Health Network M‘?N

A Care Coordination Program for
Patients Who Move During Treatment




MIGRANT CLINICIANS NETWORK

“To be a force for health justice
for the mobile poor”

Training &
Technical
Assistance Services

Continuity Environmental Health Justice Violence
of Care and Occupational Advocacy Prevention
Health



MIGRANT CLINICIANS NETWORK

MEN oOffice Locations

Clinton, NY

@ Chico, CA
Greencastle, PAQ @ Salisbury, MD

@ Austin, TX




10,000 +
constituents

’hoto by Earl Dotter



Resource
Development

Program | Advocacy
Development and Policy

Information Technical
Dissemination Assistance




MCN’s Primary
Constituents

Immigrants

e Health educators
e Nurses

e Primary care providers

e Dentists
. ‘ Federally
e Social workers | funded
‘ Migrant &
; Community
e CHWs Health Centers

e Outreach workers

e Medical assistants

State and local
health
departments
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Care Management AND
Referral Tracking and Follow-up
Health Network
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MCN’s Health
Network does not
discriminate on the
basis of immigration
status and will not
share personal
patient information
without patient
permission.
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General Health

Total Diagnoses

Musculoskeletal

Renal/ Urinary 5%
5%

Gl Diagnoses

6%

Mental Health/

Neurological
7%

Developmental
1%

Respiratory
Diagnoses
6%
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2,951 total clinics in U

and over 114 countries



Health Network Enrollment Criteria

1
2

Patient is:
e Mobile / Migrant
e Thinking of leaving area of care

Patient has:

Need for clinical follow-up
Working phone number or family
member with phone number
Signed MCN consent form
Clinical base or enrolling clinic



e Confidentiality is critical to all MCN staff and all
Health Network procedures conform to HIPPA
standards

e All patients are asked to sign (or have a witness
sign) a consent form before enrollment in Health
Network



Participant
Benefits

A clinic / doctor / nurse

Is waiting

Updated records are
forwarded to clinic / patient

Toll free number in the
U.S. and Mexico

Better understanding and
diagnosis of condition

Completion results stored
in patient file

©EarlDotter



Forms Required
for Enrollment

e




Migramt Clingcisins Netwaork
PO Box 1642

Austim Texas THT G

| Enrelling Clinie
| E-rmiail address
Contact parson at Clinic

Patient's city of birth?
| Patlent's father's first name?

| Mlease indicate the health area(s} for which the participant s
being enrolled. If the participant's health status changes
during enrollment in the Health Network, additional areas

| may be added with the participant’s verbal consent,

{ama
¥icknames, Etc

th Mefwark oerently helps wah ooenbnasy of care for people
thoui chiores dineised of other Bedithcars concetem, (1] MON &
AE Commpany Coordinating my ervodme in ihe Healh Senwark
b i (1) MEN may rat be able 1o cbitain bealik care
Pt mre gvalable 10 care Tor my condiBion al ma cost 1o me. (ail
wEre providen who will be providieg my oreatmant arn
I ancl not emiployess of MON; and (iv) BMON does not prowide,
aporaible lod, by Bealth care trestimes], o e ouldames of
W1, i ConescTioN weith g of 3l of the Heaith Netecsk

tiopate in the Health Network, snd | iondersiand that ey
th indormation ard peruanal infarmation will orly be

To o purposes of my medical eatment, heaithcars
'W& ment, of pursuant ta my authorization
o‘ A ige BTN of Tuture health cane proaders 10 Fdss soes

words around issue(s} listed here

Levee BTN page If mregeg)

Mgrat Chabiians Netwark

ENROLLMENT IN THE MCN HEALTH NETWORK

CONSENT FOR RELEASE OF MEDICAL INFORMATION

Last Name{s)
Birth Diate (hianth | Day / Year|

Duasiniss Phiee: (512) 327-
Confidential Pax- {512} 327
Confidential Phome: (800) B25

Clinie phone number(s)

Clinic fax number(s)

