r,;e: FOOD AS COMMURITY

.' MEDICINE FOOD BANK

Hayward Wellness Center
e erra Orm 664 Southland Mall Dr. Hayward, CA 94545
Bay Area Community Health
39500 Liberty Street Fremont, CA 94538

Fax Referral and DX Medical Records

Fax (510) 636-4916 or encrypted email to Axis Community Health
myorozco@accfb.org & SVazquez@accfb.org Address:
Other:

Questions? Call (510) 875-7852

Referring Provider Information
Office Contact Name: Date of Request:

Email:

Phone Number: Fax Number:

Alliance Member Information

Last Name: First Name:

DOB (MM/DD/YYYY): Alliance Member ID:

Address:

City: State: Zip Code:
Phone Number: Home Cell Email:

Does this patient need interpreter services? Yes No Preferred Language:

Eligibility Criteria (Must meet at least one (1) to be eligible, please select all that apply.)

Patient Qualified Condition: Has chronic conditions(s), such as but not limited to diabetes, cardiovascular disorders,
congestive heart failure, stroke, chronic lung disorders, human immunodeficiency virus (HIV), cancer, gestational
diabetes, or other high risk perinatal conditions, and chronic or disabling mental/behavioral health disorders.

Associated Diagnosis ICD-10 CODE/S:

Extension Request: Medical necessity for an extension would be an acute worsening of the patient's condition
or the patient is at high risk for re-developing significant illness). Signature:

Confirmed patient is not receiving duplicated support from state, local or federally funded programs, and has been
considered first before using Medi-Cal funding.

Service Requested: Medically Supportive Food and Nutrition One (1) grocery box per week

Services—Includes medically supportive groceries Vil Nuirten Cersdin

Does the patient consent to participating in this 12 week, medically supportive food and nutrition program? Yes No
Is the member currently linked to a case management team? Yes No
Does the member need additional case management services? Yes No

The patient has access to (please select all that apply): Microwave Refrigerator



Eligibility Criteria List o s

Reviewer’'s Name:

Diagnosis Codes:

D Member has chronic or other serious health condition(s)

that are nutrition sensitive, as listed in the DHCS Policy Guide on
page 35 and MSF services are part of a clinical care plan:

Cancer-active diagnosis and part of the Member’s clinical care
plan to address or mitigate nutritional needs (Example: to address
weight loss and/or malnutrition)

Cardiovascular disorders such as:
Hypertension: (2 separate readings, 1 within last 30D)
Adults: 2130/80; Pediatric: >95th percentile or >130/80)
Hyperlipidemia (lab values within 6 months of start of service)

Adult: Total Cholesterol 2200, LDL=130, HDL < 40, non-HDL
2130, OR TG 2150;

Pediatric: Total Cholesterol 2200, LDL=130, HDL <40, non-
HDL =145, TG 130 for <10yrs or TG =100 for children >10yrs

Stroke with one of the above cardiovascular comorbidities and/or
Diabetes

Chronic/End-Stage Kidney Disease: GFR < 60 (Lab value
within 6 months of start of service)

Active diagnosis of one of the conditions below and part of the
member’s clinical care plan to address or mitigate nutritional
needs) Ex: to address wright loss and/or malnutrition

COPD

Asthma

Human Immunodeficiency Virus (HIV)/AIDS
Congestive Heart Failure
Diabetes Type 2 (HgbA1c 26.5 within 6 months of start of service)

Elevated Lead Levels: =3.5ug/dL (labs within last 6 months start
of service)

Liver Disease (elevated liver enzymes within last 6 months of start
of service)

Fatty Liver (confirmed by biopsy or imaging within last 6 months
of start of service)

Malnutrition: Adults: BMI < 18.5 kgm2 for adults; BMI <5th% for
peds

Obesity using height measurement within last year & weight within
the last 30 days

Adult(defined as BMI >30.0kg/m2)
Pediatric (<18) Obesity (BMI >30 OR BMI 295%ile}
Other Metabolic Disorders (not limited to below)

Pre-Diabetes (Lab value A1c 25.6 within last 6 months of
start of services)

Gl conditions that are nutritionally sensitive (ie: IBS)
Gestational diabetes: 3 HR GTT 2140mg/dl within 30 days of ser.
High risk perinatal nutrition sensitive conditions deem by OB

Active and chronic Disabling mental/behavioral health

disorders causing inability to maintain independence living
(Serious Mental Disorder as defined by California Welfare & Institutions Code (WIC) 5600.3}

Contact Number:

What should be included in the documentation:

Check list below and attach all supporting documents
with each referral form to avoid delays in
authorization requests.

Referral Form (CS Request)
All sections filled out completely

DX that meets criteria
Refer to condition and eligibility criteria

Recent doctor visit note (within last 30D)
Clinical Care Plan (within 30D of request date)
Condition being treated

Explanation of how medically
supportive food will impact dx

Example: Assessment/Clinical Care Plan
Type 2 Diabetes

Patient has uncontrolled Type 2 Diabetes.
Despite meds and diet, A1C remains high.
Medically supportive food is recommended to
improve control under diabetes criteria by
increase vegetable and fruit consumption.

Labs (within 6 months of request date)
Active Diagnosis List

Recent Vitals: Weight within last 30 days, two
different BP readings (one within last 30D,
Height (within 1 year)

O Member has a qualifying nutrition sensitive
diagnosis that meets criteria definitions as above,

with updated labs and/or weight.

U Updated RD assessment indicating:

o To what degree members are obtaining and eating
food/meals provided

o Impact on condition

o New nutritional must show adherence to provider
visits, medications, laboratory testing, and/or other \
parts of the clinical care plan.

o.‘
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