Yamhill /)

COMMUNITY CARE
Health Related Social Needs (HRSN)
Prior Authorization Request - Housing
Please fax 503.850.9398 | Questions call 855-722-8205
Fill out each section fully or application will be returned as incomplete

Documentation needed
FOR ALL: Clinical documentation or provider contact information

RENT/UTILITIES: Proof of income, signed lease agreement

No income: Low or No Income Form
Bajos Ingresos o Sin Ingresos Formulario
No lease: Verification of Landlord/Tenant Relationship

Verificacion de la Relacion Entre el Propietario y el Inquilino

HOME MODIFICATION/REMEDIATION: Scope of work
Scope of work form: Scope of Work Form
Formulario del alcance del trabajo

Last Name: First Name:

Insurance ID #: DOB:

Address and city: County: OO Polk O Washington O Yamhill
Phone: Email:

Preferred Language (Optional): Pronouns (Optional):

Requesting Provider/Member: Email:

Address: Phone: Fax:

Provider name: Provider clinic:

Provider phone number:



https://sharedsystems.dhsoha.state.or.us/DHSForms/Served/he7219.pdf
https://sharedsystems.dhsoha.state.or.us/DHSForms/Served/hx7219.pdf
https://www.oregon.gov/oha/HSD/OHP/Tools/HRSN-Rental-Verification-EN.pdf
https://yamhillcco.org/wp-content/uploads/2026/03/HRSN-Rental-Verification-ES.pdf
https://yamhillcco.org/wp-content/uploads/2025/11/HRSN-Home-Modification-Remediation-Scope-of-Work-Form_final_Fillable-Form-11.1.24.pdf
https://yamhillcco.org/wp-content/uploads/2025/11/HRSN-Home-Modification-Remediation-Scope-of-Work-Form_final_Fillable-Form-11.1.24-1-es-1.pdf

If member does not meet HRSN eligibility, consider applying for HRS Flex Funds

https://yamhillcco.org/wp-content/uploads/2026/04/Flexible-Services-Request-Form-F-PDF-01.26.2026.pdf

OO0 Rent/Tenancy Services (future and past due)

Select all months of rent needed.
Months may total up to 6.

Landlord Name:

Landlord Phone:

Landlord Email:

OJan

OFeb

OMar

OApr

OMay

OJdun

Oduly

OAug

OSep

OOct

CONov

ODec

Amount of rent owed per month total:

Number of bedrooms in home/unit:

Amount applicant owes per month (if different):

Number of bedrooms occupied by
applicant & family (if different):

O Utilities (both future and past due)

Select all months of utilities needed.
Months may total up to 6 but future utilities cannot
be requested without rent.

Request for:
O Utilities
0 Utilities Setup
0 No Utilities Requested
[0 Storage Fees

OJan

OFeb

OMar

OApr

COMay

OJdun

OJuly

CJAug

OSep

OOct

COONov

ODec

[0 Storage (both future and past due)

Select all months of storage needed.
Months may total up to 6 but storage cannot be

requested without rent.

OJan

OFeb

OMar

OApr

COMay

OJun

OJuly

OAug

OSep

OOct

ONov

ODec

[0 Tenancy Services (standalone)



https://yamhillcco.org/wp-content/uploads/2026/01/Flexible-Services-Request-Form-F-PDF-01.26.2026.pdf
https://yamhillcco.org/wp-content/uploads/2026/04/Flexible-Services-Request-Form-F-PDF-01.26.2026.pdf

The following five criteria are all required:

O Be enrolled in OHP Plus (MMIS Codes BMD, BMH, BMM, CWX)
-AND-
[0 Meet requirements to be at risk of losing housing (income under “Extremely Low-Income Limits for
county: https://www.huduser.gov/portal/datasets/il.html)
[ Lack the resources to prevent homelessness

-AND-
O Currently housed
-AND-
Meets AT LEAST ONE of the housing-specific clinical risk factors:
[0 Complex Behavioral Health needs 0J Adult 65 years of age or older Child
[0 Developmental Disability Need Complex 1 less than 6 years of age
O Physical Health Need [0 Repeated ED use and crisis encounters
O Interpersonal violence experience O Young Adult with Special health care needs
O Need for Assistance with ADLs O Pregnant/Postpartum

Income Detail (complete for all rent/utility requests and for home mod/remediation requests if “at risk of
homelessness” criteria is selected)

List the names and ages of all household members:
Household size:

“Household” is defined as an economic unit filing
taxes together and sharing expenses. It may
include partners and dependents.

