MIGRANT CLINICIANS NETWORK

Health Network M“EN
A Care Coordination Program for

Mobile Patients




MIGRANT CLINICIANS NETWORK

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

Environmental Continuity of Cancer Violence Training &
and Occupational Care Prevention Prevention Technical
Health Assistance Services



MEN Office Locations

Clinton, NY

Chico, CA

Greencastle, PA

.
Salisbury, MD

() Austin, TX



10,000 +
constituents




MCN’s primary
constituents

eHealth educators
eNurses

ePrimary care providers
eDentists

eSocial workers

*CHWs

eQutreach workers
*Medical assistants

Federally
funded Migrant
&
Community
Health Centers

State and local
health
departments



Resource
Development

Program Advocacy
Development and Policy

Information Technical
Dissemination Assistance







“Mobile-Friendly” Care Management AND
Referral Tracking and Follow-up
Health Network
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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.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



MCN’s Health
Network does not
discriminate on the
basis of immigration
status and will not
share personal
patient information
without patient
permission



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:

e A clinic / doctor / nurse is
waiting

e Updated records are
forwarded to clinic / patient

e Toll free number in the U.S.
and Mexico

e Better understanding and
diagnosis of condition

e Completion results stored in
patient file

e Patient confidentiality

©I):'Earl Dotter



Forms Required

for Enrollment




Migramt Clins i Metwork
PU¥ Box 164

Austim, Texas THT1G

Mligrami Chmbcians Metwork

ENROLLMENT IN THE MCN HEALTH NETWORK

[ Enrelling Clnie
| E-miadl address

| Contact parson at Clinic

Patient's city of birth?

| Mlease indicate the health areafs) for which the participant s
being enrolled. If the participant's health status changes

| during enrallment in the Health Network, additional areas

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

CONSENT FOR RELEASE OF MEDICAL INFORMATION
Last Name{s)
ST TANES iy e/ N

[ First Name
| Alias, Micknames, Etc

The Health Network oerently helps with continasty of care for people
waith irdactiouy cRrers llneied of other Beditheare coneeern, (i) MON &
a nen: profit company coordinsting my eesodmest in ife Healif Metwork
at no cost ta me; (i) MCN may et be able 1o obtain health care
prenviders thad are available 1o care Tor my condition at ma cost 1o me; (§)
tha healih care providen who will be providig my treacment ao
irdependent and not employess of MON; amd {iv) MON does not proside,
and I ol resporsible for, any Bealth care trestrment, or the oultomes of
such Ereatment, in ConrscTion with ary or all af the Health Netwosk
projpcts

| agres to participate in the Health Netwark, and | anderstand that my
protected health information ard perwnal infarmation will orly be
releasnd for the purposes of my medical treacment, healthcars
OpErations, payment, or parsuant bo my authorization

| da ROT authorize MCN o future health cre providers 1o Rawe sooess
o ey medical records arcund |ssue(s lsted here

{ariack sddtioral pege |f peeded)

HERERY RELEASE BACH, iTS EMPULOYEES, OFFRCERS, DIRECTORS. COMSULTANTS, REPRESENTATWES, SUCCESSORS, AND A
ANY ARD ALL CLAMS, CAUSES OF ACTIONS, DAMAGES, LOSSES, EXPENSES [INCLUIDING ATTORNEYS' FEES), AND LIARILIT!
WHATSOEVER ARISING OUT OF MY ENSDLLMENT IN THE HEALTH NETWORK AND MY HEALTH CARE TREATMEMT RESULT

M THE HEALY

*PARTICIPANT SIGNATURE

© jor Sgrature of Legsd Repressntaties]
Relationship of Legal

| Representative 1o Patient

W rpcormmed Ehat, whendver

Enrativment fovig i campleted

Patlem's father's first name?

