Southern Tier

CARE COOEDINATION

HOST Website referral

CLIENT INFORMATION

Full Name:
Date of Birth: Phone Number:

Current Address or Shelter (if any):

Social Security Number (last 4 digits):

HOUSING STATUS

Currently Homeless
Facing Eviction
Unstably Housed

Living in Permanent Housing

If facing eviction or currently homeless, please explain:

ELIGIBILITY CHECK

Does the client have a documented HIV/AIDS diagnosis?
Yes No

Is the client currently on Medicaid?
Yes No

Has the client had 5 or more ER visits in the last 12 months?
Yes No Unknown

Page 1 of 2



Southern Tier

CARE COOEDINATION

Would the client be considered a high Medicaid utilizer (ongoing medical
issues, hospitalizations, etc.)?

Yes No Unknown

ADDITIONAL INFORMATION

Income Source(s):
SSI SSD Public Assistance Employment None Other:

Primary Case Manager or Agency (if applicable):
Name: Phone:

Referred by:
Name: Agency:

Phone: Email:

Date of Referral:

Page 2 of 2