Jd  Tuberculosis o HIy

O Prenatal Care d General Healt

QO Cancer PAQ??C,

d [Habetes PA

1 agree to notify my faiwre health care providers of my enrolim
e BN Health Network ta help Faci@ ate the tranider of my n
wecords. | unckevstand and corest ta MCH martaining reconds
coniaining seradive health information Jesamples: 4V stafus a
riformatian st menlsl healls s i my hegith pane pros
bl 1 information ks needed for eny Ereanmant, | stk
sl future health care providers to Rave acress to thase medi
thuill my health care providers leel e necediady for iy medic
reanment andlor concinued sCreening

Authorized individuals fromm MON may contact me by phone,
petvon regarding fnlloa up ard referral for my Eregtmard ioe
conditions, Thise individuals will sdhere 12 federally mands
confidentiality, privacy acd security procedures. This conser
meenain in efiect for two years (I montha] from the date 5
Friy Pt ipation in the Health Notwork Pud encled for anoli
can subimit & writhen request any time to leave the Health Metwn .
bt the beealth fxsues that MEN 18 suthardzed to sddress. | also
undersbirsd THan | Bave & Aght [o recene g oopy of ey medical recerds on
i it AT apon wiitten re gt

s BUstwess
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HERERY RELEASE MCHL ITS EMPLOYEES, OFFRCERS, INRECTORS. COMSULTANTS, REPRESENTATWES, SUCCESSORS, AND &
ANY ARD ALL DLABAS, CAUSES OF ACTIONS, DAMAGES, LDSSES, EXPENSES (INCLUDING ATTORMEYS' FEES), AND LIABILIT
WHATSOEVER ARISING OUT OF MY ENSOLLMENT IN THE HEALTH NETWORK AND MY HEALTH CARE TREATMENT RESLILT
M THE MEALY

*PARTICIPANT SIGNATURE
{or Sagriture of Legsl Representatios)

Relationship of Legal
| Representative 1o Patient

Witness Signatura

EXPIRES IF They

ASSISTANCE
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Migrant Olimicians Mebwork Busimess Phome: (512) 327-2017
PO Bax 164205 Confidennial Fax: (512) 2276140

Austin, Texas THT 16 i Confldential Fhone: (S]] B25-H205
Migrant Clinicians Metwork

PARTICIPANT INFORMATION SHEET | MCN HEALTH NETWORK

Marital Status: 5 Married 0 Widowed

"REQUIRED
| First Name Last Nammie|s) '
| Mother's Malden Mame Birth Date (Manth / Day [ Fear] |
| City Gender: a  Female o  Male |
| Place of birth:  Sgate O Single O Divorced 9 Other:
| Country
| RacefEthnicity: O \White — Non-Hispanic/fLatine 14  Black - Non-Hispanic/Latino a  HispanicfLatino |
| 3 Asian — Non-Hispanic/Latino d  Indigenous 2 ther:
| Language(s) a  English O Creole Language you prefer to be contacted in:
| Spoken: a4  Spanish g Other:
| Occupationfs) O Farmworker 0 Construction O Retired |
| {from pasttwo O Homemaker o Factory g Unemployed
| years): a  Student o Child care o Other: |
Current @ Farmworker Camp Housing o lai g Homeless |
| Residence: a  Home 0 ICE Detenthon Center o Other:

Street / P.O Box Clty State Zip/Country |
| *PHYSICAL ADDRESS: '

| *MAILING ADDE

I5 It ok if we talk to people that answer this phone about 2 Yes *INITIALS:

gur personal health information? (if yow do not checkoff O No
ber hox, or you do Aot dniral, pour answer will be Mo =)

LIME [ CELL / WORK:

DTHER CONTACT INFORMATION "R PARTICIPANT (Place you normally mave to):
Box City State Zip/Country

ME NUMBER [with area Code)
HERAE f CELL / WORK:

ok if we talk to people that answer this phone about O Yes *INITIALS:

yoll personsl health information? (if youw doned checkoff 0 Mo
] B o, or you do ot knifial, pour answer will be “No )

B we can contact if we cannat reach you at sither of the Incaticns you :lru'ndeci In d-:ungﬁ-lts
o contact that Family member or friend to assist you in receiving continued health care, which may require
| discussing your health conditionis) with this individual, You do not have to provide this additional contact infarmatian.

| First Name Last Name Relationship to Participant
Street / P.O Box City State Zip/Country

Is it ok if we talk to people that answer this phone g Yes *INITIALS:
bout your personal health information? (i pou do not a Mo
aff either bow, or pou do ar initial, pour anewer will be “No™)

Page 2 of 2




Opftional Information
for Enrollment

PRAPARE

* Protocol

* Responding
« Assessing

« Patients’

* Assets

* Risk

* Experiences




PRAPARE DATA

21 questions
to determine
SDOH
issues

Has Lack of
transportation
kept you from

medical
appointments,
etc.

