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CS Asthma Remediation 
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Version 2 

Asthma Remediation is a Community Supports (CS) service that can assist members by identifying, coordinating, or funding 

services and modifications necessary to a home environment to ensure the health, welfare, and safety of the member or to enable 

the member to function in the home without acute asthma episodes, which could result in the need for emergency services and 

hospitalization. 

This referral must be signed off by a licensed health care professional. Submission of this referral is an attestation that 

Asthma Remediation services will likely avoid asthma-related hospitalizations, emergency department visits, or other 

high-cost services. 

Submit completed form and supporting documentation to the UM Prior Authorization fax (833) 305-3130 . 

All fields with an * are required. 

SECTION 1 – REFERRAL INFORMATION 

Referral Date 

Referral Type Community Referral Identified by Molina Self-Referral 

Other: 

Referring Organization Name 
 

Referring Organization NPI  
 

Referring Individual First Name*  
 

Referring Individual Last Name*  
 

Referring Individual Relationship to 

Member* 

Referring Individual Phone Number*  
 

Referring Individual Fax Number*  

Referring Individual Email Address*  
 

SECTION 2 – MEMBER INFORMATION 

Member First Name*   

Member Last Name*  

Date of Birth* 

Medi-Cal CIN   

Preferred Written Language  

Member Email Address   

Member Primary Phone 

Number 
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Member Residential Address  

City   

State 

Zip Code 

Is the member currently 

experiencing homelessness? 
Yes No Unknown 

SECTION 3 – AUTHORIZED REPRESENTATIVE INFORMATION 

Member has Authorized 

Representative 
☐ Yes   ☐ No  

Authorized Representative First 

Name 

 

Authorized Representative Last 

Name 

 

Authorized Representative 

Relationship to Member 

Phone Number 
 

Email Address 
 

Mailing Address 
 

SECTION 4 – CLINICAL INFORMATION 

Primary Diagnosis 
 

ICD-10 Code 

Secondary Diagnoses 
 

Primary Care Provider 
 

Behavioral Health Provider (if 

applicable) 

 

Recent Hospitalization Within 

Past 30 Days 
☐ Yes   ☐ No  

If Yes, Discharge Date 
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SECTION 5 – SERVICE INFORMATION 

Request Information 

Service Start Date:  

Service End Date: 

Eligibility Criteria 

Molina Enrollment: 

☐ Enrolled in Medi-Cal with Molina 

Member must meet ALL of the following criteria: 

☐ Member has received an in-home environmental trigger assessment from Periscope within the last 12 months through the 

Asthma Preventive Services benefit that identifies medically appropriate Asthma Remediations and specifies how the 

interventions meet the needs of the Member. 

☐ Member is not receiving duplicative support from other State, local, or federally funded programs. 

☐ Member consented to Asthma Remediation referral and acknowledges once in a lifetime restriction. 

Licensed Health Care Professional 

Name 

Credentials 

Hospital/SNF/Clinic/Office/FQHC 

Name 

Professional License Number 

Signature 

Date 

SECTION 6 – REQUIRED DOCUMENTATION 

Please attach all supporting documentation required for review. 

☐ In-Home Environmental Trigger Assessment from Periscope (completed within the last 12 months) 

☐ Additional supporting documentation (if applicable) 

☐ If member has previously received Asthma Remediation Community Supports services, please include information 

explaining how the member’s condition has changed so significantly that additional modifications are necessary. 

Additional documentation submitted: 
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SECTION 7 – ATTESTATION 

Member Consent  

☐ I attest that the member and/or authorized representative has consented to this Community Supports referral. 

Referral Attestation 

☐ I attest that the information provided in this referral is accurate and complete to the best of my knowledge. 

MHC HCS Community Supports 07/2026 
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