CITY OF PHILADELPHIA

DIVISION OF HEALTH AND HUMAN SERVICES

DEPARTMENT OF BEHAVIORAL HEALTH AND INTELLECTUAL disABILITY
SERVICES

DBHIDS INTEGRATED INTAKE
APPLICATION PACKET

The Department of Behavioral Health and disAbility Services has developed a single intake for
all contracted Behavioral Health Services. This form will be available on the DBHIDS and CBH
Websites. Please use these instructions to assure the accurate completion of this
comprehensive form. This application is also available in a fillable form for Adult Case
Management only.

Application Attachments

All Forms required to complete FOR ADULT CASE MANANGEMENT:
e DBHIDS Integrated Intake

Authorization to Obtain, Use and Disclose Health Information

Psychiatric Evaluation

Criminal History and Needs Assessment (optional)

Medical Evaluation (optional)

PLEASE NOTE THE FOLLOWING:

Please print clearly and legibly; or you may select the electronic referral version. Illegible forms will be
returned as incomplete.

Please complete application in entirety. Please refer to the explanations below for clarification on
terminology.

Documentation of Criminal Mental Health Court or Prison MH Reentry programs is required for
incarcerated participants.

Submission of this application does not guarantee acceptance to a case management program.

Referrals for adult Targeted Case Management must be emailed directly to
the service providers. Provider information is attached.



DBHIDS INTEGRATED INTAKE

APPLICATION PACKET DIRECTIONS

Page One

Referral Contact Person -- Please provide the contact that would receive questions or decisions on
this application.

Participant Name: (Last/First/Middle): Please print (No nicknames).

AKA Type: Fill in either-- Alias; Former Name; Maiden Name; Birth Name; Married Name; Other; Error
Address: Participant's permanent address --Please indicated where the personal is living if they are
currently in the community, or if they are not in the community, the most recent place they were living.
Gender: (1)Male (2)Female (3)Transgender (4)Male to Female (5)Female to

Male (6)Intersex (7)Genderqueer

Ethnicity Code: Fill in either Hispanic or Non-Hispanic

Race: Fill in one of the following: Refused to answer; Black/African American; Alaskan

Native; Native American/American Indian; Asian; Bi-racial/mixed; White/Caucasian;

Pacific Islander/Native Hawaiian; Other; Unknown

Sexual Orientation: (1) Heterosexual (2) Lesbian (3) Gay (4) Bisexual (5) Asexual

(8) Other (9) Unknown

Date of Birth: Include full year-- e.g. 01/22/1967

BSU Status: Enter BSU Number if the person is registered with a Community MH/IDS Center

CIS#: CBH Client Identification Number, if the person is registered with CBH

Insurance: Provide information on Insurance Coverage. Please utilize your agency’s access to the
State of Pennsylvania’s Department of Public Welfare Electronic Verification system (EVS). First
distinguish the Primary Coverage Type: FFS Medicaid; Managed Medicare; Medicaid; Other;

Private; Unmanaged Medicare; VA. Then, only if the answer is FFS Medicaid, please specify the

carrier for Physical Health Coverage: Aetna Better Health Medicaid; Health Partners Medicaid;
Keystone First Medicaid; United Medicaid.

Income Source(s): Please identify a source of income for your participant. If any source of income is
declared, a monthly figure is required, even if estimated or rounded. Income categories are: SSI,
SSDI, SSA, Work, Alimony, Pension/Retirement, Trust Fund, Stocks/Annuities, VA, Other, None.

Name of Payee: Name of person officially designated to receive SSI, SSDI or other payments.
Veteran Status: Enter Yes or No if the person served in the military. If the answer is yes, describe the
discharge status and indicate whether the person is eligible for VA healthcare benefits.

Personal Identification Forms: Please indicate what forms of identification you currently have. Please
note these forms are very important to maintain at all times.

Current Living Environment: Please use the Codes for Living Environment listed later in

these instructions. This code applies to where the person is currently staying at the time of

referral. A homeless person staying on an EAC Unit should be listed as code 19—EAC Unit.
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Current Hospitalization/Incarceration: Please list the name of the facility, the Admit Date

and Anticipated Discharge Date. Please also list the Facility Contact name, title, and phone

number.

