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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: Referral to PATH
· External and Internal referrals are faxed, completed on the PATH Referral form, to the PATH Team attn.: [Staff Name], Medical Case Manager,  at 904-XXX-XXXX
· Medical Case Manger has 48 hours to review referral and make contact with the client

· If unable to locate the client, Medical Case Manager will then contact the Referral Source to assist with location of the client

· Once client has been located, Medical Case Manager will screen client to ensure accuracy of referral.

· If client does not meet PATH eligibility, Medical Case Manager will link client to appropriate resources. 

· If client does meet PATH eligibility, intake into PATH, including consenting and base line interview, is scheduled with Project Evaluator on shared Outlook calendar within 1 week.

· Once intake has been completed, client is referred back to PATH Medical Case Manger to complete Ryan White forms, consents and eligibility.  
· Medical Case Manager ensures initial labs are completed/current and PATH clinic appointment is scheduled.  

· Medical Case Manager completes a Needs Assessment and make appropriate referrals to River Region for housing, mental health and substance abuse and needed. 

· Medical Case Manager links to Patient Navigator to assist with any needed services and education.

· Medical Case Manager develops client chart and begins initial documentation in CAREWare and notification made to referral source that client has been consented in to the PATH program.  

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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