
 
 

 

HHUNY is accepting referrals from the community (health care providers, 

community organizations, individuals and/or family members) for enrollment 

of eligible individuals into HHUNY Health Home Care Management Services. 

Individuals must meet all eligibility requirements to be considered for enrollment. 
 
 
 

 
HEALTH HOME CARE MANAGEMENT 
SERVICES ELIGIBILITY 

 
 

 
 

chronic conditions, or HIV/AIDS or Serious 
Mental Illness (SMI) or Sickle Cell Disease; AND; 

 

 

HOW TO MAKE A REFERRAL TO HHUNY 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

askhhuny@hhuny.org 

 
COMMUNITY REFERRAL 
FOR HEALTH HOME CARE MANAGEMENT SERVICES 

Email: 

Fax: 

Mail: 

SAVE TIME AND PAPER! 
Make referrals online. 

Visitwww.hhuny.organdclickon 

“Make a Referral” in the right hand 

corner on anywebpage. 

mailto:askhhuny@hhuny.org
http://www.hhuny.org/


 
 
 
 
 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SAVE TIME AND PAPER! 
Make referrals online. 

Visitwww.hhuny.organdclickon 

“Make a Referral” in the right hand 

corner on anywebpage. 

 

http://www.hhuny.org/


 

 
 

 Save time and paper! Makereferralsonline.Visit www.hhuny.org 

andclickon “Makea Referral”intherighthandcorneronanywebpage. 

If the referral is for a youth between the ages of 18-21, please complete the following: 

Is the youth in Foster Care? Yes No If yes, please contact your local DSS 

Does the youth prefer to be served under the Adult HH system?  Yes  No 

Does the youth prefer to be served under the Children’s HH system? Yes No 

If yes, please complete child/youth referral at www.childrenshealthhome.com 

IDENTIFYING INFORMATION 
Name: Date of Birth: 

Address: Medicaid CIN #: 
CIN has 8 characters total - 
2 letters, 5 numbers, 1 letter 

 
If CIN unavailable, provide SS # 

County of Residence: Gender: 

Phone: Cell Phone: 

Indicate any need for language/interpretation services; specify language spoken if other than English: 

ELIGIBI LITY CATEGORY INFORMATION 
Check All that Apply. Must meet either A only or two B to be eligible. 

Check 
 

Category Specify Diagnosis; Provide Available Detail 

 
A Serious Mental Illness 

 

  

A 
HIV/AIDS & the risk of developing 

another chronic condition 

 

 
A Sickle Cell Disease 

 

 
B Mental Health Conditions 

 

 
B Substance Use Disorder 

 

 
B Asthma 

 

 
B Diabetes 

 

 
B Heart Disease 

 

 
B BMI > 25 

 

 
B Other Chronic Conditions (Specify) 

 

 

COMMUNITY REFERRAL APPLICATION 

Chautauqua County Department of Mental Hygiene 
a HHUNY affiliated Health Home Serving the Southern Tier 

http://www.hhuny.org/
http://www.childrenshealthhome.com/


 

 

RISK FACTORS Check All that Apply 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Specify Preferred or Recommended Care Management Agency, if any: 

Contact Information for Person Completing Referral: Title: 

Organization: 

Phone: Email:* 

 
COMMUNITY REFERRAL APPLICATION (continued) 

Chautauqua County Department of Mental Hygiene 
a HHUNY affiliated Health Home Serving the Southern Tier 

NARRATIVE Provide any additional information that may be helpful in assignment to a Care Management Agency: 

Check Category Detail Indicating How Referral Meets the Risk Factor 

 Probable risk for adverse event 
(e.g., death, disability, inpatient or 
nursing home admission) 

 

 Lack of or inadequate social/ 
family/housing support 

 

 Lack of or inadequate connectivity 
with healthcare system 

 

 Difficulty adhering to treatments or 
difficulty managing medications 

 

 Recent release from incarceration  

 History of incarceration  

 Most recent psychiatric 
hospitalization discharge date 

 

 Deficits in activities of daily living 
such as dressing, eating, etc. 

 

 Learning or cognition issues  

 Suicidal Ideation  

 History of Suicide Attempts  

 Homicidal Ideation  

 History of Violence  

 Legal History/Sex Offender Status  

 Unsafe Living Environment  

 Care Manager visitation issues 
(e.g., household hazards, safety 
concerns) 

 

 Other - Specify  

 



Date of Birth:  

PERMISSION TO USE AND DISCLOSE CONFIDENTIAL INFORMATION 

Chautauqua County Department of Mental Hygiene 
a HHUNY affiliated Health Home Serving the Southern Tier 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CONSENTto disclosure of health information 

 
 
 
 
 
 
 
 
 
 
 
 

 

 

 
 

 

 
 

 

 

  

Date: 



askhhuny@hhuny.org 

CONSENT TO DISCLOSE HEALTH RECORDS – ATTACHMENT A 

Chautauqua County Department of Mental Hygiene 

a HHUNY affiliated Health Home Serving the Southern Tier 

mailto:askhhuny@hhuny.org

