Nayeli Perales, RD
Pilot Program Dietitian
(323) 845-1800 Ext. 226
nperales@angelfood.org

How to Fill Out an

Patients should be
permanently
housed in order to
ensure delivery
and freezer space.

The diet
order is
helpful for
patient
education.

Application

If you require assistance filling out the application, please
reach out to Nutrition Services at Project Angel Food:
(323) 845-1800 ext. 226 (Nayeli) or ext. 229 (Yoolim)
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2. Please securely email or fax completed application to: vkanchian @angelfocd.ore or 323-845-1811

L. Any of the follewing healthcare professionals can make 3 referral JCM, SW, MD, DO, NP, P&, LVN, RN,

medical Personnel Only
Sacton 1. maberal wiamaron ! Can be referred
by any health
Name of Case Maﬂuper,l’Saunqu'k:r, Care
Agency Mame: Fhone bumber Extc professional ]
Section 2: Applicant Information |
Fatient Name: CateofBith:___
Address: ity Zip:

Frione Mumber: Secondary Fhone Numaer:

The curriculum

is in English or
Spanish only.

=>

Email:, Oenglish  Cspanisn
Emergency contact (othar than case manager or socisl worker):
FReelataonship:, Fhone Mumber: Emait
Fatient Information
Gender Housing
O

e o
- T Permanentty hausad O veteran

emale - - .
s O ron-permanent housing O feat = veteran

ns
5 tner O Unknown

g Z n Weignt: - Becent ‘Weight gain lozs chanze in 5,

Heart Hesithy + Carb Conbno led
Heart Healthy + Carb Controlled 2,2 meals per day (forCED 3)
Ifgms el ey |

Fuid Restriction” O Yes O Mo

Cliznt New Yark Cardinc Classification {optianal, but heiptul):

—Heart S=akby /2 meals par dey [flor CED3)

Recent labs,
H&P and meds
helps our RD
get a complete
picture of
client’s current
dietary needs

=>




The entire MediCal
number is needed to
check eligibility.
Coverage needs to
be continuous for
the past 12 months
(i.e. no gaps).

4Tz the individual been enrolled in Medi-Cal for the past 12 montns? Cves O Ho =

(:-\__\__ Fed-Cal Subsonbrs:

{Par any condition

(O & on Medi-Cal ID Core, bagins with @ ?‘_L_

©_Check all IC0-10 Heart Faiure Codes that aoply; =

ICD-10 codes
150.8 and 150.9.
are not specific
enough. Please
choose a more
accurate code
from this list.

=>

1501 - Laft Ventrcular
failure, unspecfied

1502 — Dizstolic [congestine) heart
Tailure

150.4 - Combined Systofc and
Diastalic heart failune

I50.Z - Systalic heart
fadlure

15030 - 33 Diastalic heart failure

150040 — 43 Combined Systalic and
Diastolic heart faswre

<=

Z. To perticipate, individuals must be disgrosed with congestave heart failure [CHF) and must hewe recently been admitted

State of
California

Benefits

dentification
D No. 90000000A95001 Ca"d

SUE G RECIPIE
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7

15020~ 23 Systolic

heart fallure

E. SecondaryDimgnosis: O CKDA-3 O cKod O ESRD CDebetes OCOPD  Cicancer [ Other [piease spedfy):

To partcipate. individual must: [regful to codiect, but can st refer for furtnar osmessmand)
Mok be enrolied in & meal provision program that provides mone than 7 meais per weei to patient

=== ar antcipeted |Pe expectaroy of mone thar 2 yeer | patients in pallistive, hospice, or comfort care cannot be
‘accommaodated — use your Dest judgment]

Have {TigiE0t suppens and abilty to sdhere to pragram protocols

0y
| ¥. ] Toperticipete, individual must heve visited their primany care doctor or specisist in the past 22months

' Hasthe individusl visted s primary care doctor ar specislbst in the past 12 months? O ves D o il ns, indsicual doss el cualify

[ ¢. ) Patient has nad ot least one qualitying event (defined a5 inpatient stay. SMF stay, or ED visk) in last 12 month

L N
O was
O Mo

Diake(s) of discharge, if availzble {from haspital, ER, or SHF):

Frimary Heaith Cane Provider;

Adidress: Emaik:
Fa:, Fhione:
Section 5: Signatures

Referrer Name: | certify that the informstion reported in this document is tree, sccuretes and has been verified

Frinted Hamas: Signature:

Title: nate:

Important note: The patient needs to be aware that
this program requires four educational visits with a
dietitian, two of which are in-person. The patient
will need to make themselves available for these
visits in order to remain eligible for the program.

Protocol requires
patients to
primarily eat food
the program
provides.

A qualifying
event is any
admission
hospital, ER, or
SNF admission in
the last 12
months.




Patient Consent to Release Information

Patient Name: Dat= of Birth: ____ 7 ¢
Medical Subscriber £ mctive for at least 12 morths ¥ W Phane
Patient Addness City: Zip:
Patient Signaturs: Data:

Conesnfimignto del Paclents para Divulgar Informacion

Autorizo a mi provesdor medico / parte remitente & divulgar informacion sobre mi afecdon medica » Project Angel Fond

blarmhre d= Eacinaie Cochbavd= ppcimasoges ___ F
In order to release
sensitive health Himero g= ledica Astive duranse s menss12 meses ¥ W teléfonc:
information, a
patient signature is Domizlia Cudad: Colina
required. If the
patient is discharged | Esma. Escha:

before a signature is *,_—— —
_ ¥ unable: to collect written consent, Sign below to confirm verbal consent before submitting health rnmr_i:jz:}

acquired, verbal
consent from the
patient and a witness
Signature will Siznature & Title of Refarring Haalthcars Worker D=

suffice.

Siznature & Title of Witnass [chent family, friend, or healthcare worker] Date






