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 Title: Health Home Transfer 

 

Intended Population: Health Home Serving Adults and Children  

Department: Health Home             

Effective Date: 5/1/2016 

Date Revised: 11/5/2016; 4/17/2019; 5/1/2020; 6/1/2021; 11/1/2022; 12/1/2023; 2/1/2025 

DOH Policy: HH0018 

 

Purpose of Policy  

 
 To establish standards and clear guidance which will inform Health Home Service Providers of 

requirements for the transfer of enrolled members to a new Health Home and/or Care Management 

Agency or Children and Youth Evaluation Services (C-YES). 
 

Scope 

1. This policy must be distributed to all AHI Health Home Program staff and all subcontracting CMA’s.  

2. All recipients of this policy must acknowledge their receipt and understanding of the policy by 

referring any questions, problems, or compliance issues with the policy within ten days of the 

issue date to the AHI’s Health Home Assistant Director 

3. All questions regarding this policy or its implementation may be directed to the AHI Health Home 

Assistant Director. 

 

Statement of Policy 
AHI shall develop, disseminate, and review at least annually a Health Home Transfer Policy that addresses 
purpose, scope, roles and responsibilities, management commitment, coordination among organization 
entities, and compliance. AHI shall formalize documented procedures to facilitate the implementation of 
the Health Home Transfer Policy. 
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Definitions 

Health Home Service Provider (HHSP):  an organization that has a fully executed contract (the “Health 

Home Services Provider Agreement”) with the Adirondack Health Institute to provide health home 

outreach and/or care management services. 

 

AHIHH:  AHI Health Home 

 

Health Home Candidate:  a person who is potentially eligible to become a Health Home Participant and is 

assigned by an MCO or NYSDOH to AHI or who has been referred to the HHSP or to AHIHH.   

 

Member or Participant: The individual (both adult and children/youth) enrolled in the Health Home 

program or Children and Youth Evaluation Services (C-YES) for the purpose of the Children’s Waiver. The 

term includes the Parent, Guardian, and Legally Authorized of the member, as applicable. These terms are 

interchangeable. 

 

 

“Assignment” and “Re-Assignment “: the process by which a Health Home Candidate is assigned to an 

AHI Health Home Services Provider or re-assigned from one AHI Health Home Services Provider to another 

AHI Health Home Services Provider. 

 

Care Management Record System: a structured information system, maintained by the Adirondack 

Health Institute Health Home (AHIHH), and made available for Health Home Service Providers and Health 

Home Network Partners to utilize, as applicable and appropriate to their role in the Health Home. 

 

Workforce member: means Employees, board members, volunteers, interns, independent contractors, 

vendors, and other persons whose conduct, in the performance of work for a covered entity, is under the 

direct control of such entity, whether or not they are paid by the covered entity. This includes full and part 

time employees, affiliates, associates, volunteers, and staff from third party entities who provide service 

to the covered entity. 

 

Administrative Transfer: The process followed by a Health Home and/or Care Management Agency to 

appropriately transfer Health Home enrolled members as a result of a closure/merger/acquisition. 

 

Member-Driven Transfer: The process followed when a Health Home enrolled member requests transfer 

to a new Health Home and/or Care Management Agency. In relation to the Children’s Waiver, this is the 

choice of the member to have their care coordination with Children and Youth Evaluation Service (C-YES) 

for their HCBS only or, the Health Home program for comprehensive care management. 
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Warm Handoff: A three-way communication that includes the current entity, new entity, and the member 

(family as appropriate) as a means to introduce the member and explain next steps in the transition 

process. Such communication can occur through phone call, telehealth, or in-person meeting to prevent 

any potential disengagement as the member is transitioning between entities. For example, current 

Health Home to new Health Home OR current Care Management Agency to new Care Management 

Agency. 

 

 

Background 

The Health Home Transfer Program Policy at AHI is intended to facilitate the effective implementation of 

the processes necessary to meet the Health Home Program standards and requirements as stipulated by 

the NYS DOH, federal regulations, and best practices.  This policy directs that AHI meet these 

requirements.  

 

 

POLICY 

 
This document outlines the steps that are required for AHI Health Home (AHIHH) and a Care Management 
Agency (CMA) to take when transferring an enrolled member, whether adult or child, to a new Health 
Home (HH) and/or Care Management Agency (CMA) or Children and Youth Evaluation Services (C-YES). 
Additional steps required for children/youth enrolled in Home and Community Based Services (HCBS) are 
included. 
 
