Elevate Housing Foundation IRSH Referral Packet
Thank you for considering an Elevate Intensive Residential Services Home (IRSH) to provide support to your member of need. Please complete this form carefully. Each section needs to be completed in full and supporting documentation required provided prior to our team processing for eligibility.  

Please return this form with the requested supporting documentation required to irshreferrals@elevateccbhc.org or fax to 515-220-2272 attention: IRSH Admissions Coordinator. 
IRSH Eligibility Requirements
Please confirm the member meets the following eligibility requirements per Iowa Administrative Code 441-25. 
☐ Member is 18 years of age or older. 
☐ Member is enrolled and receive either ID Waiver ☐  or  Habilitation Services ☐. 
☐ Approved and/or receive either Tier 6 (U9) ID Waiver funding ☐  or  U7 Hab Funding ☐. 
☐ Has a diagnosis of a severe and persistent mental illness (SPMI) or multi-occurring conditions. 
☐ Has had a functional assessment and screening completed within the 30 days to this application which demonstrates that the individual:
☐ Meets the criteria for SPMI ad defined in rule 441—25.1(225C);
☐ Has three or more areas of significant impairment in activities of daily living or instrumental activities of daily living;
☐ Needs 24-hour supervised and monitored treatment to maintain or improve functioning and avoid relapse that would require a higher level of treatment; 
☐ Has exhibited a lack of progress or regression after an adequate trial of active treatment at a less intensive level of care; 
☐ Is at risk of significant functional deterioration if intensive residential services are not received or continued; and
☐ Meets one or more of the following:
☐ Has a record of three or more psychiatric hospitalizations in the 12 months preceding application for intensive residential services.
☐ Has a record of more than 30 medically unnecessary psychiatric hospital days in the 12 months preceding application for intensive residential services.
☐ Has a record of more than 90 psychiatric hospital days in the 12 months preceding application for intensive residential services.
☐ Has a record of three or more emergency room visits related to a psychiatric diagnosis in the 12 months preceding application for intensive residential services.
☐ Is residing in a state resource center and has an SPMI.
☐ Is being served out of state due to the unavailability of medical services in Iowa.
☐ Has an SPMI and is scheduled for release from a correctional facility or a county jail.
☐ Is homeless or precariously housed.

Required Supporting Documentation
Please attach a copy of the following:
☐ IRSH Referral Form
☐ Elevate ROI for referring agency
☐ SIS and/or LOCUS completed within 30 days : LOCUS score must reflect 28 or higher with an actual disposition of 6, medical managed residential services. 
☐ Most Recent CASH and/or Social History 
☐ Current PCSP, if applicable	

Note: Per Iowa Medicaid Information Letter dated 06.13.25, “It is important to note that a second review of a previously reviewed CASH will not occur during the service planning year unless the member’s functional or medical status has changed in a way that may affect needs-based eligibility.” Because IRSH is Iowa’s highest level of care, Elevate will consider LOCUS assessments with scores of 28 and an actual disposition score of 6 that were completed within the 60 days prior to this application.
Elevate’s IRSH Application & START Screening
	Individual’s Name:
	
	Date of Referral 
	
	DOB:
	

	Gender
	☐ Male   ☐ Female  ☐ Non-Binary ☐ Questioning ☐ Prefer not to answer
	Date:
	

	Legal Guardian?
	☐ Yes   ☐ No
	Lives with Guardian:
	☐ Yes   ☐ No

	Current Address
	
	Phone Number: 
	

	City/State/Zip
	
	County:
	

	Medicaid Number 
	
	Social Security #
	
	MCO/Insurance
	


For children under the age of 18: (Not Applicable for IRSH) 
	Who child lives with:
	
	Custody Status:
	



Demographics
	Race
	Ethnicity
	Primary Language

	☐ African American/Black
☐ American Indian/Alaskan
☐ Asian
☐ Hawaiian/Pacific Islander
☐ White
☐ Other:
	☐ Hispanic
☐ Non-Hispanic
☐ Unknown
	☐ English
☐ Spanish
☐ Sign Language
☐ Other: 