Witness Signatura

fir, pou pronide The parficisenl with o copy aff this Conseal for Reivase of R

Basimess Phise: (512) 327
Confidential Pax (512}
Confidential Phowe: (B00) 525

Clinie phang numbens] nd
Clinic fax number{s) Contact Pal‘th
Pant
T O Tuberculosis a HW
O Prenatal Care O General Healt
O Cancer
d Mabetes

Valid if Sent withjn 5
b .

Usinegg days of being signed
Y patient, T€maing v,[;4 for
24 monthg from the date

Signed

I agree to notify my fetere health care providers of my ennolim
ke BN Health Network ta help Facl@ate the transder of my
mecords. | undertand and cordest to MCH mastaining records
containing seradive health information {esamples: MV status a
riormation sbout mentsl health o] if my health care prowi
halasas (e information 5 nesded for eny treanmant, | suthaoe
and future health are providers to kave acress to those medi
that my health care providers feel are necesssny for my medic
treabment andf'or continusd scroening

Authorized indivicisals from MON may costact me by phone,
petion regarding lollow up and referral for my Ereadment lod
condtions. Thes ndviduals will sdhets 1o federally mancds
confsdentiality, privacy and security procedures. This conser
weenain in efiect for two years (T4 monthe) from the date 1

iy BT ipatioe 10 Che dealch Nevework Pud evdded e sl

can subimret & wriitken request any time to leave e Healif Metwon -
it the health issues that BCN is sutharized to sddress. | also
underitind that | have & right 1o necenns @ copy of my medical records on
il with MO upon wiitten et

Parti
art1c1pants may rene
W

their
consent fter :
arter it exp:
XPires

PagelotZ



Migrant Climicians Metwork Busimess Phone: (512] 327-2017
PO Box 164205 Confidential Fax: (512) 327-6140

Austin, Texas THT1G e Conflidential Fhone: (S]] B25-H205
Migrant Clinickans Metwork

PARTICIPANT INFORMATION SHEET | MCN HEALTH NETWORK

) ) ) "REQUIRED
| First Name Last Name(s) |
E kiother's Malden Name Birth Date (Manth / Day | Year] |
| City Gender: a  Female o Malke |
| Place of birth:  State _ J  Singhe 0 Divorced 2 Other:
| Marital Status: 5 pMarried 0 Widowed
| Country
| Race/Ethnicity: O ‘White - Non-Hispanic/Latine O  Black - Non-Hispanic/Latino 4O  Hispanic/Lating
O Asian—MNon-Hispanic/Latine O Indigenous Q  Other:
Language(s) O English o Creole Language you prefer to be contacted in:
| Spoken: @ Spanish Qo Other:
| Occupation{s) O  Farmworker o Construction a  Retired
| tfrom past two O Homemaker o Factory g Unemployed
| years): a  Student O Child care o Other:
| Current 2  Farmworker Camp Housing o lai g Homeless
| Residance: O Home 0O ICE Detention Center o Other:
Street / P.O Box Clty State Zip/Country
| *PHYSICAL ADDRESS:
| *MAILING ADDE
| *PHONEMUBBER (witn Area Cod I= It ok if we talk to people that answer this phone about 2 Yes *INITIALS:
FUME  CELL / WORK: gur personal health information? (if yew do ned checkeff @ No
I #ifller hox, or pour do por daitkal, pour answsy will be “No®)
OTHER CONTACT INFORMATION "l PARTICIPANT {Place you normally move to):
. Box City State  Zip/Country
| Physical Address:

ME MUMBER [with frea Code) ok if we talk to people that answer this phone about O Yes *INITIALS:
HOME [ CELL / WORK: yolt personal health iInformation? (f you do ned checkoff 0 No
'|- 1 eithilk bow, or you do not initkal, your answer will be “No”)

