psychological Evaluations, medication list, Person Centered Plan/Individual Support Plan, Hospital Discharge Paperwork, School Documentation. 

Outpatient Referrals: You will be notified by the Regional Care Coordination Supervisor/Manager if the person qualifies for Care Coordination with 3 business days. 

Psychiatric Inpatient Referrals: If the person is a Behavioral Health Inpatient Admission, you will be contacted by the assigned Care Coordinator within two business days.

You may submit a Care Coordination Referral in the following ways:
· Contact the Access to Care Department at 1-888-235-4673.
· Secure email through Zixmail at MHSA_CC@partnersbhm.org (for MHSU Care Coordination) or IDDSupport@partnersbhm.org (for IDD Care Coordination)
· If you do not have a Zixmail account, you can learn how to create one here . This will also allow Partners to communicate with you securely via email.
· Fax: 704 884-2707, Attention: Mandy Mayhue (for MHSU CC) or
Fax: 704 884-2704, Attention: Randy Ross (for IDD CC)


Attachment B

Demographic Information:

[bookmark: Text9]Date of Referral:     
	
Internal referral info:
[bookmark: Text5][bookmark: Text6]Referring Staff:  	     		Referring Department:      
		
External referral info:
[bookmark: Text7]Referring Agency/Provider:	     
[bookmark: Text14]Referring Agency/Provider Staff Name/Contact Number:      
[bookmark: Text8]Referring Legal Guardian Name and Contact Number:         

Consumer Information:

[bookmark: Text1]Consumer Name/MCO ID#:             Consumer DOB:       
Consumer Physical Address:       
Consumer Legal Guardian and contact information:      		

[bookmark: Check42][bookmark: Check43]Medicaid  |_| Yes   |_|  No
[bookmark: Text15][bookmark: Text3]	Medicaid County:       	Medicaid ID #:       

[bookmark: Text16]Primary Contact Person and contact information:       
[bookmark: Text17]Additional supports identified that can be contacted:      

Disability Group: |_|  Mental Health |_|  Substance Abuse |_| Intellectual/Developmental Disability

Hypertension/Heart Disease: |_| Yes   |_|  No 	If yes, specify condition       
Skin Infection: |_| Yes   |_|  No 	If yes, specify condition      
Obesity: |_| Yes   |_|  No 		If yes, specify condition      
Gastro Intestinal: |_| Yes   |_|  No 	If yes, specify condition      
Asthma: |_| Yes   |_|  No		If yes, specify condition      
Diabetes: |_| Yes   |_|  No		If yes, specify condition      
Other:      				
Current Medications:      

Connected with Primary Care? |_| Yes   |_|  No
Name and Contact Information of Primary Care Provider:      


Attachment B

Uninsured High Risk/High Cost
**Care Coordination will ensure consumers not connected to a clinical/behavioral health home are scheduled for an intake appointment.  Care Coordination also refers consumer to a community provider for Hospital/Inpatient Discharge Planning & Transition Service or Assertive Engagement Service.  Care Coordination will follow up with provider to monitor for consumer engagement in treatment.

Meets High Risk/High Cost: Yes |_|  No  |_|
· Emergent crisis services 3 or more times in the previous 12 months
· Treatment Plan is expected to incur costs in the top 20%
[bookmark: Text25]Details of crisis contacts:       

Consumer without a Behavioral Health Home:  Yes  |_|  No  |_|
Not engaged with a Behavioral Health Provider AND discharged from:
· State facility (Developmental Centers, Alcohol and Drug Abuse Treatment Centers, Psychiatric Inpatient)
· Hospital (Behavioral Health admission or ED)
· Emergency Services (Mobile Crisis Management Team)
(Behavioral Health Home = Licensed Independent Provider, Enhanced Service Provider, Direct Care Provider or CABHA)
Details of encounter:      

Outpatient Commitment (regardless of payer):  Yes  |_|  No  |_|


Comments:(What you need care coordination to do?/What is the reported need?)
[bookmark: Text20]     



Disposition:(To be completed by Care Coordination)
[bookmark: Text19]     















Attachment B

Medicaid Special Healthcare Needs

At-Risk-for-Crisis

Crisis service is the first contact with Behavioral Health system and needs assistance in continuing ongoing care?: Yes  |_|  No  |_|

Discharging from an inpatient psychiatric unit, facility based crisis or Psychiatric Residential Treatment Facility?: Yes  |_|  No  |_|

Transition for Community Living Initiative

Requires community follow along to ensure stability?: Yes  |_|  No  |_|

Comments:(What you need care coordination to do?/What is the reported need?)
     


Disposition:(Care Coordination completes)
     


Attachment B

Intellectual and/or Developmental Disability

Did individual receive special education classes in school?:       Yes  |_|  No  |_|
[bookmark: Check19]Report of an Intellectual/Developmental Disability Diagnosis:  Yes  |_|  No  |_|
Is there documentation to support the diagnosis?: Yes  |_|  No  |_|

[bookmark: Check27]|_|Diagnosis of Mental Retardation
[bookmark: Check22]|_|Cerebral Palsy
[bookmark: Check23]|_|Prader-Willi Syndrome
[bookmark: Check24]|_|Autism
[bookmark: Check28]|_|Epilepsy
[bookmark: Check25]|_|Spina Bifida
[bookmark: Check26][bookmark: Text11]|_|Other:       

AND 

[bookmark: Check44][bookmark: Check45]Occurs prior to age 22 and likely to continue indefinitely:  Yes  |_|  No  |_|

AND

Three (3) or more functional limitations in:
|_|self-care
|_|language
[bookmark: Check15]|_|learning
[bookmark: Check16]|_|mobility 
[bookmark: Check17]|_|self-direction
[bookmark: Check18]|_|capacity for independent living

OR

[bookmark: Check29]|_|  Has an I/DD diagnosis and has been in a facility operated by the Dept. of Correction or the Dept of Juvenile Justice and Delinquency Prevention in the past 30 days?