Annual Family Income:

Source(s) of income:

Applicant’s Income:
0 No Income

Source(s) of income:

Household member 2’s Income:
1 No Income

Source(s) of income:

Household member 3’s Income:
O No Income

For more details about which income sources to include or exclude look here: HRSN Income Guide
Application continues on next page.



https://www.huduser.gov/portal/datasets/il.html
https://www.oregon.gov/oha/HSD/OHP/Tools/HRSN-Income-Guide-EN.pdf

If no income:
O Zero or Low-Income Form and any additional written evidence of income attached (e.g. attestation from
family member who has been providing assistance, supported housing letter)

How is member staying housed?

Does the member currently have a Section 8 or other Housing Choice voucher?
O Yes
0 No

Add additional household members’ income or detail here:




[0 Medically necessary home modification [0 Medically necessary home remediation
0 Scope of Work form attached 0 Scope of Work form attached

[0 Hotel/Motel Stay (Only available to those who meet the at-risk of homelessness definition AND
require a hotel/motel stay while work is being done on their home)

Eligibility Criteria (Home Modification / Home Remediation)
Member must meet ALL the following requirements.
If member does not meet HRSN eligibility, consider applying for HRS Flex Funds:
https://yamhillcco.org/wp-content/uploads/Y CCO-Flex-Funds-Request-1.pdf

O Enrolled in OHP Plus (MMIS Codes BMD, BMH, BMM, CWX)
-AND-
Bein AT LEAST ONE HRSN covered population:

O Adults or youth who have left a Behavioral Health facility in the last 12 months

O Adults or youth who have left incarceration in past 12 months

O Individual transitioning to Dual Medicaid/Medicare status

O Individual currently meets HUD definition of homeless or at risk of homelessness under (“Extremely Low

Income Limits for county https://www.huduser.gov/portal/datasets/il.ntml)
If this box is selected, complete income verification on page 3.

OO0 Adults or youth with current or past involvement with Oregon Child Welfare

[0 Receiving Young Adults (age 19-21) with Special Health Care Needs (YSHCN) benefits
-AND-
Meets AT LEAST ONE of the housing-specific clinical risk factors:

O Complex behavioral health need [0 Adult 65 years of age or older developmental
OO0 Complex physical health need disability need
O Interpersonal violence experience O Child less than 6 years of age
[0 Need for assistance with ADLs or eligible for [ Repeated ED use and crisis encounters
LTSS O Young adult with special health care needs
O Pregnant/postpartum
-AND-

0 Needs the home modification/remediation to help or prevent member’s health condition



https://yamhillcco.org/wp-content/uploads/YCCO-Flex-Funds-Request-1.pdf
https://www.huduser.gov/portal/datasets/il.html

0 Member has consented to:
[0 Receive approved HRSN Services
[0 Be contacted by phone, email, and text by YCCO staff*
[0 Allow this application to be shared with HRSN providers for care coordination purposes
] Be contacted by phone, email, and text by the service provider, and related contractors or vendors
[0 Agrees to the use of information technology for personal data sharing

O Member attests the following:

e | want my CCO to see if | qualify for nutrition supports.

e My CCO may contact me to get more information about this request.

¢ | am not receiving duplicate services through any other programs

¢ | have not received the requested HRSN benefit in the past, from this CCO or any other.
| sign under penalty of perjury. That means, to the best of my knowledge, all the information | gave
in this request is true, correct, and complete.
If I provide false or untrue information, | may be subject to penalties under state or federal law.
This may include having to pay back money spent on any services | receive because of this
request.

Member signature (may be digital or provider may document member’s verbal consent):

Additional Comments (Optional):

IMPORTANT NOTICE: This message is intended for the use of the person or entity to which it is addressed
and may contain information that is privileged, confidential and exempt from disclosure under applicable
law. If the reader of this message is not the intended recipient, or the employee or agent responsible for
delivering it to the intended recipient, you are hereby notified that any dissemination, distribution or copying
of this information is STRICTLY PROHIBITED. If you have received this message by error, please notify us
immediately and destroy the related message.