Living Situation at Enrollment
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☐ HCBS Group home 
☐ Assisted Living Facility
☐ Intermediate Care Facility (ICF) 
☐ Family home
☐ Foster care home
☐ Group home
☐ Homeless, sheltered
☐ Homeless, unsheltered
☐ Independent living (no SCL supports) 
☐ Jail
☐ Psychiatric hospital
☐ State-operated I/DD center 
☐ Supervised apartment
☐ Supported living (own home w/hourly SCL)
☐ Residential Care Facility (RCF) 
☐Intensive Residential Services Home (IRSH)
☐ Residential Based-Supported Community Living (RB-SCL) (Children ONLY) 
☐ Other
Current Committal Status ☐No    ☐Yes, please complete the next section. 
☐ Inpatient Committal                   ☐ Outpatient Committal 
Will the individual be court order to an Intensive Residential Services Home (IRSH)? ☐ Yes ☐ No 

	Name/Agency currently responsible for committal: 
	

	Phone:
	
	             Email:
	



Individual/Caregiver reliable Access to Technology 

☐ Telephone/Landline
☐ Cell phone service
☐ Smart Phone
☐ High Speed Internet
☐ Hot Spot
☐ Laptop/desktop
☐ Tablet
☐ Other
Employment Status 

☐ Day/Vocational
☐ Supported Employment
☐ Student
☐ Employment Full Time
☐ Employment Part Time
☐ Volunteer
☐ Not Employed 

Services at Enrollment

☐ Adult Protective Services
☐ Child Protective Services
☐ Behavioral Support Services
☐ Case Management/Service Coordination
☐ Day Services/Program
☐ Employment Services
☐ Enhanced Staffing (1:1 or 2:1)
☐ Mental Health Outpatient Services
☐ Respite
☐ Vocational/Prevocational Services
☐ None

Funding Source (check all that apply)

☐ Intellectual Disability Waiver
☐ Brain Injury Waiver
☐ Habilitation
☐ Medicaid
☐ Medicare
☐ Private Insurance
☐ None
☐ Other

Educational Activity 
Current grade in school: Choose an item. Current IEP Plan? ☐Yes ☐No Date: mm/yy  Current 504 Plan? ☐Yes ☐No Date: mm/yy
            
School Setting
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☐ Home Instruction
☐ Integrated Classroom
☐ High School, segregated class
☐ Separate Classroom
☐ Special school-in district
☐ Special school-out of district
☐ None
☐ Other

Emergency Service Utilization History
	Report the number of visits/stay in past 12 month and in past 1-5 years. Please be as specific as you can. 
	12 months
	1-5 Years 

	Psychiatric hospitalizations
	
	

	Emergency department visits
	
	

	Law enforcement encounters
	
	

	Jail stays
	
	

	ICF/DD stays
	
	

	Number of different living situations
	
	



	Indicated the longest duration of psychiatric hospitalization in the last 12 months (single hospital stay)
	



Diagnostic Information and Reason for Referral 
DSM 5 Diagnosis
	Psychiatric Diagnosis:
	

	IDD Diagnosis:
	☐ Normal Intelligence          ☐ Mild (50-70)                 ☐ Severe (20-34)
☐ Borderline (71-84)            ☐ Moderate (35-49)        ☐ Profound (<20)

	Medical/Health Conditions:
	

	Social Stressors:
	




Presenting Problems at Referral (check all that apply)

☐ Aggression (physical, verbal, 
    property destruction, threats)
☐ At risk of losing placement
☐ Decrease in ability to participate 
    in daily functions
☐ Diagnosis and treatment plan  
     assistance
☐ Family needs assistance 
☐ Leaving unexpectedly
☐ Mental health symptoms
☐ Self-injurious
☐ Sexualized Behavior
☐ Suicidal ideation/behavior
☐ Transition from hospital
☐ Other

Reason for referral/presenting problem: 
Include recent changes in social functioning, health, level of engagement, etc. How long has this been happening? Identify three or more areas of significant impairment in activities of daily living or instrumental activities of daily living. 
	