Are you Hispanic or Latino?

Are you worried
about losing
your housing?

What language are you most
comfortable speaking?



PAVENE
to Enroll




Option 1

We Interview:

1. Simply have us interview the patient, we explain the
program, fill out the forms

2. We will then fax the forms to you to have the patient
sign them™

3. Then fax us the signed forms along with the patient’s
medical records

*Please be ready to have the patient sign the faxed
consent form immediately after an interview.

23



Option 2

You Interview:

1. Fill out the information about the patient

2. Have the patient sign the consent form and provide all
the contact information (must include phone
numbers)

3. Faxthe signed forms and medical records to Health
Network staff

24



Regardless of which option you
pick, we will need...

1. The signed consent form
2. The contact information
3. The medical record or summary

before we can provide the
navigation for the patient.



Challenges
to Success

Staff turnover at clinics
(#1 Challenge)

No single health center point
of contact
(Close 29)

Patient Cooperation
ldentifying mobile patients
Incorrect patient information

Delay in enrollment




Single Point of Contact

Migrant Clinicians Network
PO Box 164285
Austin, Texas 78716

Business Phone: (512) 327-2017
Confidential Fax: (512) 327-6140
Confidential Phone: (800) 825-8205

Migrant Clinicians Network

ENROLLMENT IN THE MCN HEALTH NETWORK

Enrolling Clinic Clinic phone numberi(s)

Clinic fax number(s) >

Security Question #2; /_\

Please indicate the health area(s) for which the participant is O Tuberculosis d HIv A
being enrolled. If the participant’s health status changes O Prenatal Care O General Health
during enrollment in the Health Network, additional areas O Cancer

Patient’s father’s first name?

may be added with the participant’s verbal consent. Diabetes

e —
CONSENT FOR RELEASE OF MEDICAL INFORMATION

First Name Last Name(s)

Alias, Nicknames, Etc Birth Date {Month / Day / Year)

Awstin, Toxas 78716

Business Phose (5
Comfidential Fax: (3
Confidential Phome (800]

Mg an Chnic oy Natwork

ENROLLMENT IN THE MCN HEALTH NETWORK

' Eneolling Clinic
E-mail address

Contact person at Clinic

—mm o1 Patient’s city of birth?

Security Question 82 Patient’s father's first name?
Please indicate the heaith srea(s) for which the participant is
being enrolled. If the participant’s health status changes
during enroliment in the Health Network, additional areas
may be added with the participant’s verbal consent.

Clinic phone number(s)
Clinic fax number(s)
O Tuberculosis Q HV
O Prenatal Care O General Health
O Cancer
O Diabetes

CONSENT FOR RELEASE OF MEDICAL INFORMATION

First Name
Alias, Nicknames, Etc

The Heaitn Networs currently neips wth conteuty of care for people
with infexctiown, chrorve dinesues o other healthcare conceer () MCN
2 10n GrORE (Gmadny (00 dating my ervilmend 0 The Hedlth Network
31 0 Cont to me. [4) WICH may not be able (o cbtam hesith care
romders IRat are valable 1o are for y oRB L0 ot o Cont 1o e, (]
1ha PaIN Care Broviers who Wil be provang My reatment are
mdependent snd not emplavees of MON and () MCN 80F3 1ot provde.
3 ot resgonubie tor, sy Pealth care trestment, of the outcomes of
Mach Treatment, 1 Correction with arvy o 3 of the HeaTh Network
promcts

ag7ee 10 partopate in the Mealth Network, and | understand that my
rctected he st imdarmation s gerson informaton wil oriy be
releaned o the purpores of rmry medical Ereatment. heatheare
CPETIIONS, DAYTENL, OF Pursant 10 My SUEhOAERION