Psychiatric Assessment: Please list all ICD-10 Codes with DSM 5 Diagnoses.

This must match the completed psychiatric evaluation.

Medications: Including a medication list instead of inputting medications is acceptable. In order to
input a medication, however, complete info is required for each medication, or the application



cannot be processed.

Page Three

Medical Issues/Physical Disabilities: For each physical and/or medical challenge listed, please
provide an indication of whether it is episodic, chronic, or acute and whether there has been
recent treatment.

Substance Use/Abuse: If, in the last year, there has been any substance use/abuse, the section
should be completed.

Forensic System Involvement: The Criminal History and Assessment Form must be completed
and accompany this application.

Page Four

Family Status: Provide info on whether or not the participant has children. If the person has
children, the rest of the info is required: total number of children, the number of custodial children,
and number of dependent children.

Behavioral Risk Factors: Behaviors listed as anything other than “Not at all” must be
accompanied by a date of last instance and a written description of the circumstances and
assistance needed to manage the behavior.

Page Five

Meaningful Life Activities: Assess the skills and need for supports under each area.
Psychosocial; Educational/Vocational; Social/Recreational/Leisure Areas:

Please indicate all activities under each area, as well as desired activities. See DBHIDS Codes used
for Integrated Intake attached. At least 1 code is required for both Current and Desired Activities for
each category.

Page Six

Housing Preferences:

Please describe the type of living situation you would most want to live in.

Housing Preferences (cont'd.): Please check boxes to indicate which areas the person is willing to live
in Philadelphia. At least 2 options are required.

Forms Requiring Signature

Authorization to Obtain, Use, and Disclose Health Information: This form is a requirement for
disclosure of the information within the application so that it may be re- released to other

services providers.

Medical Evaluations

The Medical Evaluation in this packet is used for the majority of Community Mental Health
Residential Services. The exception is for those programs that are licensed as Personal Care
Boarding Homes. If the person is being recommended for one of these programs, please

complete the MA-51 in lieu of the DBH/IDS form. It must be signed by a licensed physician.
Psychiatric Evaluation

Please assure that all items are completed, including DSM codes for all diagnoses. Form must be
signed by a licensed psychiatrist and dated. This should match the psychiatric assessment on p.2
Criminal Assessment Form

With any history of criminal court involvement, the Criminal History and Assessment Form must

be completed in its entirety. If there is no history of Criminal Activity or Court Involvement, then
the form must be filled in with the participant’s name and signed by the submitting party.



Adult Case Management Only DBH'DS |NTEGRATED INTAKE 2016 p.1

*I-ieferral Contact Address:
*Referral Contact Person

*Agency or Relationship

*Phone - *Email Fax: -

Please refer to Instructions and Application Guide to complete the application.

Participant's Name
*Gender Select One *Race Select one
*Last *Ethnicity Select One *Sexual Orientation select One
*First Middle *Social Sec. #
AKA *Date of Birth:
*Citizenship I:l u.S. |:|Permanent Resident
AKA Type
See Instructions for the AKA Types. I:lTemporary I:'Refugee DUndocumented Person
Other Language:
*English Speaking @Yes DNO DLimited
Current Address BSU Status
Participant BSU # -
CIS #
Highest Level of Education completed:
P A
Insurance Carrier(s): See instructions for insurance categories
Participant’s *Primary Carrier Type: *Secondary Carrier Type:
Phone # Behavioral Physical Behavioral Physical
Uninsured Other Uninsured Other
|Participant's *Primary Coverage Type: *Secondary Coverage Type:
Email
Emergency Contact *Income source(s):
Name: Type *Amount
1 $
Phone # 2 $
Name of Payee (if any):
*Veteran Status: Did the person serve in the miltiary? | |Yes|_ No **If "Yes", is discharge status known? |_|Yes |_|No

