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Making and Following Up on Referrals
MIHP professionals are required to refer beneficiaries to other community services providers as detailed in the interventions for each domain.  Professionals are also required to follow-up on referrals to determine whether or not a beneficiary accessed the services to which she was referred.  

Handing Out a Community Referral List

It is recommended that MIHP providers hand out a community referral list to every beneficiary as she enters the program, encouraging her to call the appropriate provider agency if she should require assistance at any point.  Before handing out this list, the MIHP provider may want to contact each listed agency, explaining MIHP services and indicating that some MIHP beneficiaries will be seeking their services.  Handing out a community referral list does not constitute an MIHP referral, and no follow up is required.  

Developing Relationships with Key Referral Sources

There are key referral sources with whom you need to cultivate good working relationships, given the nature of the services they provide and the fact that many beneficiaries need their services.  For example, if you do not have a registered dietitian (RD) on staff, your staffing protocol must describe how you arrange for RD services, identify the RD services provider, and specify how the referral is made.  Likewise, if you do not have an infant mental health (IMH) specialist on staff, your staffing protocol must describe how you arrange for IMH services, identify the IMH provider, and specify how the referral is made.  You also need good relationships with Early On, CMH, MHP behavioral health care managers, Regional Substance Abuse Coordinating Agencies, and domestic violence programs, as beneficiaries may be reluctant to use these services and need help to access them.  It’s not possible to provide quality care coordination in the absence of strong relationships with key referral sources. 
Making and Documenting Referrals

An MIHP referral takes place when a professional:

1. Discusses a particular referral source with the beneficiary, so she clearly knows what to expect.
2. Encourages the beneficiary to seek services from the referral source. 

3. Determines that the beneficiary wishes to seek services from the referral source. 
4. Provides specific information about contacting the referral source in writing. 

5. Determines if the beneficiary needs assistance to contact the referral source due to limited English proficiency, low literacy, comprehension difficulties, immobilization stemming from depression, fear or stigma related to using certain services (e.g., Early On, mental health services, substance abuse services, domestic violence services, etc.), or other concerns.
6. Provides assistance in contacting the referral source, if needed. 

Whenever an MIHP professional makes a referral, the appropriate box must be checked under “New referrals” on page 2 of the Professional Visit Progress Note.  This serves as documentation of the referral and alerts other team members to follow up on it at a subsequent visit.  

If the beneficiary does not wish to seek services, ask her about her reasons.  If appropriate, gently encourage her to continue to think about it, explaining the potential benefits.  Document her refusal of the referral under “Other visit information”.
Following Up on a Referral and Documenting the Outcome
Follow-up on a given referral must take place within three visits after the visit that the referral was made.  Anyone on the team can follow up on a referral; it does not have to be the professional who originally made the referral. The care coordinator is responsible for monitoring the chart to assure that follow up takes place as required.      
An MIHP referral follow-up takes place when a professional:

1. Asks the beneficiary if she has accessed the service to which she was referred.
2. If she has accessed the service:


a. Support her actions in this regard.

b. Ask if the service seems to be meeting her needs.
c. If it is not, offer any help that may be indicated.

3. If she has not accessed the service: 
a. Talk with her about why she didn’t access the service (e.g., “baby was sick and I didn’t get to it” or “I ran out of phone minutes” or “I called and they gave me the run-around” or “I changed my mind – I don’t want this service.”)
b. If she decided not to seek services, ask about her decision.

c. If appropriate, gently encourage her to continue to think about it, explaining the potential benefits.

d. If she tried to seek the service, but was unsuccessful, offer to help, if appropriate.

Whenever an MIHP professional follows up on a referral, the beneficiary’s response must be documented under “Outcome of previous referrals” on page 2 of the Professional Visit Progress Note.  Follow up referral documentation includes which referral is being addressed and what occurred with it.
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