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COMMUNITY SUPPORT TEAm referral Form
for  
Sacramento Covered – Pathways to Health + Home Enrollees
THIS REFERRAL FORM MAY BE USED ONLY FOR NON-EMERGENCY REQUESTS. pLEASE CALL 9-1-1 FOR EMERGeNCY SERVICE REQUESTS.
	REFERRING PATHWAYS CONTACT INFORMATION

	Contact Name: 
	Agency/Program: Sacramento Covered - Pathways to Health + Home  

	Today’s Date:      
	Time:          
	Telephone Number:      

	Fax Number:         
	E-mail:      

	SERVICE REQUEST TYPE 

	 FORMCHECKBOX 
 Confirmation of linkage to the Mental Health Plan (MHP) & if linked, the name of the MHP provider and authorization date.
If Enrollee is not linked to the MHP:

          FORMCHECKBOX 
 No further CST services are requested (complete Name, DOB, Age, SSN, & Insurance Coverage Pathways Enrollee Information below only)  
          FORMCHECKBOX 
 A CST community-based Mental Health Assessment is requested (complete all Pathways Enrollee Information below)

	PATHWAYS ENROLLEE INFORMATION

	Name: 
	Date of Birth: 
	Age: 

	SSN: 
	Insurance Coverage :  FORMDROPDOWN 
   If Other: 

	Cell Phone: 
	Contact number: 
	E-mail:  

	Area of Town/ Contact location: 
	City: 
	Zip Code: 

	 FORMCHECKBOX 
  Male     FORMCHECKBOX 
  Female  FORMCHECKBOX 
  Other     FORMCHECKBOX 
  Unk
	Race:   FORMDROPDOWN 

	Ethnicity (Hispanic or Latino):       FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unknown

	Primary Language:   FORMDROPDOWN 
    
	Interpreter service recommendation:      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Enrollee Needs:
	 FORMCHECKBOX 
 Housing or Living Situation
	 FORMCHECKBOX 
 Health Benefits
	 FORMCHECKBOX 
 Financial or Payee
	 FORMCHECKBOX 
 Medical
	 FORMCHECKBOX 
 Concrete needs   (food/clothing)
	 FORMCHECKBOX 
 Safety

	Can we contact this person directly?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    If no, Contact Name and Phone Number:   

	PRESENTING PROBLEM, BARRIERS OR OTHER OBSERVATIONS (symptoms, behaviors, risks, other needs for support ):       


	History of Mental Health treatment:   
	Use of traditional or alternative healing practices:   


	DISPOSITION (CST OFFICE USE ONLY)ADVANCE \d3

	REFERRAL RECEIVED BY: 
	DATE  RECEIVED: 
	DATE/TIME FAXED TO PATHWAYS: 

	 FORMCHECKBOX 
 Pathways Enrollee is linked to the MHP.  MHP Provider Name:  

	 FORMCHECKBOX 
 Pathways Enrollee is NOT linked to the MHP at time of request.  
· CST Senior Mental Health Counselor Assigned: 


Please fax to the Community Support Team (CST) at: (916) 854-8939
CST Hours of Operation:  Monday – Friday, 8:00 a.m. – 5:00 p.m.

Telephone: (916) 874-6015       
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