Member transfers to another Health Home (HH), Care Management Agency (CMA), or Children and Youth 
Evaluation Services (C-YES) will occur for various reasons e.g., member requests a change, Care 
Management Agency (CMA) closure, Health Home (HH) closure, merger, or acquisition, etc. Proper 
procedures must be in place that outline the steps to be taken by the Health Home (HH), Care 
Management Agency (CMA), or Children and Youth Evaluation Services (C-YES) to ensure that a warm 
handoff occurs for the member from the current Health Home (HH)/Care Management Agency (CMA)/ 
Children and Youth Evaluation Services (C-YES) to the new Health Home (HH)/Care Management Agency 
(CMA) or Children and Youth Evaluation Services (C-YES).  
 
Open communication and coordination between all entities is imperative to support a smooth, safe, and 
timely transfer for the member. This includes proper notification to the member about the reason for the 
transfer and the member’s choice. This includes in administrative transfers the member’s choice not to 
transfer rather to disenroll from the Health Home (HH) program, if this is their desire. 
 
The Health Home Care Manager must ensure that clear information about the change and choice is 
provided to each member and documented in the member’s record.  
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When an Administrative Transfer will occur, the Health Home Care Manager (HHCM) distributes to the 
member a letter written on Care Management Agency (CMA) agency letterhead clearly explaining the 
purpose for the transfer (e.g., Care Management Agency (CMA) closure, Health Home (HH) closure, 
merger, acquisition, or other reason(s), and include all available options depending on the nature of the 
situation), for example: 

 

       
• Remain with AHI HH, but change to another Care Management Agency (CMA)  

• Remain with current Care Management Agency (CMA), but change Health Homes 

• Change to another Health Home (HH) and Care Management Agency (CMA)  

• Enroll in Children and Youth Evaluation Services (C-YES) from Health Home (HH)  

 

Note: For Member-Driven Transfers, the above letter would not be required by the Care Management 
Agency (CMA); however, the Health Home Care Manager (HHCM) documents every step of the 
transition process until successful completion, including warm hand off, has occurred. 

 

For all transfers, the Health Home Care Manager (HHCM): 

 
1. ascertains the member’s informed choice to transfer and obtains permission to contact the receiving 

Health Home (HH)/Care Management Agency (CMA)/Children and Youth Evaluation Services (C-YES) 
to initiate and complete the transfer. The consent form MUST be updated. The current and 
receiving entities maintain ongoing communication throughout the process to include the member, 
member’s parent/guardian/legally authorized representative. All pertinent information to support 
the transfer is provided from the transferring entity(s) to the receiving entity(s).  

2. Establishes a date for transfer with the member and inform all parties of this date, including the 
Health Home  

3. Ensure that the Health Home Consent is updated with the needed entities and additional forms have 
been completed as needed (DOH 5204 etc..) For all member driven transfers the HHCM must collect 
new consents upon enrollment into Health Home.  

4. Document in Netsmart all of the transfer activities that have occurred. 
5. The Health Home and the Transferring CMA will work together to compile the transfer packet for 

the receiving entity(s).  

 

Guidance for the Transfer of Documents  
Depending on whether a member’s Care Management Agency (CMA) remains the same or changes as a 

result of a transition, certain rules apply regarding transfer of the Health Home consent, Plan of Care, 

Assessments, Educational Records, Care Management documentation, and clinical documentation.  
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Transfer Packet  

When a transfer is identified, the Health Home and the CMA HHCM will compile a transfer packet for the 

receiving entity. Below is a list of items that may be included in the Transfer Packet.  

 

• Consent forms 
• Current Comprehensive Assessment 
• Current Signed Plan of Care 
• Supporting documentation to support enrollment in Health Home  
• Health Home Specific Transfer form/referral form 
• HHSC HCBS LOC supporting documentation and required forms  

 

 
Member’s Care Management Agency remains the same under a new Health Home  
 
Consents: 
For an administrative transfer, the currently signed Health Home (HH) consent is valid and will continue 

to be used until the time the member’s Plan of Care (POC) is due. Health Home Care Managers (HHCM) 

assure they have proper consent in place to share necessary documents with the receiving Health Home.  