**If "Yes", are you eligible for VA Healthcare Benefits? Yes No
Personal ID Forms Do you have government issued documents and/or ID? Please indicate below and clarify anything extraordinary.
Photo I.D. Birth Certificate Social Security Card
Yes |_|No |_|Yes |—|No es No
{ Current Living Environment Provide Code: Select One

a.) If person is presently street homeless, how many days

b.) # times street homeless in past 12 months

c.) Total # of residences in past 12 months

d.) # months at current residence

e.) What barriers exist for person remaining in current residence?

last updated 20130624



[ DBEHIDS INTEGRATED INTAKE 2016

p.2 |

IParticipant Name

Date of Birth:

current Hosplﬁ|1zahon?|ncarcerailon lFEysu:al Fleallﬁ, Behavioral

Health, Incarceration, Neither)

Psychiatric Assessment

Facility
Admit Date I 1
Anticipated Discharge Date 1 !

Contact Name:

Contact Phone: -

Contact Email:

Contact Title:

ICD 10/DSM 5 Code:

*BH Dx 1

DIAGNOSIS:

“BH Dx 2

"BH Dx 3

*Other Dx

*Other Dx

Recent Hospitalization/Incarceration
# Crisis Response Center/Mobile Emergency Team Visits
# Involuntary Commitments (302s)

# Times Hospitalized - Psych (Include forensic inpatient)
# Days Hospitalized - Psych (Include forensic inpatient)
# Detox Episodes

# Days in D&A Rehab (Residential)

# Days in D&A Rehab (Out Patient)

# Days Incarcerated

Medication Regimen

Last 12 months

T

Last 6 months

a.) Has the person been prescribed medication? Yes No

b.) s the person agreeable to taking medication? Yes No

c.) Does the person take medication that requires bloodwork? Yes No
(If so, which medication?)

d.}) What resources does the person have to ensure medications are taken properly?
(Include human resources, finances, pharmacies, efc.)

e.) Medications Summary: **Dose **Dose **Take_n as “How long
**Medication Name Amount Frequency Prescribed? Prescribed?

last updated 20130624



| DBHIDS INTEGRATED INTAKE 2016 p-3]

lParticipant Name Date of Birth:

ADDITIONAL HEALTH INFORMATION: (Alleraies, Hez

Medical | s! Physical Disabilities
Do you have any medical or physical concemns? I:l Yes I:l No
|:|Episodic I:lChronic I:lAcute Recent Treatment? I:l Yes I:l No
DEpisodic |:|Chronic DAcute Recent Treatment? I:lYes |:| No
|:|Episodic |:|Chronic DAcute Recent Treatment? I:lYes D No
a.) Does the person use medication, devices or appliances for a physical disability? I:lYes I:l No
If Yes, please explain:
b.) Does the condition impede the person's daily activity? I:l Yes |:| No
c.) Does the person cooperate with needed medical care? I:l Yes I:I No

d.) What assistance is needed to maintain health?
(Include human resources, finances, pharmacies, efc.)

| *Substance Use/Abuse Issues in last year? Yes No (If yes, complete below)
a.) **Substance Used **Amount **Frequency “*Years of Continuous Use **Method
b.) **Is person currently in D & A treatment? |:|Yes I:I No

c.) *What is person's longest period of sobriety?

| Note: If not in treatment and use is current, PCPC/ASAM may be required. Contact Dmrogram Staff. |
d.) If NOT in treatment, is Participant interested in participating in D&A treatment? I:l Yes I:I No
e.) Is Participant interested in being connected with a D&A support group
(which could include, but is not limited to 12-step programs)? I:l Yes I:l No
f) Ifin a 12-Step program, does Participant have a Home Group? | | Yes | | No [ | nNotin12-Step
g.) Does participant have a Recovery Sponsor? |_, Yes |_| No I_l Desires connection