Describe the onset of the problems/concerns:
 What services/supports are you looking for by making this referral?
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Referral Information
	Referred by:
	
	Agency if applicable
	

	Email Address:
	
	Phone:
	


Referral Source
☐ Case Manager/Service  
     Coordinator
☐ Community psychiatric inpatient
☐ Day/Vocational service provider 
☐ Emergency services/Mobile 
     Crisis Team or Access Center
☐ Family member
☐ Friend
☐ Hospital emergency department
☐ Law enforcement
☐ Legal advocate 
☐ Legal Guardian (non-familial)
☐ Mental health professional
☐ Residential provider    
☐ School
☐ Self
☐ State operated I/DD center   
☐ State psychiatric hospital
☐ Other

Caregiver and Team Information 
Primary Caregiver

☐ Parent
☐ Other Family Member 
☐ Paid Support Staff
☐ Self
☐ Guardian
☐ Other: _________

	Name
	
	Email
	

	Phone 
	
	Address  
	

	Have all paid supports been informed and are supportive of this referral and agree to participate in services? 
	☐ Yes  ☐No; provide explanation Click or tap here to enter text.


Secondary Caregiver

☐Yes, indicate type below    ☐ No

☐ Parent
☐ Other Family Member 
☐ Paid Support Staff
☐ Self
☐ Guardian
☐ Other: _________




Team Contact Information
	Name
	Role
	Email
	Phone

	
	Family
	
	

	
	Guardian
	
	

	
	Residential/SCL Provider
	
	

	
	Day/Vocational
	
	

	
	Case Manager
	
	

	
	Primary Doctor
	
	

	
	Psychiatrist
	
	

	
	Therapist
	
	

	
	
	
	

	
	
	
	

	
	
	
	



*Please email this form along with the required documents listed on page 1 to providersupports@elevateccbhc.org 
Thank you! 
We look forward to collaborating with you! 
Elevate



Elevate Housing Foundation
Authorization to Obtain or Release Health Care Information

Legal Name of Client:    Click or tap here to enter text.                                      DOB: Click or tap here to enter text.

I authorize staff to release and/or obtain the information indicated below regarding the above client with: 

Name of Referring Organization: Click or tap here to enter text.
Mailing Address: Click or tap here to enter text.

Please specify information to be released or obtained:

☒ Social History 
☒ Progress/Treatment Notes

☒ Medical/Dental
☒ Emergency

☒ Assessments
☒ Other: 

Please specify the form in which the information will be released:

☒ In-Person
☒ Electronic (email/fax/video)
☒ Written Communication
☒ Phone Calls 
☒ Other: 


Any information I authorize other professional to release to Elevate Housing Foundation (EHF) will be held confidential and will not be released without my permission unless required or permitted under HIPAA. I understand that I have the right to see any information that is disclosed pursuant to this authorization. I may request to see this information Monday through Friday, 9am05pm. It is understood that this authorization may be revoked at any time by sending written notice to EHF. I understand that the revocation will not apply to information that has already been released in response to this authorization. I understand that I may review the disclosed information by contacting the recipient named or EFH. A photocopy of this signed release shall have the same force and effect as the original. This release is a two-way reciprocal release. I have read this release, or it has been read and explained to me, and I understand its content. I can reuse to sign this authorization. 

Authorization date effective: Click or tap to enter a date.           to:  Click or tap to enter a date.



  Printed First and Last Name                            Signature of legally responsible person                                       Date 
			                          *Legal documents on file
SPECIFIC AUTHORIZATION FOR RELEASE OF INFORMATION PROTECTED BY STATE OR FEDERAL LAW

I specifically authorize the release of data and information listed below, which requires specific consent under federal law.

