Central Eligibility 
Client Choice Referral Form: 
Ryan White Part A Providers 

Your Federal Poverty Level (FPL) is ____
Please Select:
	Case Management Services Provider (FPL= 400% )
	Mental Health Services Provider (FPL= 300% )

	|_|Care Directions
	|_|Chicanos Por la Causa (CPLC)

	|_|Chicanos Por la Causa (CPLC)
	|_|Maricopa Integrated Health Systems (MIHS)

	|_|Ebony House
	|_|Southwest Center for HIV/AIDS

	|_| Maricopa Integrated Health Systems (MIHS)
	

	|_|Phoenix Indian Medical Center (PIMC)
	Nutrition Services Provider (FPL= 300% )

	|_|Southwest Center for HIV/AIDS
	|_|Southwest Center for HIV/AIDS

	
	

	Dental Services Provider (FPL= 300% )
	Primary Medical Care Services Provider (FPL= 300%)

	|_|A.T. Still University 
	|_| Maricopa Integrated Health Systems (MIHS)

	|_|Maricopa Integrated Health System (MIHS)
	|_| Phoenix Indian Medical Center (PIMC)

	|_|Office of Health Promotion Dental Insurance Program
	|_|Sun Life Family Health Center

	
	

	Food Services Provider (FPL= 300% )
	Substance Abuse Services Provider (FPL= 300%)

	|_|Southwest Center for HIV/AIDS
	|_|Chicanos Por la Causa (CPLC)

	
	|_|Maricopa Integrated Health Systems (MIHS)

	Housing Services Provider (FPL= 300% )
	|_|Southwest Center for HIV/AIDS

	|_|Care Directions
	

	
	

	Health Insurance Premiums and Cost Sharing 
(FPL=400%)
	Transportation Services Provider (FPL=Up to 300% )

	|_|Care Directions
	[bookmark: _GoBack]|_|Care Directions

	|_|Maricopa Integrated Health Systems (MIHS)
	|_|Arranged through other case management agency

	
	

	
	Treatment Adherence Provider (FPL=300% )

	
	|_| Maricopa Integrated Health Systems (MIHS)

	
	


|_|My referral choices are marked above and I give permission for the agencies to contact me.  OR
|_| I choose to not select referral sites at this time and will take full responsibility for following up with providers on my own.
Client Name _________________________________________________Date______________
Client Signature_______________________________________________Date______________

CEP Eligibility Specialist Name___________________________________ Date_____________
CEP Eligibility Specialist Signature________________________________ Date_____________
Comments:
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