[With any history of criminal court involvement, the Criminal History and Assessment Form must be completed in entirety.
Forensic System Involvement

a.) Has the person been convicted of a crime? Yes No e.) Is the person required to register
under Megan's Law? I:IYes I:lNa
b.) Has the person ever been convicted of a felony? Yes No f.) Is the person a participant in FDJ Criminal
Mental Health Court? [ Jves [ |No
¢.) Has the person ever been incarcerated? Yes No From: To:
d.) Is the person currently on probation or parole? Yes No Until: (mm/dd/yyyy) / /
Parole/Probation Officer Name Parole/Probation Officer Phone

last updated 20130624
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DBHIDS INTEGRATED INTAKE 2016 p.4]

IParticipant Name Date of Birth:

Relationship Status”:

|:|Never Married DSeparated |:|Pannered |:|Widowed

|:|Married |:|Divorced A Effective Jan. 1, 2005 Common Law Marriage was abolished
in PA. Prior are grandfathered into data. Please contact
DBHIDS Program Staff for instructions if person had a Comman

Law Marriage
Family Status*: No Children Unknown Total Number of Children Male Female
Children, Pregnant, Pregnant, Total Number of Dependent Children Male Female
not no other with : :
pregnant children additional [f_seeklr.lg. bormanankhousing. .
children will participant have custody of children? Yes No
Does family have an active case with DHS?
Yes [] no Total Number of Custodial Children Male Female

Please provide any necessary clarification to Family Status and/or Child custody. If family works with DHS, this question is required.

Behavioral Risk Factors

(Choose one for each different area)
1=Not atall 2=Occasionally 3=0ften 4=Very often

a.) Suicidal thoughts/behaviors 1|:| 2|:| 3|:| 4|:|

Circumstances
and date of last instance

How much assistance must the person have in this area?

b.) Assaultive/Aggressive behaviors ] 2] 9] 4[]

Circumstances
and date of last instance

How much assistance must the person have in this area?

c.) Fire setting behavior 1|:| ZD 3|:| 4E|

Circumstances
and date of last instance

How much assistance must the person have in this area?

d.) Aggressive or illegal sexual behavior 1|:| 2|:| 3I:| 4|:|

Circumstances
and date of last instance

How much assistance must the person have in this area?

e.) Using the checkbox provided, describe person's ability to be aware of environmental risks.
1. Adequate 2. Needs Planning 3. Needs Intensive Support

1 |:| 2|:| 3|:|

Please explain.

f.) Other identified behavioral risk factors (Optional):

last updated 20130624




DBHIDS INTEGRATED INTAKRE 2016

p-5 |

lParticipant Name

Date of Birth:

Meaningful Life Activities

General
a.) Activities of Daily Living

|:|3. Needs Intensive Support

|:|1.Adequate |:|2. Needs Planning

b.) Ability to use community resources

|:|3. Needs Intensive Support

|:|1.Adequate |:|2. Needs Planning

c.) Ability to access an activity

|:|3. Needs Intensive Support

DT.Adequate |:|2. Needs Planning

d.) Ability to plan & organize time

DS. Needs Intensive Support

|:|1.Adequate |:|2. Needs Planning

e.) In-home activities and interests:

f.) Out-of-home activities and interests:

Psychosocial

See Instructions !-’ages for Psychosocial CODES

b.) How frequently does the person interact with family or friends?
c.) How long has the person been involved in the above relationships?

d.) Does the person indicate a desire or a willingness to engage in new relationships or activities?

CURRENT Activities: Indicate all codes that apply Select One Select One Select One

DESIRED Activities: Indicate all codes that apply Select One Select One Select One
EducationallVocational See Instructions Pages for Ed/Voc CODES

CURRENT Activities: Indicate all codes that apply Select One Select One Select One

DESIRED Activities: Indicate all codes that apply Select One Select One Select One

| SociallRecreationallLeisure See Instructions Pages for Social/Recreational CODES

CURRENT Activities: Indicate all codes that apply Select One Select One Select One

DESIRED Activities: Indicate all codes that apply Select One Select One Select One
Current Participant Supports

a.) Does the person have any contact with family, friends, or community supports? | | Yes No

@Yes |:| No

*Please share any additional information you think would help in determining supportive services: (This question will appear between
Current Participant Supports and Housing Preferences on the Online application)

last updated 20130624



[ DBHIDS INTEGRATED INTAKE 2016 p.6]

IParticipant Name Date of Birth:

The following questions are required for application to Mental Health Residential Services only.