& we can contact if we cannot reach you at either of the locations yau pruw.deﬂ.. In daoing this

| yau ge 0 contact that family member or friend to assist you in receiving continued health care, which may reguire

| discussing wour health condition(s) with this individual, You do not have to provide this additional contact information,

| First Mame Last Name Relationship to Participant

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

| *PHOMERUMBER (with fres Con 15 it ok i we talk to people that answer this phone g Yes *INITIALS:
e [ CELL f WORK: bout your parsonal health information? [ pow de not a Mo

afff gither box, or pou to por inital, pour anower will be “No®)

Page 2 of 2




2 Ways 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.

21



Option 2
You Interview:

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



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, Texas 78716

Business Phone: (512) 327-2017
Confidential Fax: (512) 327-6140
Migrant Clinicians Network Confidential Phone: (800) 825-8205
Migrant Clinscram Network

I'U(«nl '8! .
Austin, Touas 7716

Buines Phone
Comfidential Fax: (3
Confidential Phome (800]

Mg am Chriciamy Natwork

ENROLLMENT IN THE MCN HEALTH NETWORK

Enrolling Clinic Clinic phone numberi(s)

[ Envolling Clinic
P | €-mail addres:
Clinic fax number(s) .
Contact person at Clinkc
Security Question §1: Patient’s city of birth?
(TTESTTIT patient's father's first name?
nr mml&lhmhlﬁﬂvﬂﬁlm " IMDIMV QIMB
I 3 2 - being enrolled. If the participant’s health status changes
Security Question #2; Patient’s father’s first name? Quring envoliment in the Health Network, addeional areas

may be added with the participant’s verbal consent.
O Hiv :

O General Health

Tuberculosis
Prenatal Care
Cancer
Diabetes

Please indicate the health area(s) for which the participant is d
being enrolled. If the participant’s health status changes a
during enrollment in the Health Network, additional areas a
may be added with the participant's verbal consent. u]

First Name
Alas, Nicknames, Etc

The Heattn Networs currently heips wh (onteuty of care for people.
with infexctiown, chron dinesues o other healtheare conceer () MCN
2 10n BrORE (Gmadny (00 dating my ervilmend 0 The Hedlth Network
10 Cost to me. (4] WICH may not be able 10 cbtam health Care
roviders that are swimlable 10 Care for My (OnUON ot 10 CON 10 me, ()
Tha Faaltn care providers who wil be provilng my treatment are
mdependent and not emplayees of MON and () MCN 80F3 not provwde.
8 3 0t (s gomsbin fox, arvy Pt Care trestent, of the outcomes of
M Ereatiment, 1) ConecTion with ary or 3 of the HeaTh Network
propects

1 agree 10 parncpate in the Heath Network, and | understand that my
rotected heath imfarmation sed gerson nformaton wil oniy be
releaned o the purpores of mry medical treatment. heatheare
GPETRIONS, PIYMENL, O Puraant 10 My SUhONEAon

1105 NOT Suthorize MON 67 \itirs MesiTN Car DOVOS 10 Nbve B934
10 rry medical records around issue(s] lted heve

CONSENT FOR RELEASE OF MEDICAL INFORMATION

Last Name(s)

First Name

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

ottt sl page o nered]

ENROLLMENT IN THE MCN HEALTH NETWORK
Clinic phone number(s)
Clinic fax number(s)

9 Tuberculosis
O Prenatal Care
O Cancer

O Diabetes

Q Hv
J General Health

CONSENT FOR RELEASE OF MEDICAL INFORMATION
Last Namels)
S0 O pivs Doy tow)

afer of ey madeal

tocordh | urdenitand and cornent 1o MON mantaning records for me
Contarurng tertive heslth mlormation (examptes MY 1atus and/or
lormation sbout mentsl health nses]  my hesth (ate provder:
betaves tha bormation 4 needed fot my trestment. | thonie MCK
2l uture health Care raders 10 AavE SCLESS 13 Ehose medhcal recordy
that my heath care grovaders feel are necessary for my medical
treatment and/or Continued wreening
Authonzed indehssis brom MCN may contact me by phone, mai or in
erson regarcting folk o arel refer: i far oy trebtimect fox these
<corditions These ndrviduush wil adhers 1o tederally mandated
confsentialty, prracy and securty procecures. This consent form wil