39 NOT horize MACN 04 Tutiosd TR Care DHOAGONS 10 Tidwe SCEHS
10 rry medical records around issue(s] lated heve

T BSAn Bage f Aer o)

Last Nameds)
Birth Date (Month / Day / Year)
1 agr ly my

wler of mvy madeal
#cords | uneritind and orment 1 MCN mantaining records for me
Cortanng Lermtive health formston {enamgues WY 1tatus and/or
formation sbout ments bealth ]  my heath Cate provdar
Db I AOMMATON 1 hareched 10 My trestmant. | SAhorie MO
30 future hesith Care Browiders (o Aave KLESS 13 Ehose medial recordy
that my heath care prowders feel are necessay for my medeal
reatment and/or Contirmed wrbening
Atnonzed indvisais om MON may COMACE me by Dhone, mad o in
eeson regarding follom o ar rebert s far ey treatrmect for these
cordtions Theve eelividuasly wil adbers 10 lederaly mardated
comfentialy, privacy and securty procedures. This consent form will
for twe signed or urtil
oy At ation i the Heith Network b ended for sncther comson. |
30 SubrTeE 3 MIRIEN FEQUETE 3y THn 10 b e Health Networt o to
et the heaith issues ot MG is suthorived to sddress. | also
understand that | haee & right 1o recene a copy of my medical records on
Hie with MCN upon wrtten reguest

WERERY RELEASE MON, 1T EMPLOYEES, OFFICERS, DIRECTORS, COMSULTANTS, REPRESENTATIVES, SUCCESSORS, AND ASSIGNS FROM AMD AGAINST
ANY AND ALL CLAMS, CAUSES OF ACTIONS, DAMAGES, LDSSES, EXPENSES (EINCLUDING ATTORNEYS' FEES), AND LABILITIES OF ANY OND
WHATSOEVER ARISING OUT OF MY ENROLLMENT I THE MEALTH NETWORK AND MY MEALTH CARE TREATMENT RESULTING FROM MY ENROLLMENT

4 THE MEALTH NETWORK

“PARTICIPANT SIGNATURE
{or Sgnaturs of Legad Representative]
Relationship of Legal

| Representative to Patient

*REQUIRED

Witness Signature

W srcommrsd (A0t whenever posvibie, you rovd the Port <yt wah & 0oy of ths (onsent for Reieoue of Mesbyo! Records gng VKN Hepih

Netwsrh freplmgnt form when ¢ 4 campicted

Pagelof 2



© Ryan K White

Educating patients (using your trust relationship)

e How HN works and how they will benefit from participating
(clinical support)

e How touse HN
e How HN keeps all patient information confidential

e The benefits, responsibilities and expectations



Maintaining a Patient in Care

The Patient’s Role...
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Inform HN of any
phone or address
changes and
contact HN staff
after arriving in a
new area







Notify new clinics
of enrollment in HN




Team-Based Approach

Ca




Health Network Summary of Services
(.

Contacts patients on a scheduled basis

Contacts clinics on a scheduled basis

Assists patients in locating clinics for services
and resources. Transportation/Scheduling

Reports outcome back to enrolling clinic

/"N
= O
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Tools for Maintaining a Patient in Care

Make sure patients have the HN toll free number:

800-825-8205
o]

01-800-681-9508 if calling from Mexico



Enrollment resources at your fingertips:
www.migrantclinician.org/services/network

O HeWeIwork e

e

g i
KRR -
|, [— ‘
Informational Download Enroliment
Videos about Packets in English,
Health Network Kreyol, Portuguese

and Spanish



Business Associates Agreements

Required to be compliant with HIPAA



Health Network IMPACT

Bridge between patients and their providers
Fewer patients lost to follow up

Higher % of patients completing or continuing
treatment

Treatment completion reports

Improved patient participation




Contact Us

e Health Network telephone:

800-825-8205 (U.S.)
01-800-681-9508 (from Mexico)

e Health Network fax: 512-327-6140
e MCN website:
If you have additional questions about the program,

you may also contact:

Theressa Lyons-Clampitt: 512-579-4511
or tlyons@migrantclinician.org


http://www.migrantclinician.org/
http://www.migrantclinician.org/
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