 

If it is a member driven transfer CMA/HHCM will get an updated consents at the intake meeting and must 

have updated consent at the point of enrollment.  

 

CES Tool: 

For Adults: The Continued Eligibility for Services (CES) Tool does not transfer with the member. Upon 

opening a new segment, the Continued Eligibility for Services (CES) Tool clock is restarted based on the 

date of transfer.  
 
Assessments: 
The Children’s Home and Community Based Services (HCBS) Eligibility Determination, Child Adolescent 
Needs and Strengths – NY (CANS-NY) will be done at the time the next due date.  
The Comprehensive Assessment will need to be completed in AHI’s Netsmart environment, as 
applicable. HHCM should use the information from the previous assessment, if available the new CMA 
will need to complete a new electronic Comprehensive Assessment in Netsmart within 60 days of 
enrollment. For HHSC the HHCM will need to complete a new electronic Assessment in Netsmart until 
the Comprehensive Assessment in built in the UAS. Once that happens and there is an assessment in the 
UAS within the last 365 days then that assessment will follow the member. If the new Health Home is 
not AHI then you will need to follow the policy they have in place.  
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Plan Of Care: 
The HHCM will have a copy of the member’s current plan of Care from the previous Health Home  and 
MAPP. The HHCM will need to upload the signed plan of care into the member’s record and 
electronically record the existing Plan of Care in Netsmart within in the 56-day timeframe if the member 
is coming to AHI for services. If the member is transferring to another Health Home; please follow their 
Transfer Policy.  
 
Supporting Documentation:  
HHCM will need to upload and record supporting documentation for Health Home eligibility in the 
Netsmart EHR.  
 
When the transfer function is used, the most current Initial Appropriateness determination transfers 
with the new segment. In all other instances when a new segment is started (e.g., when the Transfer 
Function is not used), a new Initial Appropriateness determination is to be submitted within 28 days. 
The Health Home will work with the new or previous Health Home to determine if the Initial 
Appropriateness will need to be re-recorded.  
 
 

Member’s Care Management Agency Changes but Health Home Remains the Same 
 
Consents: 
  
The currently signed Health Home (HH) consent remains valid for up to ninety (90) calendar days (or the 
equivalent of three (3) segment months) of the member’s transition date in order for needed updates to 
be made in the CMA and any other providers. Members of the Care Team listed in the consent are made 
aware of the new Care Management Agency (CMA) and are offered and provided with a copy of the 
updated new consent. 
If it is a member driven transfer CMA/HHCM will get an updated consent at the intake meeting.  

 
CES Tool: 
For Adults: The Continued Eligibility for Services (CES) Tool does not transfer with the member. Upon 
opening a new segment, the Continued Eligibility for Services (CES) Tool clock is restarted based on the 
date of transfer. 
 
Assessments: 
Children’s Home and Community Based Services (HCBS) Eligibility Determination, Child Adolescent 
Needs and Strengths - NY (CANS-NY) use current due date to establish the timeline for the next review 
and update.  
NOTE: For Health Homes Serving Children, if the transfer is to occur within sixty (60) days of when the 
Children’s Home and Community Based Services (HCBS) Eligibility Determination is due, the assessment 
is completed prior to the transfer. The assessment can be started two (2) months prior to the due date. 
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For the Comprehensive assessment the Health Home Care Manager will use a copy of the 
current assessment to create an electronic assessment in the system, as applicable., if available 
The new CMA will need to complete a new electronic Comprehensive Assessment in Netsmart within 60 
days of enrollment. For HHSC the HHCM will need to complete a new electronic Assessment in Netsmart 
until the Comprehensive Assessment in built in the UAS. Once that happens and there is an assessment 
in the UAS within the last 365 days then that assessment will follow the member.  
 
 
Plan of Care: 
The receiving Care Management Agency (CMA) uses member’s current signed Plan of Care (POC) to 
create an electronic Plan of Care in the system under the new CMA.  
 
Supporting Documentation:  
HHCM will need to upload and record supporting documentation for Health Home eligibility in the 
Netsmart EHR.  
 
When the transfer function is used, the most current Initial Appropriateness determination transfers 
with the new segment. In all other instances when a new segment is started (e.g., when the Transfer 
Function is not used), a new Initial Appropriateness determination is to be submitted within 28 days. 
The Health Home will work with the new or previous Health Home to determine if the Initial 
Appropriateness will need to be re-recorded.  
 
