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HOUSEKEEPING

CJnp :
‘ U ' Your lines are currently muted.

You can raise your hand to have your line unmuted,
- or type into the Chat or Questions boxes.

This session is being recorded.

Slides and a recording will be available after the webinar.

© Washington Association for Community Health




MIGRANT CLINICIANS NETWORK

Health Network M@

A Care Coordination Program for
Patients Who Move During Treatment A force for health justice for

the mobile poor




MIGRANT CLINICIANS NETW ORK

“To be a force for health justice

for the mobile poor”

Training &
Technical
Assistance Services

Continuity Environmental Health Justice
of Care and Occupational Advocacy
Health

Violence
Prevention




MIGRANT CLINICIANS NETWORK

MEN office Locations

Clinton, NY

Greencastle, PA© @ Salisbury, MD




constituents




Resource

Networking Development

MIGRANT CLINICIANS NETWORK

Program Advocacy
Development and Policy

Information Technical
Dissemination Assistance




MCN’s Primary
Constituents

Immigrants

¢ Health educators
¢ Nurses

e Primary care providers

e Dentists
. : Federally
e Social workers funded
: Migrant &
3 Community
* CHWs Health Centers

e Outreach workers

e Medical assistants

State and local
health
departments






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 y
6% 7
Mental Health/
Neurological
7%
Developmental
1%

Respiratory
Diagnoses
6%
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2,951 total clinics in U.S.

and over 114 countries




Health Network Enrollment Criteria

Patient is:
1 e Mobile / Migrant

e Thinking of leaving area of care

2

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

© Earl.Dotter



Forms Required
for Enroliment




Migrant ClinaCiass Network
PO Box 164285
Austin, Texas 78716

[ Entolling Clinic

E-mail address

Contact person at Clinic
Patient’s city of birth?
Security Question #2: Patient’s father’s first name?
Please indicate the health lreals)_l'or wh;h i!_\e-;;uci;am Q
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,

lame
Nicknames, Etc

th Network currently helps with continuty of care for people
tious (hronee ilinesses or other healthcare concerns. (i) MON s
fit company coordinating my envalment in the Health Network
to me; (i) MCN may not be able to obtain health care
hat are avnlable 10 care for my condition st MO COME tO me, (i)
L300 providers who will be providng my treatment e
t and not employees of MON; and (iv) MON does not provide,
wponsible for, any health Care trestrment, or the outcomes of
WL, i CONNCTION with arvy OF 3l of the Health Network

Must have the

Bopate in the Health Network, and | understand that mry
th information and penonal information will only be
tr purpoies of ry medical treatment, heathcare
ment, Of puriuant to my authorization

signature of a .
witness to €ONsE

12 MCN of future health care providers 10 hawe acoess
words around issue(s) lated here

-+ A MO0 page f Aceded)

Migrant Oinicians Network

ENROLLMENT IN THE MCN HEALTH NETWORK

CONSENT FOR RELEASE OF MEDICAL INFORMATION

Business Phone: (512) 327
Confidential Fax: (512) 327
Confidential Phone (800) B2

Clinic phone number(s) m o
Clinic fax number(s) e Ical
Contact -
J Tuberculosis g HWv
O Prenatal Care O General Healt
J Cancer
J Diabetes

Last Name(s)
Birth Date (Month / Day / Year)

Vall:d if sent Within 5

u.smess days of
bemg Signed by
Patient, remaijns
valid for 24 Months
rom the date Sighed

| agree to notify my huture health care providers of my enrolim
the MON Health Network to help factate the transter of my n
records. | undentand and corsent to MCN mantaining records
contaning serative health mformation (examples. MV status 3
riormation shout mental health nawes) f my hesith care prow
beleves tha information is needed for my treatmant. | author
and future health care providers 10 have aCCess to those meds
1At my heath care pronders feel are necessary for my medic
treatment and/or COntinued sreening

Authorized individuals from MON may contact me by phone,
person regarding follow up and referral for my treatment for
conditions. Thewe ndividuals wil sdhere 10 lederally mands
confidentiality, privacy and security procedures. This conser
remain in effect for two years (24 months) from the date 1

iy PATIIDRton in the Health Network has ended for anot

<an submt 3 written reQuest any time to ledve the Health Netwu. -
St the health nsues that MON is suthorized to address. | also
understing That | hive & rght 1o recens a copy of my medical records on
file with MON upon written reguast

| HEREBY RELEASE MON, (TS EMPLOYEES, OFFCERS, DIRECTORS, CONSULTANTS, REPRESENTATIVES, SUCCESSORS, AND A
ANY AND ALL CLAIMS, CAUSES OF ACTIONS, DAMAGES, LOSSES, EXPENSES (INCLUDING ATTORNEYS' FEES), AND LIABILIT
WHATSOEVER ARISING OUT OF MY ENSOLLMENT IN THE HEALTH NETWORK AND MY HEALTH CARE TREATMENT RESULY
N THE HEALL

