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TITLE: 
Network Peer Navigator 
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PURPOSE: 
To establish a process for identifying, referring and linkage multiply diagnosed HIV positive individuals to the PATH Medical Home Model.
POLICY:
Through this 5 year SPNS/HRSA Demonstration Project, “Building a Medical Home for Multiply Diagnosed HIV+ Homeless Populations”, UF CARES in collaboration with River Region will develop a Medical Home Model for patients who are homeless or unstably housed.  

Patients will be identified, referred and linked into comprehensive medical care and provided assistance with housing and other services through intensive case management and referral to an on-site clinic within a housing complex. 

As part of the demonstration project, eligible patients may also participate in a multi-site evaluation study to evaluate models of care across nine other demonstration sites.
PROCEDURE: 
1. Assist new referrals with obtaining the following when they  do not have: birth certificates, picture ID’s, address changes, obtain social security cards, and background checks.
2. Transports clients to mental health and substance abuse appointments, food banks, medical and dental appointments.
3. Assist clients with finding employment and resume formatting.
4. Locate clients that may be lost to care.
5. Complete client home visits daily.
6. Complete chart check list for each client; make sure files are up to date with required information.
7. Input notes into the CAREWare system and complete filing, faxing and copying of required documents.
8. Being a peer specialist for the clients.
_____________________________________________        _______________________________________ 
Director 










   VP of Medical or AVP
TITLE: 
PATH Home Referral and Linkage 
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PURPOSE: 
To establish a process for identifying, referring and linkage multiply diagnosed HIV positive individuals to the PATH Medical Home Model.
POLICY:
Through this 5 year SPNS/HRSA Demonstration Project, “Building a Medical Home for Multiply Diagnosed HIV+ Homeless Populations”, UF CARES in collaboration with River Region will develop a Medical Home Model for patients who are homeless or unstably housed.  

Patients will be identified, referred and linked into comprehensive medical care and provided assistance with housing and other services through intensive case management and referral to an on-site clinic within a housing complex. 

As part of the demonstration project, eligible patients may also participate in a multi-site evaluation study to evaluate models of care across nine other demonstration sites.
PROCEDURE: PATH UF CARES Peer Navigator

· Work closely with the Medical Case Manger as an active member of the PATH treatment team

· Participate in multi-disciplinary bi-weekly staffing, PATH clinic team meeting, and monthly Ryan White Co-Op trainings  

· Conduct outreach services on HIV/AIDS infected homeless and unstably housed individuals working to provide linkage to appropriate care and services throughout the community.

· Assist patients as directed by MCM/CCM in obtaining birth certificates, picture ID’s, address changes, obtain social security cards, background checks, Shands’ card, and Legal Aide services 

· Arrange and link clients to transportation services as needed for mental health and substance abuse appointments, food banks, support groups, and medical/dental appointments.

· Locate clients that may be lost to care and work to engage/link to medical care and social services.

· Complete client home visits as needed to ensure compliance with plan of care.

· Assist MCM with completing chart check list for each client to make sure files are up to date with required information.

· Document interactions with client and regarding client in CAREWare, complete filing, faxing and copying of required documents.

· Motivating and encouraging clients with treatment adherence

· Encourage client participation in peer support and advocacy groups. 

· Serves on advocacy boards such as the Women, Adolescent and Children’s Committee and the People Living with HIV/AIDS Committee 

· Encourage Partner testing. 

TITLE: 
PATH Home Referral and Linkage 

PURPOSE: 
To establish a process for identifying, referring and linkage multiply diagnosed HIV positive individuals to the PATH Medical Home Model.
POLICY:
Through this 5 year SPNS/HRSA Demonstration Project, “Building a Medical Home for Multiply Diagnosed HIV+ Homeless Populations”, UF CARES in collaboration with River Region will develop a Medical Home Model for patients who are homeless or unstably housed.  

Patients will be identified, referred and linked into comprehensive medical care and provided assistance with housing and other services through intensive case management and referral to an on-site clinic within a housing complex. 