	HRSN Housing PA Form
	  
	  
	Health Related Social Needs (HRSN)  
	Health Related Social Needs (HRSN)  
	Prior Authorization Request - Housing 

	Please fax 503.850.9398 I Questions call 855-722-8205
	 

	Fill out each section fully or application will be returned as incomplete 
	Documentation needed 
	Clinical documentation or provider contact information  
	FOR ALL: 

	Proof of income, signed lease agreement 
	Proof of income, signed lease agreement 
	Proof of income, signed lease agreement 
	Proof of income, signed lease agreement 
	RENT/UTILITIES:
	 



	No income:       
	No income:       
	No income:       

	Low or No Income Form
	Low or No Income Form
	Low or No Income Form
	Low or No Income Form
	Low or No Income Form
	Low or No Income Form


	 

	Bajos Ingresos o Sin Ingresos Formulario
	Bajos Ingresos o Sin Ingresos Formulario
	Bajos Ingresos o Sin Ingresos Formulario
	Bajos Ingresos o Sin Ingresos Formulario


	 




	No lease:       
	No lease:       
	No lease:       

	Verification of Landlord/Tenant Relationship
	Verification of Landlord/Tenant Relationship
	Verification of Landlord/Tenant Relationship
	Verification of Landlord/Tenant Relationship
	Verification of Landlord/Tenant Relationship
	Verification of Landlord/Tenant Relationship


	 

	Verificación de la Relación Entre el Propietario y el Inquilino
	Verificación de la Relación Entre el Propietario y el Inquilino
	Verificación de la Relación Entre el Propietario y el Inquilino
	Verificación de la Relación Entre el Propietario y el Inquilino


	  





	HOME MODIFICATION/REMEDIATION:
	 
	Scope of work  

	Scope of work form:  
	Scope of Work Form
	Scope of Work Form
	Scope of Work Form



	Formulario del alcance del trabajo
	Formulario del alcance del trabajo
	Formulario del alcance del trabajo
	Formulario del alcance del trabajo


	  

	Member Information
	Member Information
	Member Information
	Member Information
	 



	Last Name:
	Last Name:
	Last Name:
	 


	First Name
	First Name
	:
	 



	Insurance ID #:
	Insurance ID #:
	Insurance ID #:
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	☐
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	Requestor Information
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	Phone:
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	Fax:
	Fax:
	 



	Medical Provider Information
	Medical Provider Information
	Medical Provider Information
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	☐
	 
	Rent/Tenancy Services
	 (future and past due)


	Select all months of rent needed.  Months may total up to 6. 
	Select all months of rent needed.  Months may total up to 6. 


	Landlord Name: ________________________ 
	Landlord Name: ________________________ 
	Landlord Name: ________________________ 
	Landlord Name: ________________________ 
	 
	 
	Landlord Phone: ________________________ 
	 
	 
	Landlord Email: ________________________ 


	Jan 
	Jan 
	☐


	Feb 
	Feb 
	☐


	Mar 
	Mar 
	☐


	Apr 
	Apr 
	☐


	May 
	May 
	☐


	Jun 
	Jun 
	☐



	July 
	July 
	July 
	☐


	Aug 
	Aug 
	☐


	Sep 
	Sep 
	☐


	Oct 
	Oct 
	☐


	Nov 
	Nov 
	☐


	Dec 
	Dec 
	☐



	Amount of rent owed per month total:  _____________________________________ 
	Amount of rent owed per month total:  _____________________________________ 
	Amount of rent owed per month total:  _____________________________________ 

	Number of bedrooms in home/unit: ______ 
	Number of bedrooms in home/unit: ______ 


	Amount applicant owes per month (if different):  _______________________________________ 
	Amount applicant owes per month (if different):  _______________________________________ 
	Amount applicant owes per month (if different):  _______________________________________ 

	Number of bedrooms occupied by  applicant & family (if different): ___________ 
	Number of bedrooms occupied by  applicant & family (if different): ___________ 


	  (both future and past due)
	  (both future and past due)
	  (both future and past due)
	☐
	Utilities
	 


	Select all months of utilities needed.  
	Select all months of utilities needed.  
	Select all months of utilities needed.  
	Months may total up to 6 but future utilities cannot be requested without rent.   