Fénew theijr Consent
oue AMter it expires if
they still neegy

*PARTICIPANT SIGNATURE

{or Sign of Lngsl Repr i
Relationship of Legal
| Representative to Patient

Witness Signature

We recomemend thot, whenever you prowide the participont with a copy of this Consent for Release of Med

 compicted

Page 1ot 2



Migrant Clinicians Network Business Phone: (512) 327-2017
PO Box 164285 Confidential Fax: (512) 327-6140

Austin, Texas 78716 Confidential Phone: (B00) B25-8205
exas 78716 e - onfid Phone: (800) B25-8205

PARTICIPANT INFORMATION SHEET | MCN HEALTH NETWORK

= = *REQUIRED
| First Name Last Name(s) '
| Mother’s Maiden Name Birth Date (Month / Day / Year)
' City Gender: a Female a Male
| Place of birth:  State a  Single 0 Divorced Q Other: :
| Marital Status: 3 Married O Widowed
| Country
| Race/Ethnicity: O White - Non-Hispanic/Latino O  Black~ Non-Hispanic/Latino O Hispanic/Latino
‘ @ Asian — Non-Hispanic/Latino O Indigenous Q Other:
| Language(s) Qa  English a Creole Language you prefer to be contacted in:
| Spoken: 2 Spanish QO Other:
| Occupation{s) o Farmworker g Construction U Retired
M u St h ave |lfrom pasttwo @ Homemaker a Factory g Unemployed
| years): a  Student a  Child care O Other:
h r ki n | Current Q9 Farmworker Camp Housing a Jail 0 Homeless |
t e WO g | Residence: a Home Q2 ICE Detention Center g Other:

CURRENT CONTACT INFORMATION FOR PARTICIPANT:

phone numbers

Street / P.O Box City State Zip/Country |
. *PHYSICAL ADDRESS:
or e-ma|| | *MAILING ADDS
' *PHONES BER (1 Is it ok if we talk to people that answer this phone about 1  Yes *INITIALS:
0 gur personal health information? (ifyoudonotcheckoff Q No |

box, or you do not initial, your answer will be “No”)

Box City State  Zip/Country

| Mailing
INE NUMBER (with Area Code) ok if we talk to people that answer this phone about O Yes *INITIALS:
| HOME / CELL / WORK: personal health information? (fyoudonotcheckoff O No

box, or you do not initiol, your answer will be “No”)

 we can contact if we cannot reach you at either of the locations you provided. In doing this |
contact that family member or friend to assist you in receiving continued health care, which may require
| discussing your health condition(s) with this individual. You do not have to provide this additional contact information,

| First Name Last Name Relationship to Participant

| Street / P.O Box City State Zip/Country

| *PHONE NUMBEFR Arca COS Is it ok if we talk to people that answer this phone a Yes *INITIALS:
OWAE / CELL / WORK: bout your personal health information? [if you do not a No

off either box, or you do not initiol, pour answer will be “No®)

Page 20f2



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.

24



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

25



Challenges
to Success

Staff turnover at clinics
(#1 Challenge)

No single health center point
of contact
(Close 2"9)

Patient Cooperation
|ldentifying mobile patients
Incorrect patient information

Delay in enrollment




Single Point of Contact

Migrant Clinicians Network
PO Box 164285

Austin:Texasyg /10 Migrant Clinicians Network

ENROLLMENT IN THE MCN HEALTH NETWORK

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

Enrolling Clinic

Clinic fax number(s)

Clinic phone number(s)

Security Question #2: Patient’s father’s first name?

T~

Magramt Clmsciams Netwrt
10 Box 164285
Austin, Tewas 74716

Mgr st (i oy Wertmiet

Basiness Phone: (517) 52
Contidential Fax: (3
Confusrnrial Phose (W00}

ENROLLMENT IN THE MCN HEALTH NETWORK

| Ervolling Chnic

:t-«ulm
- Contact perion at Ok
Patient's city of birth?

R B o
Please induate the health areals) for which the partcipant i
being enrolled I the participant’s health status changes
during ervollment in the Health Network, aadtional areas
| may be added with the participant’s verbal consent.

