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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: Transitioning Out of PATH
· Medical Case Manager and Comprehensive Case Manager will review the PATH Client Individualized Service Plan to ensure client is successfully working towards and achieving goals outlined in plan.  

· MCM & CCM will review the PATH Flow Check off sheet to ensure the client has been linked to all required services offered by the PATH program and the Client Transition Eligibility form is completed.
· The treatment team, to include MSM, CCM, Peer Navigators, Medical provider and Mental Health provider, will meet to discuss successful transition out of the PATH Program. 

· Once treatment team agree on transition, the MCM and CCM will meet with client and his/her Primary Medical Case Manager (to be selected by client if not already selected) to discuss transition and client follow-ups in the PATH Program.

· Documentation of decision to transition client is placed in CAREWare

· The Ryan White/PAC Case Manger will began to take primary role with client and PATH MCM will serve as a support as needed. 

· The MCM will follow up with the client and Ryan White/PAC case manager to review client progress after being transitioned to Network Standard of Care for 3 months.

· The Peer Specialists will continue to follow with patient as needed to provide support and assist with compliance
· The Program Evaluator will continue to complete follow up interviews with client until 24 month program completion.
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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