Housing Preferences  Please describe the type of living situation in which the person would most want to live.

a.) *Is this living situation alone or shared with someone? DAlone DShared DEither
b.) If shared, is there someone in mind with whom the person would like to live? Who is that?

c.) *Has the person lived alone in an independent setting? |:| Yes D No  When was this?

d.) *\Would the person prefer to live in a group setting where meals and other supports are provided? |:| Yes D No

e.) Please add any additional information that is important to the person's care

Housing Preference, cont'd.

*In what area(s) of Philadelphia would the person like to live? (In parentheses are some of the neighborhoods in these areas). Indicate
willingness (without order) by checking a box for an area. Please make at least one selection.

I:lNorth Philly (Franklintown, Callowhill, Spring Garden, Poplar, Northem Liberties, Fairmount,
Francisville, Brewerytown, Yorktown, Ludlow, North Central, Temple,
Strawberry Mansion, Hartranft, Fairhill, Allegheny West, Tioga, Hunting Park, Nicetown)

I:lKensingtoanort Richmond (Fishtown, Kensington, Port Richmond, Juniata Park, Bridesburg)
I:INortheast (Frankford, Tacony, Rhawnhurst, Mayfair, Fox Chase, Torresdale, Bustleton)
I:lCenter City (Logan Circle, Chinatown, Old City, Rittenhouse Square, Washington Square)
|:|Southwest (SW Schuylkill, Bartram, Mount Moriah, Paschall, Elmwood Park/Clearview)
|:|west (University City, Powelton, Mantua, Belmont, Spruce Hill, Walnut Hill, Mill Creek, Parkside,

Cedar Park, Cobbs Creek, Wynnefield, Overbrook, Carroll Park, Overbrook)

DSouth Philly (Grays Ferry, Bella Vista, Queen Village, Point Breeze, Pennsport, Tasker, Snyder,
Girard Estate, Marconi Plaza, East Oregon)

I:INorthwest (Wissahickon, Manayunk, Roxborough, Andorra, East Falls, Germantown, Wister,
Mt. Airy, Chestnut Hill, Feltonville, Olney, Logan, Fern Rock, Oak Lane, Cedarbrook, vy Hill)

last updated 20130624



CITY OF PHILADELPHIA
DEPARTMENT OF BEHAVIORAL HEALTH and INTELLECTUAL DISABILITY SERVICES {DBHIDS)
AUTHORIZATION TO OBTAIN, USE AND DISCLOSE HEALTH INFORMATION

Name: E SSN:
Current Location: Contact Name: Phone #
Address: Date of Birth: SIDPP#:

Dates of Treatment:

| have participated in the preparation of the attached application for residential services and 1 authorize the C|ty of thladelphla Department of
Behavioral Health to obtain, use or disclose the following health information:

|:| Application for Transitional Housing |:| Application for Permanent Supported Housing
Medical Evaluation (MA-51) E Targeted Case Management

|:| Psychiatric Evaluation

|:|Criminal Assessment Form |:| PCPC / ASAM

For the purpose I:I Continuity of Care and Treatment Coordination

I:I Qther:

I have been informed that | have the right to withdraw permission in writing at any time. 1 understand that my withdrawal of permission does
not apply to information that was already released, used or shared. (Initial})

This authorization is valid for one year from the date of signaiure.
| understand that this information may be re-released.
| understand that Targeted Case Management is a voluntary, time-limited service provided to assist me.

i have been informed of my right, subject to Section 7100.111.3 of the Pennsylvania Mental Health Procedures Act and subject to the
Pennsylvania Drug and Alcohel Abuse Control Act, to inspect the material to be released.

This form has been fully explained and | understand its conient.