Clnc phone numberfs)
Clinic fax rumber(s)

Q  Tuberculoss Q Wy

J Prenatal Care O General Health
Q Cancer

J Dabetes

CONSENT FOR RELEASE OF MEDICAL INFORMATION

Cumrenthy heips weth contrasty of care for peopie
N ATt (P B OF STt W e Corarra [ BACN A
1, DA {0y (OO Brating vy EnvOmENt 1 D e ST Netmort
24 0 cont 10 me. [4) MACN may moot Be abde 15 cbtaes beath care
Eroers I e remlable 1o arr for ey conden ot o (o ba (5
U Paah (e ey mhg ml b rwabeng oy eatment 2
deperabert and not empRoyees of MON. 3 () MON 8063 50t grmide.
5 PR Fesleorbie o, oy M AT Care e s G e Gt
M) 10 S, . OMCTON wiTh bg 4 30 of The M bT Voot

Please indicate the health area(s) for which the participant is O Tuberculosis O Hiv
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 | Fiest Name
may be added with the participant’s verbal consent. Diabetes -
v

CONSENT FOR RELEASE OF MEDICAL INFORMATION
First Name Last Name(s)
Alias, Nicknames, Etc Birth Date (Month / Day / Year) o

| 810 10 Bl gute (R e pth Metart poed | umdersland at my
Protected e sl cobor mat e et peeacor sdormaton el orvy be
FHILES K7 T (o OLE B oy B TS P T B8
ORISR, BIPERL OF PUPKAN 15y SUEROrIITOn

185 NOT suthuorise MON o Atire Mol Cars promidert. 16 Pubwe ACCHE
10 g b bl oo @ around et s] kated hare

P

Last Nameds)
ST Dt ooy ot

e 15 motity my o -~
-
FOCBr®L. | rierit nd 3 (Pt 16 MON msLinang 1ecor 1 1 e
Cortarng wrative heath mhormat on (examenes WY ALt andor
o O My e PN A § ey RN LA et
oy e gt oy maeied oo oy reatment | mabETe MOW
a0 hture beath Care proveder 10 Aawe KLEN 1 thome medial records
AR oy Pt ST it Gt betd i b3ty box oy Sl
et bodicn (Ont et i g
Arhorues nan trom MON My CORLICT ma By hone, mad o in
i rrgarang koo 10 e Hher i e ey tre pmert b these
Cordtams Theie rdidars wi sdbhers 16 trdes sy mandeted
Conbctent akty. prracy s securty ocedes This consent borm wil
por vgred o et
Y Pt The TN Perteirk han eoied bid bt Franon |
3 AT 3 IR e by T T et Tt MEATR Nty O 10
et e Rt i That AACN 1 musborised o s | 6
et VLo 1R | N & g 1O PR 8 (O Of Py el trcerds on
Hn ot WA o Tt rest

ASE MON, (T3 IMPLOVEES, OFFICTRS, DMCTONS, CONSULTANTS, RPRESENTATAVES, SUCCESSORS, AND ASSIGNS FROM AND AGASST
CLAES, CAUSES OF ACTIONS, DAMAGES, LOSSES, DIPFASLS (INCLUDING ATTORNIYS' FEESL AND LABILITIES OF ANY DNO

WIHATSOOVER ARISNG OUT OF MY (NROULAENT 8y THE MEALTH N TWORK AND MY s AL TH CARE TREATRIENT RESUL TN FROM MY ENROULMENT

94 ool MLALTH M TWORK

| *PARTICIPANT SIGHATURE
lar Sugratare of Logal Repersamtatne]
 Relationship of Legal

| Reprosentative to Patient

*REQUIRED

Witness. Sgnature

W 1y INGE AP S AL i VT The TS SOt et 8 Oy A 184 (st By AP 38 NS Y Secrls gnd MUY MEeTh

AeTm [ gt form o £ 1 competes
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Educating patients (using your trust relationship)

© Ryan K White

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

How to use HN
How HN keeps all patient information confidential

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

G




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

/0y
= &
(el — 0l



Tools for Maintaining a Patient in Care

THIS IS NOT A MEDICAL INSURANCE CARD.
ta no es una tarjeta de SEZUTO médico.

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

‘/Q;\Hetu‘Ieiwork -
_ -
e—3 L =
m How 1 St Up Heelth _______P':
= , [y
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




THANK YOU

Save the Date!

Trauma Informed Care
Friday, March 22
8:30 am —4:00 pm
Tacoma, WA

Washington
Association for

Community Health

Community Health Centers
Advancing Quality Care for All

wacommunitvhealth.org




