
You are being invited to take part in the Care Transitions & CoordinationSM program, a community partnership between Hollywood Presbyterian Medical Center (HPMC), COPE Health Solutions, HPMC physicians and local community clinics. Our goal is to provide you with primary health care services in your neighborhood. This page will give you details about the program and how it may benefit you. Before you decide to enroll, please read this information and discuss it with our Care Manager. If you agree to enroll and participate, you will be asked to sign the agreement. We will provide you with a copy for your records.

What is the Care Transitions & CoordinationSM program?

Care Transitions & CoordinationSM was created to help connect patients to care at a clinic in their community. This clinic will be assigned based on your needs. Having your own doctor and a clinic you can go to, will help you to avoid unnecessary visits to the hospital. 

Here are some of the things the program offers:
1. Identify a doctor or clinic close to your home and help you get an appointment 
2. Help you get services that you may need, such as: 
 (
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· Food 
· Housing
· Mental Health
· Social Security Benefits/Medi-Cal
· Transportation
· Drug Rehab
· Legal Aid
· Others
3. Information to help you understand your medical and mental health

What is involved in this program?

1. Based on where you live, you will be assigned a clinic that best meets your needs. 
2. You will be given an appointment date and time for follow-up care at your clinic. 
3. You will have a Care Manager who will meet with you regularly and help you with:
· Scheduling the first appointments to your clinic
· Some of your medical needs 
· Community resources

· Educational materials and information 
· Incentives for attending your appointments 
4. Your Care Manager will not:
· Provide Medical Advice
· Provide Medical Treatment

What if I do not want to take part in Program?

If you decide not to take part in this program, you have the right to say “No” at any time.

What if I agree to enroll and participate in the program?

If you agree to enroll and participate in the Care Transitions & Coordination Program, please read and sign the agreement on the next page. 

What about confidentiality?

Overall program data about the project’s effects on health and system costs may be shared in reports to people involved with the project.  Your individual records will only be shared with program staff, participating community clinic staff, and COPE Health Solutions.  Sharing of your information with other partner agencies, if not for treatment purposes, will require your additional authorization.  It is important for these groups to be able to share your records so they can ensure that the program is conducted using acceptable standards. 

The following are exceptions to the above statement, as mandated by law: 
· If there is a reasonable cause to suspect child abuse, elder abuse or neglect, (including physical beating, sexual molestation, neglect, or emotional abuse), the care manager is legally and ethically bound to report the abuse to the appropriate authorities. 
· If you threaten to harm yourself or another person. This may include notifying the appropriate person/legal authorities as well as any individual(s) who might be endangered. 


Enrollment Agreement:

I have read the Patient Enrollment Agreement form.

I have asked questions and received answers about anything I did not understand. 

As a result:
· I agree to participate in the program;
· I agree to attend all medical appointments made on my behalf;
· I agree to provide my Care Manager, physicians, nurses, and other health care and social service professionals with all appropriate information regarding my health;
· Upon signing this form, I will receive a copy.

[bookmark: OLE_LINK1]

Participant Name: ____________________________________________

Signature: _________________________________Date: ____________

Enroller Name: ______________________________________________ 

Signature: _________________________________ Date: ____________


	


Care Manager:                                                      	Phone: 


____________________________			_________________
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