for two vigned or it
oy (T i i1 e He ST Network s eecded hor st romon |
€31 Wb 3 WIRTEN TEQUES vy DA 10 Kerre The Health Neswar o 1o
St the heaith sues (At MCH i suthorived 10 sdress. | 3o
underitand that | Arve 8 gH 10 recerve 2 copy of my medical records on
e with MCN upon written regast

| HERERY RELEASE MON, ITS EMPLOYEES, OFFICERS, DIRECTORS, CONSULTANTS, REPRESENTATIVES, SUCCESSORS, AND ASSIGNS FROM AND AGAINST
ANY AND ALL CLAMS, CAUSES OF ACTIONS, DAMAGES, LDSSES, EXPENSES (INCLUDING ATTORNEYS' FEES), AND LIABILITIES OF ANY OND
WHATSOEVER ARISING OUT OF MY ENSOLLMENT 1 THE MEALTH NETWORK AND MY MEALTH CARE TREATMENT RESULTING FROM MY ENROLLMENT

194 THE MEALTH NETWORK.

“PARTICIPANT SIGNATURE
{or Sgnaturs of Legad Representative
Relationship of Legal
_Wmm?mma

Wir recommernd that, whenever possible, you provide the participant with @ copy of this

Mictwork [cpliment form when i i compieted

*REQUIRED

Witness Signature

wwend for Rriegse of Mol Records grg MON Heph

Pagelof2



Educating patients

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

e How to use HN

e How HN keeps all patient information confidential

e The benefits, responsibilities and expectations




Maintaining a Patient in Care

The Patient’s Role...



Provide as

many Hith- it -t
p h one HHEH-HEH-HHHH

HHEH-HHH-HHHH
numbers

as possible




Inform HN of
any phone or
address
changes and
contact HN
staff after
arriving in a
new area




Stay on
treatment as
long as
indicated




Notify new
clinics of
enrollment
in HN




Team-Based Approach

Ga




Health Network Summary of Services

(.

Contacts patients on a scheduled basis

ﬂ- .P— Contacts clinics on a scheduled basis

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

Reports outcome back to enrolling clinic

/'8N
= O
fa—Af



Health Network IMPACT

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

Higher % of patients completing treatment for
Active and/or Latent TB

Treatment completion reports

Improved patient participation




Enrollment resources at your finger tips

What is Health Network?

,:(Q;\Hewetwork

Informational Videos about Health Network

Que es lo Red de Salud?

What is Health Network?

e—3

How to Set Up Health
Network in Your Clinic

,@\ What Patients Need to Know
g Communicating with Health

Download Enrollment Packets in English, Kreyol,
= P=| Portuguese and Spanish

www.migrantclinician.org



Tools for Maintaining
a Patient in Care

Make sure patients have the HN toll free number:

800-825-8205
or
01-800-681-9508 if calling from Mexico



Business Associates Agreements

HIPAA BUSINESS ASSOCIATE AGREEMENT

n Migrant Clinicians Netwaork
Entity" or “Party”) (coll
“Part

B
“Agreement”) in v

entity involving the dfe o ated or
received by, business . Therefore, if businy cia
functioning as a busin 0 the following

a ditior

Definitions

in this Agr
regation, Designat
of Privacy Pra

ness Associate” shall gene:
CFR160.103, andin referen:

of Covered Entity].

(c) HIPAA Rules. “HIPAA Rules” shall mean the Privacy
EnforcementRulesat4S CFRPart 160 and Part 1t

Obligations and Activities of Business Associate

permitted or required by the

Required to be compliant with HIPAA



Contact Us

Health Network telephone:
800-825-8205 (U.S.)
01-800-681-9508 (from Mexico)

Health Network fax: 512-327-6140
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/
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