	DEPARTMENT OF HEALTH SERVICES
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Division of Public Health
F-00695  (07/2016)

	CONNECTIONS TO COMMUNITY LIVING NON-MDS REFERRAL AND TRACKING

	This form is to be used to record, for data entry into the automated Nursing Home Referral Management System (NHRMS), any resident receiving services or who is relocated to the community through a non-MDS referral. Types of referrals include residents who receive services or who are relocated as a result of facility closures, facility downsizing, or any other contact with a resident or a resident’s representative expressing a desire to live in the community or in a different facility.

1. This form is to be completed by the designated DHS staff for any resident who receives services or is relocated as a result of a facility closure or downsizing. The designated DHS staff will enter the information into the NHRMS within 10 business days of receipt to the Local Contact Agency serving the county or tribe where the facility is located.
2. This form is to be completed by the Community Living Specialist or ADRC staff person who receives a request for services or relocation to the community through a non-MDS referral, excluding residents relocated as a result of a facility closure or downsizing. The completed referral form will be sent to the designated DHS staff person for data entry within 10 business days of receipt of the referral.
3. Designated DHS staff will enter the information into the NHRMS within ten (10) business days of receipt for referral to the Local Contact Agency serving the county or tribe where the facility is located.

	
	Date of Referral

     

	

	I.     Nursing Home / FDD

	Name – Facility

     
	Type of Facility

    FORMCHECKBOX 
 NH        FORMCHECKBOX 
 FDD

	Address – Street 

     
	City

     
	State

   
	Zip Code

     

	Name – Community Living Specialist or ADRC Staff Person
     
	Title 

     

	Email Address

     
	Telephone Number

     

	II.    Resident Being Referred 

	Name – Resident

     
	Room Number
     
	Date of Birth
     
	Sex

 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female

	Date of Original Admission to NH

     
	County of Preference for Relocation

     
	Telephone Number to Reach Resident

     

	   FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No
Does this resident have a legal guardian?

   FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No
Does this resident have an activated Power of Attorney for Health Care (POAHC)?

	Name – Legal Guardian / Activated POAHC

     
	Telephone Number

     

	Current Payer for Nursing Home Stay (Check all that apply.)

	   FORMCHECKBOX 
 Medicaid
   FORMCHECKBOX 
 Medicare
	 FORMCHECKBOX 
 Family Care / Partnership / PACE
 FORMCHECKBOX 
 Virtual PACE
	 FORMCHECKBOX 
 Private Insurance
 FORMCHECKBOX 
 Private Pay
	 FORMCHECKBOX 
 Department of Veterans Affairs
 FORMCHECKBOX 
 Other

	III.    Resident’s Designated Contact Person

	Complete this section if the resident is competent and requests that another individual (e.g., family member, friend) be contacted.

	Name – Designated Contact Person
     
	Relationship to Resident 
     

	Mailing Address – Street

     
	City

     
	State

   
	Zip Code

     

	Email Address

     
	Telephone Number
     