Signature of Client 14 years or older: Date:
Egnaiure of Parent or Person Authorized in lieu of Parent: Date:
Relationship to Chient:

Withessed by: Title: Date:

Verbal Consent, If the client or parent is unable to provide a signature, the following two witnesses attest that the client or parent understood
|the nature of this release and freely gave verbal consent.

Verbal consent was freely given by

On as witnessed by;

+§§gnatm‘e of Witness:

Title or Relationship: Date:

Signature of Witness:

Tille or Relationship: Date:
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TCM PROVIDERS - ADULTS

REFERRAL OPTIONS

7/1/2021

AGENCY NAME

SERVICE

PROGRAM NAME ADDRESS TYPE/SPECIALITY AVAILABILITY EMAIL PHONE FAX WALK-IN CONTACT PERSON DESCRIPTION/SPECIALTIES
Adult Blended Case Office Hours: Monday- . o .
Management La1rw. Qregon Ave., 2nd Adults-18+ Friday: 8:30am-5:00pm; |Bsandi@catchinc.com 215-336-0477 [215-336-7043 |By Appt only Bobby_ Sandi, Program We specialize in adglts W.Ith mental health
Floor, Phila., PA 19145 Coordinator issues and co-occuring disorders
CATCH,Inc. Emergency On Call
Adult Blended Case We are Blended case management
Management services, we offer support to clients who are
Mondays - Fridays: suffering from a serious mental health
Adults-18+/ Men and 8:30AM - 5:00PM illness, drug and alcohol use, and
Women; Bi-Lingual or Emergency On Call ) sometimes physical health that has proven
i%ﬁzdiTS;iglli%igigenue’ Spanish Speaking Monday - Fridays after %nm 215-427-6616 [215-427-1631 |N/A Camille Maxwell, BCM Director for them to be difficult to manage on their
phia, services are also 5:00PM until 8:30 AM, : own to be able to function within the
available Saturday and Sundays 24 community. Our Case Management
hours on call services program also offers Bi-Lingual case
management services for those who are
COMHAR Inc Spanish speaking.
Adult Blended Case i : - Friday: ializei i i i
137 So. 58th Street, Phila., |Adults-18+/ Woman and Qﬁlce Hour‘s. Mon. Friday: shamid@consortium-inc.org; [267-233-5261; Shahida Hamid, Dir/Stephanie we Spe.CIa"Z.EI n sup‘portllng the fore_nS|c
Management 9:00 am - 5:00 pm; On call P— By Appt population with transitioning from prison
. PA 19139 Men . sberry@consortium-inc.org  (215-748-8400 Berry, Supv ) )
Consortium for crises back into the community.
Adult Blended Case ) . Maryanne Bourbeau, Program
Management 245 S. 8th Street Office Hours: Monday- Maryanne.Bourbeau@penn |Appt only (215- Manager Adults with a serious and persistent mental
Philadelphia, PA 19106 Adults 18+ Friday: 8:00am-6:00pm; medicine.upenn.edu 829-7648) 215-829-5376 | By appt only Maryanne.Bourbeau@pennmedici |health diagnosis.
Emergency On Call
Hall Mercer ne.upenn.edu
ICM Access (Homeless) b
. Maryanne Bourbeau, Program . . .
Office Hours: Monday- Adults with a serious and persistent mental
246 S. 8th Street A . . |Maryanne.Bourbeau@penn |Appt only (215- 2o0. Manager, . ) . .
Philadelphia, PA 19106 Adults 18+ Friday: 8:00am-6:00pm; medicine. upenn.edu 829-7648) 215-829-5376 |By appt only Maryanne.Bourbeau@pennmedici health diagnosis. Adults with a history or
Emergency On Call medicine.upenn.edu presence of homelessness.
ne.upenn.edu
Prevention and Recovery M Bourb P
Services (PARS ) . . aryanne Bourbeau, Program . . .
e 247 S, Bth Street Aduits 18+ Friday: 800am-600pm; _|VnaIEBoubeau@penn APl 215+ |51 650 576 |y apptonly Mo heslth diagnosis, PARS 5 a 50.day case
Philadelphia, PA 19106 v 6 Lopm: medicine.upenn.edu 829-7648) Y apptonly Maryanne.Bourbeau@pennmedici 9 : Y
Emergency On Call management program.
ne.upenn.edu
Southeast Asian Blended Vv Bourb P Adults with . d istent
Case Management Office Hours: Monday- aryanne Bourbeau, Program ults with a serious and persisten
248 S. 8th Street Adults 18+ Friday: 8:00am-6:00pm: Maryanne.Bourbeau@penn |Appt only (215- 215-829-5376 |By anot onl Manager, behavioral health diagnosis who also speak
Philadelphia, PA 19106 v 6 Lopm: medicine.upenn.edu 829-7648) Y apptonly Maryanne.Bourbeau@pennmedici [Cantonese, Mandarin, Khmer, or
Emergency On Call )
ne.upenn.edu Vietnamese.
Adult Blended Case
Management
otieno@intercommunityacti Peter Otieno, TCM Director /
4200 Mitchell St on.org; (215) 487-1330 ext. 2004; Binti
Intercommunity Action, : . ’ Mon. - Fri.: 8:30am - 5pm |bgillies@intercommunityactio [(215) 487-1330 ) Gillies, BCM Supervisor /(215) Adults with serious and persistent mental
Inc. (INTERACT) Philadelphia, Pa. 19128 Adults 18+ Emergency On-Call 24hrs |n.org; ext. 2004 (215) 509-6507 | Appt. only 487-1330 ext. 2020; Yvonda health diagnosis.