	Request for: 
	Request for: 
	Request for: 
	☐
	☐
	☐
	 Utilities 

	☐
	☐
	 Utilities Setup 

	☐
	☐
	 No Utilities Requested 

	☐
	☐
	 Storage Fees 



	Jan 
	Jan 
	☐


	Feb 
	Feb 
	☐


	Mar 
	Mar 
	☐


	Apr 
	Apr 
	☐


	May 
	May 
	☐


	Jun 
	Jun 
	☐



	July 
	July 
	July 
	☐


	Aug 
	Aug 
	☐


	Sep 
	Sep 
	☐


	Oct 
	Oct 
	☐


	Nov 
	Nov 
	☐


	Dec 
	Dec 
	☐



	 (both future and past due) 
	 (both future and past due) 
	 (both future and past due) 
	☐
	Storage 


	Select all months of storage needed.  
	Select all months of storage needed.  
	Select all months of storage needed.  
	Months may total up to 6 but storage cannot be requested without rent. 
	 




	 
	 
	 
	 

	Jan
	Jan
	☐
	 


	Feb
	Feb
	☐
	 


	Mar
	Mar
	☐
	 


	Apr
	Apr
	☐
	 


	May
	May
	☐
	 


	Jun
	Jun
	☐
	 



	July
	July
	July
	☐
	 


	Aug
	Aug
	☐
	 


	Sep
	Sep
	☐
	 


	Oct
	Oct
	☐
	 


	Nov
	Nov
	☐
	 


	Dec
	Dec
	☐
	 



	Tenancy Services
	Tenancy Services
	Tenancy Services
	☐
	 
	 (standalone) 


	 
	 
	 
	 
	 




	Rent, Utilities, and Tenancy Services Request
	Rent, Utilities, and Tenancy Services Request
	Rent, Utilities, and Tenancy Services Request
	Rent, Utilities, and Tenancy Services Request
	 



	The following five criteria are all required:
	The following five criteria are all required:
	The following five criteria are all required:
	 

	 
	☐
	☐
	☐
	 Be enrolled in OHP Plus (MMIS Codes BMD, BMH, BMM, CWX) 


	     -AND- 
	☐
	☐
	☐
	☐

	county: )  
	 Meet requirements to be at risk of losing housing (income 
	under “Extremely Low
	-Income Limits for 
	https://www.huduser.gov/portal/datasets/il.html
	https://www.huduser.gov/portal/datasets/il.html
	https://www.huduser.gov/portal/datasets/il.html




	☐
	☐
	Lack the resources to prevent homelessness 
	 



	     -AND- 
	☐
	☐
	☐
	 Currently housed 


	     -AND-  
	Meets AT LEAST ONE of the housing-  
	speciﬁc clinical risk factors:



	☐
	☐
	☐
	☐
	☐
	 Complex Behavioral Health needs  

	☐
	☐
	☐

	 
	 Developmental Disability Need Complex 


	☐
	☐
	 Physical Health Need 

	☐
	☐
	 Interpersonal violence experience 

	☐
	☐
	 Need for Assistance with ADLs 
	 




	☐
	☐
	☐
	☐
	 Adult 65 years of age or older Child 

	☐
	☐
	 less than 6 years of age 

	☐
	☐
	 Repeated ED use and crisis encounters 

	☐
	☐
	☐

	 
	 Young Adult with Special health care needs


	☐
	☐
	 Pregnant/Postpartum 


	 


	homelessness” criteria is selected)
	homelessness” criteria is selected)
	homelessness” criteria is selected)
	Income Detail 
	(complete for all rent/utility requests and for home mod/remedi
	ation requests if “at risk of 
	 



	Household size: _____________  
	Household size: _____________  
	Household size: _____________  
	include partners and dependents. 
	“Household” is defined as an economic unit filing 
	taxes together and sharing expenses. It may 


	  
	  
	List the names and ages of all household members:



	Annual Family Income: _______________________________________ 
	Annual Family Income: _______________________________________ 
	Annual Family Income: _______________________________________ 


	Applicant’s Income: _____________
	Applicant’s Income: _____________
	Applicant’s Income: _____________
	 

	☐ No Income 

	  
	  
	Source(s) of income: _____________________



	 
	 
	 


	Household member 2’s Income: _____________
	Household member 2’s Income: _____________
	Household member 2’s Income: _____________
	Household member 2’s Income: _____________
	 

	☐ No Income 

	  
	  
	Source(s) of income: _____________________



	 
	 
	 


	Household member 3’s Income: _____________
	Household member 3’s Income: _____________
	Household member 3’s Income: _____________
	Household member 3’s Income: _____________
	 

	☐ No Income 

	  
	  
	Source(s) of income: _____________________



	 
	 
	 



	   
	For more details about which income sources to include or exclude look here: 
	HRSN Income Guide
	HRSN Income Guide
	HRSN Income Guide


	   
	Application continues on next page. 

