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	Community Health Worker Referral Sheet

	

	Your Name and Employer
	     
	Today’s Date
	     

	

	Client’s Name
	     
	Client’s Phone Number
	     

	

	Client’s Language(s) 
	 FORMCHECKBOX 
 Arabic
	 FORMCHECKBOX 
 Bosnian
	 FORMCHECKBOX 
 English
	 FORMCHECKBOX 
 Hmong

	
	 FORMCHECKBOX 
 Khmer
	 FORMCHECKBOX 
 Lao
	 FORMCHECKBOX 
 Somali
	 FORMCHECKBOX 
 Spanish

	
	 FORMCHECKBOX 
 Vietnamese
	Other
	     

	

	What does your client need help with? (Check all that apply)

	

	 FORMCHECKBOX 

	Applying for Medical Assistance/MN Care/private health insurance

	

	 FORMCHECKBOX 

	Renewing Medical Assistance/MN Care/private health insurance

	

	 FORMCHECKBOX 

	Choosing and enrolling in a health care plan

	

	 FORMCHECKBOX 

	Choosing a primary care provider 

	

	 FORMCHECKBOX 

	Understanding what services are covered by client’s health care plan and what services have co-pays

	

	 FORMCHECKBOX 

	Understanding the importance of paying medical bills &/or insurance premiums on time

	

	 FORMCHECKBOX 

	Understanding paperwork received from their Olmsted County Financial Worker (related to health care access ONLY)

	

	 FORMCHECKBOX 

	Understanding paperwork received from primary care provider (medical bills, benefit statements, other forms)

	

	 FORMCHECKBOX 

	Learning who to call with health concerns (nurses line)

	

	 FORMCHECKBOX 

	Learning what to bring to the appointment (medicine, health care cards) and/or learning communication strategies w/ provider

	

	 FORMCHECKBOX 

	Learning how to refill prescription and/or who to call with questions about medication (pharmacy help line)

	

	 FORMCHECKBOX 

	Learning how to schedule appointment with client’s provider. 

	
	 FORMCHECKBOX 
  Medical
	 FORMCHECKBOX 
  Dental
	 FORMCHECKBOX 
  Mental

	

	 FORMCHECKBOX 

	Accessing transportation to client’s appointment.  

	
	 FORMCHECKBOX 
  Medical
	 FORMCHECKBOX 
  Dental
	 FORMCHECKBOX 
  Mental

	

	 FORMCHECKBOX 

	Learning how to access language services for client’s appointment.  

	
	 FORMCHECKBOX 
  Medical
	 FORMCHECKBOX 
  Dental
	 FORMCHECKBOX 
  Mental

	

	 FORMCHECKBOX 

	Receiving health education information.  

	
	 FORMCHECKBOX 
  Mental Health/Stress
	 FORMCHECKBOX 
  Depression
	 FORMCHECKBOX 
  Oral Health
	 FORMCHECKBOX 
  Heart Health
	 FORMCHECKBOX 
  Medication management

	
	 FORMCHECKBOX 
  Women’s Health
	 FORMCHECKBOX 
  Nutrition
	 FORMCHECKBOX 
  Cancer
	 FORMCHECKBOX 
  Diabetes
	 FORMCHECKBOX 
  Other: ________________________

	NOTES
	     


Please complete, include a signed consent form from the client, and fax to 
Courtney Lawson c/o IMAA at: 507-289-6199. Thank you.
CONSENT FOR RELEASE OF INFORMATION

Client Name: __________________________________________________________________

I hereby give consent to the Intercultural Mutual Assistance Association Community Health Worker Program (IMAA CHW Program) to use and/disclose my health information for treatment, payment, scheduling appointments, arranging for interpretation services and/or transportation to appointments, advocacy, or health care operations.  This includes permission for the mutual release and sharing of medical and health information with any facility for which I am admitted or agency to which I am referred to for services or which is providing services to me, and with any insurance company responsible for payment of my care.

This authorization is voluntary.  I understand that the IMAA CHW Program may not condition my receiving services upon my providing this authorization unless the information is necessary for determining my eligibility for services or for providing services.  I understand that if I refuse to sign this authorization, the IMAA CHW Program and other parties named above may not be able to provide some or all of the services I may need or request.  I understand that the individual(s) or entities to which my information is being disclosed may not be subject to state or federal privacy laws.  They may further disclose my information, and state and federal privacy laws may no longer protect it.  I understand that I may revoke this authorization at any time by giving written notice of revocation to the IMAA CHW Program or the other parties named above.  I understand that revocation of this authorization will not affect any action taken by the IMAA CHW Program or the other parties named above in reliance upon the authorization prior to receiving my written notice of revocation.  I have received a copy of this statement, which I can retain.  In no event shall this authorization be valid for more than one year from the date of my signature below.

______________________________________________________________________________

Signature of Individual authorizing release

______________________________________________________________________________

Signature of Parent, Guardian, or Authorized Representative (if required)

______________________________________________________________________________

Signature of Interpreter

The IMAA CHW Program reserves the right to change the terms of its notice and to make the new notice provisions effective for all personal health information that it maintains.  Clients will be asked to sign any revised notices on their next contact with the IMAA CHW Program.  If you have any questions about the information on this form, ask your Community Health Worker.

NOTE TO THOSE USING THIS FORM:  The consequences of giving informed authorization must be communicated to the individual before affixing his/her signature.
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