(Suite 1000)

ylewis@intercommunityactio
n.org

Lewis, BCM Aide /
487-1330 ext. 2000

(215)
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AGENCY NAME

SERVICE

PROGRAM NAME ADDRESS TYPE/SPECIALITY AVAILABILITY EMAIL PHONE FAX WALK-IN CONTACT PERSON DESCRIPTION/SPECIALTIES
Adult Blended Case Central Intake Unit ~ CIU;  Toni - ) . .
Management Randoloh. BCM Community Linkage; Consistent/persistent
Office Hours: Monday- trandolph@jfkbhc.org: Dir/tran?jo’l h@jfkbh.org: follow up on behalf of a participant;
112 N. Broad Street ~ Friday: 9:00am-5:00pm; |- DRCE - q,’ 215-568-0860 . phi) 0rg; Immediate and Effective respons in
N R Adults-18+ jeubanks@ijfkbhc.org; 215-825-3701 [N/A Jeanine Eubanks, L .
Philadelphia, PA 19102 Weekend Staff hours vary P ext. 3342 - ) . emergencies; Consumate professional and
afantozzi@jfkbhc.org Sup/jeubanks@jfkbhc.org; Alex . ) .
Emergency On Call Fantozzi, QA empathetic staff; Work well with all
) L presenting challenges
John F. Kennedy Behavig Dir./afantozzi@jfkbhc.org
ACCESS /ICM (Homeless) Office Hours: Monday- We work to improve the quality of life for
Mental Health 4950 Parkside Avenue, Suite |,y i 14, Friday: 8:30am-4:30pm; |THavers@mhphope.org  |267-507-3950 |215-878-1265 |N/A Teresa Havers, Division Dir homeless Philadelphians with mental health
Partnerships 200, Philadelphia, PA 19131 conditions, people who require assistance in
Emergency On Call L }
coordinating shese services.
Blended Case Management Blended case management for adults in
. Office Hours: Monday- . . . Philadelphia County w supports ; team
27.E' Mt. Alry Avenue, Adults-18+ Friday: 8:30am-4:30pm; |Lquintana@Merakey.org 215-248-6851 [215-248-6765 |Appt. Only Lisa Qumta'na Community Based includes BCM's with mental health and
Philadelphia, PA 19119 Program Director ;
Emergency On Call substance abuse as well as forsensic
Merakey Philadelphia specialties
Northeast Community Adult Blended Case Office Hours: Monday- Christine Cohen & Joy Peace-
: Roosevelt Blvd. & Adams o a ) . . . ) .
Center for Behavioral Management o Adults 18+ Friday: 8:00am-6:00pm; |BCMreferrals@neccbh.org n/a 215-831-2929 |By Appt only |Thomas, BCM Directors; Chronic mental illness
Ave.; Phila., PA 19124
Health Emergency On Call BCMreferrals@neccbh.org
Adult Blended Case
Management (Mental Monday-
Healti?/Substance Use Office Hours: Monday- Friday: Kimberly Earl, Dir/
. . 499 N. 5th Street Suite C, Friday: 8:00am-6:00pm; 8:00am- Kimberly.Earl@net-centers.org/  [dual dx/Opioid use Disorders/forensic pop.
Diagnosis) Philadelphia, PA 19123 Adult 21+/Dual Dx Sat, by appt: 2417 AdultBCM@netcenters.org |(267) 348-3587 |215-408-4932 6:00pm; Sat, |215-408-4932

