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Kansas Health Home Referral Form
	Directions: Please complete sections 1 through 5 and send via fax, email, or standard mail to:

	Amerigroup
9225 Indian Creek Pkwy, Ste. 400
Overland Park, KS 66210
Member Services: 1-800-600-4441
Fax: 1-877-820-9028
KSHealthHome@amerigroup.com

	Sunflower State Health Plan 
8325 Lenexa Dr.
Lenexa, KS 66214
Member Services: 1-877-644-4623
Fax: 1-888-453-4316
LEN_SFSHPHEALTHHOME@CENTENE.COM     
	United Health Care
10895 Grandview Drive Suite 200
Overland Park, KS 66210 
Member Services: 1-877-542-9238
Fax: 1-855-252-9324	
uhckshealthhomes@uhc.com

	[bookmark: Text6]Current MCO assignment:    Choose an item.                          Medicaid ID#:            

	Section 1: Member Information

	Date of referral: Click here to enter a date.

[bookmark: Text11]Name of individual being referred:      
Date of Birth:      
Address:      
Phone:      
Email:      


	Name of Referring Organization:      
Name/Position or Title of Individual submitting the referral:      
Address:      
Phone:      
[bookmark: _GoBack]Email:      


	Section 2: Has your patient/client/consumer been diagnosed with any of the following chronic conditions? (check all that apply)

	|_|      Schizophrenia 
|_|      Bipolar disorder and major depression disorders
|_|      Delusional disorders 
|_|      Other nonorganic psychoses 
|_|      Obsessive-compulsive disorder 
|_|      Obsessive-compulsive personality disorder
|_|      Paranoid Personality disorder
|_|      Schizoid Personality disorder
|_|      Schizotypal Personality disorder
|_|      Borderline Personality disorder
|_|      Post-traumatic stress disorder 

	Enter ICD-10 Code:      
Enter ICD-10 Code:      
Enter ICD-10 Code:      
Enter ICD-10 Code:      
Enter ICD-10 Code:      
Enter ICD-10 Code:      
Enter ICD-10 Code:      
Enter ICD-10 Code:      
Enter ICD-10 Code:      
Enter ICD-10 Code:      
Enter ICD-10 Code:      


	TO BE COMPLETED BY MCO

	Section 3: Eligibility Criteria   

	|_|  Medicaid Eligible (KMAP)
|_|  Member has at least one Serious Mental Illness (SMI HH)
|_|  Member does not meet eligibility criteria. 
Reason for ineligibility:     

	Section 4: MCO Follow-up

	Date referral received: Click here to enter a date.                                                                        Date referral reviewed: Click here to enter a date.
Name of health home partner (HHP):      
HHP Contact Name:      
HHP accepts referral: |_|  Yes  |_|   No
HHP start date: Click here to enter a date.
Date response letters mailed: Click here to enter a date.
	MCO Representative name:       
Title:                                                           
Phone number:      

Corresponding follow up letters:
|_|  Health Home Member Welcome Letter
|_|  Health Home Partner Welcome Letter
|_|  Health Home Referral Letter (if other than HHP)
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