Comments:(What you need care coordination to do?/What is the reported need?)
[bookmark: Text21]     


Disposition:(Care Coordination completes)
[bookmark: Text22]     

Attachment B

Child Mental Health

Current CALOCUS Level of VI?  
Is child in or in need of inpatient setting or PRTF (secure 24 hour behavioral health facility)?
[bookmark: Check46][bookmark: Check47]Yes  |_|  No  |_|

OR

Currently, or have been within the past 30 days, in a facility (including Youth Development Center and Youth Detention Center) operated by Department of Juvenile Justice or Division of Prisons for whom SMC has received notification of discharge:  
[bookmark: Check48][bookmark: Check49]Yes  |_|  No  |_|

Is this child at imminent risk for out of home placement? Yes  |_|      No  |_|
*This does not automatically ensure care coordination eligibility.


[bookmark: Check30]Report of a Child Mental Health Diagnosis:  Yes  |_|      No  |_|

|_|Disorders Due to a General Medical Condition																																				
[bookmark: Check31]|_|  Psychotic Disorders
[bookmark: Check32]|_|  Mood Disorders (includes Bipolar), Anxiety Disorders, Dissociative Disorders,Factitious Disorders, Somataform Disorders, Unspecified Mental Disorders
[bookmark: Check33]|_|  Sexual/Gender Identity Disorders
[bookmark: Check34]|_|  Eating Disorders, Tic, Disorders, Sleeping Disorders
[bookmark: Check35]|_|  Acute Stress Disorder
[bookmark: Check36]|_|  PTSD
[bookmark: Check37]|_|  Depressive Disorder NOS, Impulse Control Disorders
[bookmark: Check38]|_|  Oppositional Defiant Disorder
[bookmark: Check39]|_|  Reactive Attachment Disorder
[bookmark: Check40]|_|  Neglect, Physical or Sexual Abuse of Child (Victim)
[bookmark: Check41]|_|  Physical or Sexual Abuse of Child (Perpetrator)


Comments:(What you need care coordination to do?/What is the reported need?)
     


Disposition:(To be completed by Care Coordination)
     

Attachment B

Adult Mental Health

A current LOCUS Level of VI? (In or eligible for inpatient, facility based crisis)
Is adult in or in need of inpatient 24- hour mental health care? 
[bookmark: Check51][bookmark: Check50]|_|Yes  |_|  No  

AND Has a Diagnosis of:

|_|  Schizophrenia
|_|  Bipolar Disorder
|_|  Major Depressive Disorder
|_|  Mood Disorder
|_|  Brief Psychotic Disorder
|_|  PTSD



Comments:(What you need care coordination to do?/What is the reported need?)
[bookmark: Text24]     




Disposition: (To be completed by Care Coordination)
[bookmark: Text23]     

Attachment B

Substance Dependent

[bookmark: Check52][bookmark: Check53]Report of Substance dependence diagnosis:  |_|Yes  |_|  No

AND

Current ASAM PPC Level of III.7 or III.2-D or higher? 
Is the child in or in need of inpatient settings or PRTF? 
Is the adult in or in need of detox or 24-hour substance abuse treatment?
[bookmark: Check54][bookmark: Check55]|_|Yes  |_|No  


Opioid Dependent

[bookmark: Check56][bookmark: Check57]Report of Opioid dependent diagnosis:  |_|  Yes  |_|  No

AND

|_|  Reported drug use by injection within the past 30 days



Comments:(What you need care coordination to do?/What is the reported need?)
     




Disposition:(To be completed by Care Coordination)
     


Attachment B

Co-Occurring Diagnosis
(Only check the section that applies)

Report of both mental illness diagnosis and a substance abuse diagnosis  

AND

Current LOCUS/CALOCUS of V or higher 
(Medically Monitored Residential- Child:  Level III or IV; 
Adult:  Nursing home or other residential tx with medical oversight) OR
current ASAM PPC Level of III.5 or higher (Residential Inpatient)

|_|Yes  |_|  No
________________________________________________________________________

Report of both a mental illness diagnosis and an intellectual or developmental disability  

AND

Current LOCUS/CALOCUS of IV or higher (ACTT, Methadone/Suboxone Clinic)

[bookmark: Check60][bookmark: Check61]|_|  Yes  |_|  No
________________________________________________________________________

Report of both an intellectual or developmental disability and a substance abuse diagnosis 

AND 

Current ASAM PPC Level of III.3 or higher (Clinically Managed Residential Detox- SACOT)

[bookmark: Check62][bookmark: Check63]|_|Yes  |_|  No


Comments:(What you need care coordination to do?/What is the reported need?)
     


Disposition:(To be completed by Care Coordination)
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