NET Centers

Emergency On Call

by appt; 24/7

Adult Blended Case

To Maximize and individual's ability to live

Management independently in the community . We help
) BBarnes@pahrtners.com;  [215-884-9770 x our members access and manage medical,
Office Hours: Monday- : - : N . . . . . . .
614 N. Easton Road, o . . |ilamartin@pahrtners.com; 622; Video relay Jessica LaMartin, Operations social, and educational services while also
- Adults - 18+ Friday: 8:30am-4:30pm; ; L 215-884-6310 |N/A ) ; AT :
Glenside, PA 19038 24/7 Emergency On Call kbarden@pahrtners.com; service: 1-866- director working on socialization and independent
gency eurena@pahrtners.com 327-8877 living skills. Serving individuals with mental
health diagnosis who are also deaf or
PAHrtners Deaf Services hearing impaired.
8220 CASTOR AVE M-E 8am to 6 pm: MaryBeth D'Alonzo  215-728-430
PHILADELPHIA PA 19152 pm; . AdultBCMreferrals@pathcen dalonzo@pathcenter.org; Specialties: Working with Young Adults;
} . Adults 18+ weekends 6 hrs/day; By Appt only - . -
Pending to: 1919 Cottman Emeregency On-Call ter.org Gail Finnel 215-728-4562 Russian speaking case manager
AvePhiladelphia, PA 19111 gency gfinnel@pathcenter.org
PATH, INC ADULT BCM
Adults-18+/must have
primary sut.)stance Lauren Williams, B.S Referral . .
Philadelphia Mental Health abuse issues; however Office Hours: Monday- Specialist/ Ilwiliams@pmhcc.org; PMHCC Case Management is a unit
) PMHCC Case Management| 1601 Market St., 5th Flr. co-occuring mild to . L . Iwilliams@pmhcc.org; For Appts only - o dedicated to providing recovery support
Care Corporation b : . : Friday: 8:00am-5:00pm; - 215-790-4960 | By Appt only | Shanay Durham, M.S Compliance : S .
(Substance Use Diagnosis) Philadelphia, PA 19103 moderate mental health swilliams@pmhcc.org 215-546-6435 ) ) services to individuals as they journey
(PMHCC CM) ) Emergency On Call and Quality Assurance Officer/ .
issues are accepted swilliams@pmhce.or through their recovery process
when PMHCC-CM prmince.org
services are appropriate.
5201 Old York Rd Suite 103 M-F 8am-5pm (NOT ON : Ann Ryan Director Specialize in Homeless singles and families
RHD FaSST Connections |Resource Coodination Philadelphia PA 19141 Adult 18+ CALL) E-CReferals@RHD.ORG  267-331-8153 | 215-457-3028 [ves Ann.Ryan@RHD.ORG living in shelters
(Shelter residents only) Intensive Case 5201 Old York Rd Suite 103 Adult 18+ M-F 8am - 5pm and F-CReferrals@RHD.ORG  |267-331-8153  |215-457-3028 |Yes Ann Ryan Director Specialize in Homeless singles and families

Management

Philadelphia PA 19141

EMERGENCY ON-CALL

Ann.Ryan@RHD.ORG

living in shelters
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