As part of the demonstration project, eligible patients may also participate in a multi-site evaluation study to evaluate models of care across nine other demonstration sites.
PROCEDURE: PATH Medical Case Manager

· Receive and process PATH referral

· Complete tracking logs

· Screen eligible PATH clients prior to consenting

· Link clients to medical care and services

· Link to River Region if PATH qualified

· Assure Ryan White eligibility is updated

· Create patient chart within RW format
· Daily communication with UF CARES Peer Navigator regarding client status/updates

· Partner testing

· Referral and linkage to appropriate services

· Link clients to Shand’s card

· Refer to Legal Aide for required services
· Encourage Medication adherence

· Complete food pantry assistance forms

· Assist with obtaining funding for ID

· Linkage to substance abuse and mental health

· Department Of Corrections linkage for eligible PATH clients

· Link to dental care
· Arrange HOPWA assistance

· Link clients to Project AIDS Care eligible case management services

· Home visits

· Develop coordinated PATH Plan Of Care with RRHS every 6 months

· Update RW consents annually

· Complete needs assessment, scoring sheet, and RW Plan Of Care on eligible clients

· Prepare the PATH schedule for clinic

· Communicate with River Region nursing staff with PCP identified clients

· Provide labs, face-sheet, and medication listing for RRHS during clinic

· Assist with arranging transportation for services

· Assist with completion of ALF placement

· Attend PCP/medical visits

· Meet with clients at admission of detox or within the hospital at bedside

· Communicate with outside Ryan White Case Manager on a regular basis to arrange services

· Document all interactions in CAREWARE

· Meet weekly with River Region staff for updates

· Identify barriers

· Presentation of PATH at various functions within the community (PowerPoint)

· Arrange meals for clients at PATH clinic

· Encourage adherence and motivate clients to engage in services
Participate in multi-disciplinary staffing, bi-weekly team meeting, monthly Ryan White Co-Op training

TITLE: 
Comprehensive Case Manager 

PURPOSE: 
To establish a process for identifying, referring and linkage multiply diagnosed HIV positive individuals to the PATH Medical Home Model.
POLICY:
Through this 5 year SPNS/HRSA Demonstration Project, “Building a Medical Home for Multiply Diagnosed HIV+ Homeless Populations”, UF CARES in collaboration with River Region will develop a Medical Home Model for patients who are homeless or unstably housed.  

Patients will be identified, referred and linked into comprehensive medical care and provided assistance with housing and other services through intensive case management and referral to an on-site clinic within a housing complex. 

As part of the demonstration project, eligible patients may also participate in a multi-site evaluation study to evaluate models of care across nine other demonstration sites.
PROCEDURE: 

1.   The Comprehensive Case Manager’s initial attempt to contact client is made within 72 hours. After two attempts, if the case manager is unable to make contact with the client, the case manager contacts UF Cares Medical Case Manager to assist with contacting or locating the client.

2.   When Case Manager has contacted or located the client, the appointment for intake will take place within 72 hours. 

3.   During the intake process the case manager identifies if client has an income, needs assistance with finding employment, and links client to mental health and/or substance abuse treatment. If the client has an income the case manager schedules an appointment with client to search for housing.  If the client does not have an income and is literally homeless, case manager will assist client with staying at a shelter until an income is obtained by the client, then the case manager will assist client with finding stable housing.  If client has been assessed by a mental health provider and needs immediate mental health and substance abuse placement case manager assist provider with placing client inpatient at a treatment facility.  After client has completed treatment at the facility the case manager can assist client with finding stable housing.

4.   If client chooses to look for housing on their own without the case manager’s assistance they will be given two weeks to locate housing and make a decision on where they would like to reside. If the client chooses not to look for housing on their own, the case manager will provide 3 options for housing and client will have two weeks to make a decision from these three options.

5.  If client is non-compliant  within  the two week time frame  given , case manager will make  contact with UF Cares medical case manager advising a letter is going out re: non-compliance

6.  The client will have two weeks from the date of the letter to contact case manager.

7.   If there has been no contact made from the client with case manager within two weeks, the client will be closed out from the Path Home Program.

_____________________________________________        _______________________________________ 
Director 










   VP of Medical or AVP

This publication is part of a series of manuals that describe models of care that are included in the HRSA SPNS Initiative Building a Medical Home for HIV Homeless Populations.  Learn more at http://cahpp.org/project/medheart/models-of-care 
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