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Program Referral Form

Butte CARES is a program of Community Action Agency of Butte County and partners with eligible Medi-Cal members experiencing or at risk of homelessness to improve stability, health, and housing outcomes. Members work regularly with program staff to set goals, address barriers, and connect with community resources.
Program Eligibility Criteria
· An active/assigned member of Partnership HealthPlan of California with Medi-Cal in Butte County; and
· Adults and children/youth are experiencing homelessness. Adults must be 21 years of age or older, whether or not they have dependent children/youth living with them.
Homelessness is defined by one or more of the conditions below. 
[bookmark: _Int_SW06cElc]Please check each criterion that applies when referring the member:
☐ Sharing housing due to loss of housing, economic hardship, or similar reason; living in motels, hotels, campgrounds, emergency/transitional shelters, outdoors, a park, vehicle, or other place not meant for habitation.
☐ Exiting an institution into homelessness i.e. incarceration, mental health facility, medical facility, etc. 
☐ At risk of homelessness and will imminently lose housing within the next 30 days. 
☐ Fleeing domestic violence, dating violence, sexual assault, stalking, or other dangerous, traumatic, or life-threatening conditions related to such violence.
How to Refer a Medi-Cal Member to Butte CARES
· Send the referral form by secure email to Butte-CARES@buttecaa.com
· Or by fax to 1-877-353-6208
· For support, call (530) 712-2820 to speak to the coordinator

Member Information Requested
Member Name: __________________________________ Member Phone Number: ________________________________
DOB: ______________________    Member E-Mail Address:_____________________________________________________
Member Mailing Address and/or Location Where Member May Be Found Most Frequently:
__________________________________________________________________________________________________________
Medi-Cal CIN# (if known): ___________________________Member's SSN (if known): ____________________________

Please list any additional information pertinent to the referral (e.g., chronic medical conditions/needs, legal/justice-involved needs, housing barriers, safety concerns, preferred contact method):
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Referring Agency & Contact Information
Agency Name: ____________________________   Agency Contact Name: ________________________________________
Agency Phone: ____________________________ Email Address: ________________________________________________
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