
CS Community Transition Services 

All Counties 
Version 2 

Community Transition Services/Nursing Facility Transition to a Home Community Supports (CS) helps members who 

have been living in a skilled nursing facility to live in the community and avoid further institutionalization by supporting members 

with becoming newly housed and covering nonrecurring setup expenses. 

Community Transition Services do not include monthly rental or mortgage expense, food, regular utility charges, and/or 

household appliances or items that are intended for purely diversionary/recreational purposes. 

Send completed referral via fax to: (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 

Member Residential Address 

City 

MHC HCS Community Supports 07/2026 
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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 

SECTION 5 – SERVICE INFORMATION 

Request Information 

Service Start Date: 

Service End Date: 
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Eligibility Criteria 

Molina Enrollment: 

Enrolled in Medi-Cal with Molina 

Member must meet all the following criteria: 

1. Member is currently receiving medically necessary nursing facility level of care (LOC) services and in lieu of 

remaining in the nursing facility or Medical Respite setting, is choosing to transition home and continue to receive 

medically necessary nursing facility LOC services. 

2. Member has lived 60+ days in a nursing home and/or Medical Respite setting. 

3. Member is interested in moving back to the community. 

4. Member is able to reside safely in the community with appropriate and cost-effective supports and services. 

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

Member consented to Community Transition Services referral and acknowledges the once in a lifetime restriction. 

Current Skilled Nursing Facility Information 

Current SNF Name: 

Current SNF Address: 

SNF Contact Name: 

Title: 

Phone Number: 

Fax Number: 

Previous Community Transition Services 

If member has previously received Community Transition Services/Nursing Facility Transition to a Home Community 

Supports services, please include information explaining what reasons compelled the member to move from a provider-

operated living arrangement to a living arrangement in a private residence through circumstances beyond his or her 

control. 
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SECTION 6 – REQUIRED DOCUMENTATION

Please attach all supporting documentation required for review. 

Additional supporting documentation (if applicable) 

Additional documentation submitted: 

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. 
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