 

Member’s Care Management Agency Changes AND Health Home Changes 
 
Consents: 
A new consent is obtained by the receiving Health Home (HH) within ninety (90) calendar days (or the 
equivalent of three (3) segment months) of the member’s transition date. This includes consents such as 
the DOH 5055, DOH 5201, DOH 5203, etc. 
 
If it is a member driven transfer CMA/HHCM will get an updated consent at the intake meeting.  

 
 
CES Tool: 

For Adults: The Continued Eligibility for Services (CES) Tool does not transfer with the member. Upon 

opening a new segment, the Continued Eligibility for Services (CES) Tool clock is restarted based on the 

date of transfer.  
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Assessments: 
 Children’s Home and Community Based Services (HCBS) Eligibility Determination, Child Adolescent Needs 

and Strengths- NY (CANS-NY), will remain on the same timeline. The CMA/HHCM will utilize the current 

Comprehensive assessment to create an electronic version in Netsmart, as applicable. if available The new 

CMA will need to complete a new electronic Comprehensive Assessment in Netsmart within 60 days of 

enrollment. For HHSC the HHCM will need to complete a new electronic Assessment in Netsmart until the 

Comprehensive Assessment in built in the UAS. Once that happens and there is an assessment in the UAS 

within the last 365 days then that assessment will follow the member. If the new Health Home is not AHI 

then you will need to follow the policy they have in place. 

 
Plan of Care: 
 The receiving Health Home uses the member’s current signed Plan of Care (POC) to create an electronic 
plan of care in the member’s record if AHI is the new Health Home. There may be instances when the 
member transfer to a new HH and CMA that they will use the current POC on file in the MAPP system.  
 
Supporting Documentation:  
HHCM will need to upload and record supporting documentation for Health Home eligibility in the 
Netsmart EHR.  
 
When the transfer function is used, the most current Initial Appropriateness determination transfers 
with the new segment. In all other instances when a new segment is started (e.g., when the Transfer 
Function is not used), a new Initial Appropriateness determination is to be submitted within 28 days. 
The Health Home will work with the new or previous Health Home to determine if the Initial 
Appropriateness will need to be re-recorded.  
 
  
NOTE: For a member-driven transfer request, a new consent must be completed at the time of 
transfer. 

 

 
 
 Administrative Transfers:  
 The Health Home monitors the transfer of information for all members involved in a transition including 
Health Home consent, current Comprehensive Assessment and other recent assessments, and the most 
current Plan of Care accessed through the Medicaid Analytics Performance Portal (MAPP) Health Home 
Tracking System (HHTS) transfer function  
 
Health Homes Serving Children (HHSC) ensure that the Assessments, Child Adolescent Needs and 
Strengths – New York (CANS-NY) Acuity Score, and the Home and Community Based Services (HCBS) 
Eligibility Determination have been appropriately transmitted under the member’s new Medicaid 
Analytics Performance Portal (MAPP) Health Home Tracking System (HHTS) segment.  
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Additionally, if the member is enrolled in the Home and Community Based Services (HCBS) Children’s 
Waiver, all documentation for such enrollment is also transferred (e.g. Freedom of Choice Form, etc.). 
 
 
Requirement for Transferring Members via Medicaid Analytics Performance Portal (MAPP) Health 
Home Tracking System (HHTS) 
 
To support a successful transfer process, the transferring and receiving entity(s) establish arrangements 
outside the Medicaid Analytics Performance Portal (MAPP) Health Home Tracking System (HHTS) on 
how communication will occur throughout the entire process. The Health Home (HH) / Children and 
Youth Evaluation Services (C-YES) that is transferring a member(s) obtains verbal agreement from the 
Health Home (HH) / Children and Youth Evaluation Services (C-YES) that has agreed to accept the 
member(s) from the transferring Health Home (HH)/ Children and Youth Evaluation Services (C-YES), 
including any limitations on the number of members they can accept when conducting an administrative 
transfer. The transferring Health Home (HH) / Children and Youth Evaluation Services (C-YES) moves the 
member(s) using the transfer functionality within the system. This process can be completed in bulk 
using files or one member at a time, on screen. The members eligible for transfer will require review and 
response from the receiving Health Home (HH) Children and Youth Evaluation Services (C-YES) as to 
whether they accept or decline each member and communicate why. If a receiving Health Home (HH) / 
Children and Youth Evaluation Services (C-YES) does not accept members, the transferring Health Home 
(HH) maintains responsibility for these members and proceeds to locate another Health Home (HH) 
willing and able to accept these members, following the process outlined in the File Specifications 
documents. 

