Find your health plan

Your county health plan’s
member services can help
determine if you are eligible.

Scan the QR code
to find your health plan and
explore the different referral
pathways available.

) Ask your provider to
refer you

Refer yourself by calling
o your health plan

Scan the QR code above to
& check for additional referral
options

*Providers can include PCPs, CBOs, BH
providers, county entities, or other.

About Us

California’s SCDC program aims to
improve access to quality healthcare,
reduce health disparities, and increase
awareness of the disease by providing
data, conducting analyses, and
communicating information to Sickle Cell
Disease partners throughout the state of
California. If you are interested in learning
more about California’s Sickle Cell Data
Collection program, please visit
www.cascdc.org or reach out to us at
scdc@trackingcalifornia.org.
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Contact us &
stay connected

& www.cascdc.org
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(») @CASCDC

S : E : Connecting data to

e——e—=e==*——° (qction for sickle cell

Stexe Cew Data Corieeion  commuynities in California.
TRACKING 4 CALIFORNIA

Enhanced Care
Management
(1Y)

What is it and are you eligible?



What is Enhanced Care

Management (ECM)? Scan this

. o QR code to
ECM is a model of care coordination learn more
aimed at providing comprehensive and about ECM.

personalized support (health and health-
related care, including physical, mental,
and dental care, and social services) to
individuals with complex health needs.

Your Care Team

An ECM provider

Whois ellglble? can help YOU: Your ECM provider will identify
one of the following roles as your
ECMis available to specific groups, including: Find doctors and ECM lead care manager. You
e Individuals and families experiencing O get help with may change this at any time.
homelessness. ) appointments
¢ Individuals with serious mental health
and/or substance use disorder needs. Arrange transportation

i Nurse care manager
e Children and youth involved in child to/from appointments 9

welfare (foster care).
e Individuals who are transitioning from Rece.lve follow-up
services after

. " . .
Incarceration leaving the hospital

Behavioral health

¢ Individuals who are at risk for avoidable care manager

hospital or emergency department care.

e Adults living in the community and at risk = Manage your
. medication

for long-term care institutionalization.

e Adult nursing facility residents transitioning Care coordinator

to the community. = Access local resources,
e Children and youth enrolled in California such as food
Children’s Services (CCS).

e Pregnant and postpartum individuals. Community

Connect to other health worker

health services