☒ Yes  ☐ No     Substance Abuse***  
☒ Yes  ☐ No     Mental Health**   	
☒ Yes  ☐ No     Psychological** 
☒ Yes  ☐ No     HIV/Aids Related Information   

				     
	      
Signature of Legally Responsible Person*		     
				     
**Only a person 18 years of age or older or a person’s legal representative can authorize release.                                        
 				
***Only the subject can authorize release of substance abuse information unless the subject is of such age and mental maturity that they are unable to authorize release.                                                                                         

Unauthorized disclosure of substance abuse, mental health, psychological, and HIV/AIDS information is unlawful and could result in civil and/or criminal penalties.               
                                                                                                                
Guidelines for Release of Information Forms

1. Be sure you have a signed release of information before you release any documents.

1. Information originating / authored by another agency / provider / individual released to EHF and not authored by EHF cannot be released without the prior approval of the other agency / provider / individual.

1. This is a two-way release of information about a person’s needs and services so information can be shared with another agency / individual and EHF can get information from them.

1. Family may have access to the master records. For anyone other than the legal guardian, a signed written release of information would be required.

1. In the case of an emergency, phone approval may be secured from the legally responsible person for release of information in lieu of obtaining written consent.

1. Unauthorized release of information and violations of confidentiality and privacy of clients served information may result in disciplinary actions up to and including termination from employment at EHF. Any unauthorized disclosures of information will be reported to the guardian and / or legally responsible person(s) by EHF. 

1. NOTICE TO RECIPIENTS OF MENTAL HEALTH INFORMATION -- In accordance with “Disclosure of Mental Health and Psychological Information” (Iowa Code, Chapter 228), a recipient of mental health information may further disclose this information only with the written authorization of the subject or the subject’s legal representative or as otherwise provided in Chapters 228 and 229. Unauthorized disclosure is unlawful and civil damages and criminal penalties may apply. Federal confidentiality rules (42 CFR Part 2) restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.

1. NOTICE TO RECIPIENTS OF SUBSTANCE ABUSE INFORMATION -- This information has been disclosed from records whose confidentiality is protected by federal law. Iowa Code, Chapter 125 and federal regulations (42 CFR, Part 2) prohibit any further disclosure without the specific written authorization of the person to whom the information pertains, or as otherwise permitted by such statute and regulations. A general authorization for the release of medical or other information is not enough for this purpose. Federal confidentiality rules (42 CFR, Part 2) restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.

1. NOTICE TO RECIPIENT OF HIV-RELATED TESTING INFORMATION -- This information has been disclosed to you from records whose confidentiality is protected by state law. State law prohibits you from making any further disclosure of the information without specific written consent of the person to whom it pertains, or as otherwise permitted by law. A general authorization for the release of medical or other information is not enough for this purpose. (Iowa Code Section 141A.9) Federal confidentiality rules (42 CFR, Part 2) restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.

1. POLICY ON NONDISCRIMINATION -- No person shall be discriminated against because of race, creed, color, sex, age, physical or mental disability, religion, national origin, or political belief regarding employment or when applying for or receiving benefits or services from the Iowa Department of Human Services, the county, or any of their vendors, purchased service providers, or contractors.




**Internal use only*** 
Suitability of enrollment in START:
☐ Appropriate		☐ Inappropriate 	Reason: Click or tap here to enter text.

Disposition:
☐ Accepted for START Enrollment
	Coordinator Assigned
	
	Date:
	


☐ Inappropriate for START enrollment
☐ More information needed to determine if individual is eligible for START services/No documentation provided
☐ Individual/guardian not interested in services

	Contact tracking
	Date/time
	Person Contacted
	Outcome

	Date/time of 1st attempt to contact
	
	
	

	Date/time of 2nd attempt to contact
	
	
	

	Date/time of 3rd attempt to contact
	
	
	

	Outreach letter sent:
	
	
	



QA Approved January 2021 – Mod PPASS 12.16.22
© 2021 Center for START Services - University of New Hampshire Institute on Disability
image1.jpg
@] THE CENTER FOR
ﬂ START SERVICES
~ Institute on Disability / UCED

—

University of New Hampshire