 
As part of the transfer planning process, Health Homes (HH) and or Care Management Agencies (CMA) 
ensure that the members being transferred are still eligible and appropriate for Health Home Services if 
applicable. If a member is not eligible and appropriate for continued enrollment, they should not be 
transferred, but rather should be moved through the discharge planning process. 
 
For Health Homes Serving Children and Children and Youth Evaluation Services (C-YES) transfers should 
not occur prior to Home and Community Based Services (HCBS) Eligibility Determination re-assessment. 
If the transfer is to occur within sixty (60) days of when the HCBS Eligibility Determination is due, the 
assessment must be completed prior to the transfer. The assessment can be started two (2) months 
prior to the due date. Additionally, the timeline for transfer must follow the Transfer Referral Process 
between the Children and Youth Evaluation Services (C-YES) and Health Home Serving Children (HHSC). 
 
 
 
Transfers to CCO/HH 

 

Transfer that will be made to a CCO/HH will not follow the above procedure. The currently assigned HHCM 

is responsible for coordinating with CCO/HH to ensure continuity of care for the client. 
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The HHCM and the new CCO/HH will work together to determine the disenrollment date from AHI HH to 

ensure there is no overlapping billing between the two Health Homes. 

 

The HHCM will work with the client to have the client add the new CCO/HH to the appropriate consent 

form. 

 

The HHCM will work collaboratively with the CCO/HH to share any applicable information to ensure a 

warm handoff. 

 

** For youth enrolled in HCBS Waiver and transferring to OPWDD please see the Health Home Serving 

Children Home and Community Based Services Transfer to OPWDD Policy** 

 

  

 

 

 

 

Supervisors Role:  

 

The role of the HHSP supervisor is to assure that HHCM activities support appropriate procedures to 

transfer members from one HHSP to another and/or another Health Home.  

 

The HHCM supervisor must:   

1. Discuss the transfer and provide clinical and policy guidance to the HHCM related to the transfer 
process.   

2. Participate in case reviews and sign off, as appropriate.  
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Quality and Performance Improvement: 

 

AHI Health Home will review a selection of cases from HHSP’s during annual comprehensive audits that 

have had a member with the end reason “Transferred to another Health Home or CMA”. Each case will 

be assessed for completeness and adherence to the Health Home Policy. Any record found not have 

adequate documentation in the member’s Electronic Care Management Record is expected to review this 

policy with their direct supervisor to ensure future adherence.  

 

Training:  

This policy will be disseminated for review and questions before a policy training is given.  If more time 

is needed outside of the initial policy training a future in-depth training will be developed to understand 

how to properly transfer members to provide continuity of care and the highest quality of care 

management services.  

 

 

 

 

 

 

 

 

 

 

 

 

 

Contact Person: Assistant Director, Care Management and Health Home  

Responsible Person: Health Home Service Provider 

Reviewed By: Director, Care Management and Health Home  

Approved By: Chief Compliance Officer 
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                                                                     TRANSFER Letter Example  

 

Date:  
Client Name:  
 
 
It was a pleasure working with you through Adirondack Health Institute’s Health Home 
Care Management program.  We truly enjoyed helping you access the care and resources 
you needed to support your health and wellness goals! Due to [insert reason for transfer], 
you are being transferred to [Name of New Agency/Health Home]. [Name of Agency or 
Health Home] can be contacted at [Phone Number of New Agency}. 
 
Your primary care coordinator was                        from the [Name of New Agency/Health 
Home]. If you have any concerns about the care coordination services you received, feel 
that you were discharged in error, or need to return to the program, please reach out! 
 
You can contact any of the below offices/individuals: 

• XXXX, the Supervisor for XXXXX can be reached at XXXX 
• Adirondack Health Institute’s Health Home leadership team can be reached at 1-

866-708-2912 or in writing to AHI Health Home Care Management; 100 Glen St., 
Glens Falls, NY 12801.  

• Medicaid Fair Hearings at 1-800-342-3334  
 
We hope our program served you well. If you have any questions or concerns, please call or 
write. We will be happy to help you!  

 

 

 
We wish you good health and success! 

 


