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CONFIDENTIAL: This document may contain confidential and privileged information. The information contained is intended for the addressee only. If you are not the addressee of this information, please do not read, disclose, copy or distribute. If you have received this in error, please call the Oregon Health Authority: OHOP Program at 971-673-0144. Thank you.

HIV Housing & Case Management
Referral Form


 Submit Completed Form To: 971-673-0177 (fax) or kris.a.harvey@state.or.us



REFERRING INSTITUTION INFORMATION

Date: 
Direct Phone #: (
Email: 
Releasing Institution:  FORMDROPDOWN 

(If non-DOC facility)

Facility Name: 
Facility Address: [Street], [City], OR [ZIP]
Contact at Releasing Institution (if different than above): 
Does contact know of inmate’s HIV Status?  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Direct Phone #: (   )     -      x       
Fax: (
Email: 
Parole/Probation Officer (if known): 
Direct Phone #: (
Email: 
INMATE INFORMATION

Full Legal Name: [Last], [First] [Full Middle]
DOB: 
Institution admission date: 
Current crime(s): 
Does the inmate have a current diagnosis of HIV?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


(if no, the inmate is not eligible for services)

Is the inmate currently taking HIV medications?  
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No            FORMCHECKBOX 
 Unknown
Will the inmate be released with HIV medications?  
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No            FORMCHECKBOX 
 Unknown
The inmate has applied for: 








 FORMCHECKBOX 
 SSI     FORMCHECKBOX 
 Medicaid/OHP   FORMCHECKBOX 
 Other Health Insurance  FORMCHECKBOX 
 Unknown
 FORMCHECKBOX 
 Other
INMATE POST-RELEASE INFORMATION

County of Release: 
Phone (if known): (
Address (if known): 
Immediate Needs: 
 FORMCHECKBOX 
Case Management

 FORMCHECKBOX 
Emergency/Temporary Housing 

 FORMCHECKBOX 
Permanent Housing
 FORMCHECKBOX 
Health Insurance

 FORMCHECKBOX 
Medication Assistance

 FORMCHECKBOX 
Transportation
 FORMCHECKBOX 
HIV Medical Care                                                         FORMCHECKBOX 
A&D Treatment
 FORMCHECKBOX 
Mental Health Treatment
General notes (please include specific behavioral or safety concerns):


This form is intended to provide referral to HIV Case Management services for any HIV+ person who is releasing from an Oregon correctional facility.  Case management services are available in every county of Oregon. Eligibility information varies by provider, but is generally inclusive of an HIV diagnosis and residence in Oregon. Some income restrictions may apply.  Please fax or email this completed form and ROI to the Oregon Health Authority who will notify the case management provider located in the county to which the inmate is being releasing.  