	If no income: 
	If no income: 
	☐
	☐
	☐
	☐

	family member who has been providing assistance, supported housing letter) 
	 Zero or Low-Income Form and any additional written evidence of income attached (e.g. attestation from 



	How is member staying housed? __________________________________________________  
	Does the member currently have a Section 8 or other Housing Choice voucher?  
	☐
	☐
	☐
	 Yes 

	☐
	☐
	 No 



	Add additional household members’ income or detail here:
	 

	 
	 
	 
	 


	 Request: Home  Remediation
	 Request: Home  Remediation
	 Request: Home  Remediation
	Beneﬁt
	Modiﬁcation/Home
	 



	☐
	☐
	☐
	☐
	☐
	☐

	 
	 
	 
	Medically necessary home modification

	☐
	☐
	☐
	 Scopeof Work form attached
	 
	 







	☐
	☐
	☐
	☐
	☐

	 
	 
	 
	Medically necessary home remediation

	☐
	☐
	☐
	 Scope of Work form attached
	 








	require a hotel/motel stay while work is being done on their home) 
	require a hotel/motel stay while work is being done on their home) 
	require a hotel/motel stay while work is being done on their home) 
	☐
	 
	Hotel/Motel Stay
	 (Only available to those who meet the at-risk of homelessness definition AND 



	Eligibility Criteria (Home  / Home Remediation) Member must meet ALL the following requirements. 
	Eligibility Criteria (Home  / Home Remediation) Member must meet ALL the following requirements. 
	Eligibility Criteria (Home  / Home Remediation) Member must meet ALL the following requirements. 
	Modiﬁcation

	If member does not meet HRSN eligibility, consider applying for HRS Flex Funds:   
	https://yamhillcco.org/wp-content/uploads/YCCO-Flex-Funds-Request-1.pdf
	https://yamhillcco.org/wp-content/uploads/YCCO-Flex-Funds-Request-1.pdf
	https://yamhillcco.org/wp-content/uploads/YCCO-Flex-Funds-Request-1.pdf


	 



	☐
	☐
	☐
	☐
	☐
	 Enrolled in OHP Plus (MMIS Codes BMD, BMH, BMM, CWX) 


	ND- 
	-A

	Be in AT LEAST ONE HRSN covered population: 
	☐
	☐
	☐
	 Adults or youth who have left a Behavioral Health facility in the last 12 months 

	☐
	☐
	Adults or youth who have left incarceration in past 12 months 
	 


	☐
	☐
	 Individual transitioning to Dual Medicaid/Medicare status 

	☐
	☐
	☐

	Income Limits for county )         
	 Individual currently meets HUD 
	deﬁnition
	 of homeless or at risk of homelessness 
	under (“Extremely Low 
	https://www.huduser.gov/portal/datasets/il.html
	https://www.huduser.gov/portal/datasets/il.html
	https://www.huduser.gov/portal/datasets/il.html


	If this box is selected, complete income verification on page 3. 


	☐
	☐
	 Adults or youth with current or past involvement with Oregon Child Welfare  

	 
	 
	☐

	Receiving Young Adults (age 19-21) with Special Health Care Needs (YSHCN) benefits 


	-AND- 
	Meets AT LEAST ONE of the housing- clinical risk factors: 
	speciﬁc



	☐
	☐
	☐
	☐
	☐
	 Complex behavioral health need 

	☐
	☐
	 Complex physical health need 

	☐
	☐
	 Interpersonal violence experience 

	☐
	☐
	☐

	 Need for assistance with ADLs or eligible for 
	 Need for assistance with ADLs or eligible for 



	LTSS 
	☐
	☐
	☐
	 Pregnant/postpartum 


	-AND- 
	☐
	☐
	☐
	☐

	Needs the home  to help or 
	 
	modiﬁcation/remediation




	prevent 
	prevent 
	prevent 
	member’s
	 health condition 

	☐
	☐
	☐
	☐

	disability need 
	 Adult 65 years of age or older developmental 


	☐
	☐
	☐

	 Child less than 6 years of age 

	☐
	☐
	☐

	 Repeated ED use and crisis encounters 

	☐
	☐
	☐

	  
	 Young adult with special health care needs






	Member Attestations 
	☐
	☐
	☐
	☐
	Member has consented to: 
	Member has consented to: 
	 

	☐
	☐
	☐
	 Receive approved HRSN Services 

	☐
	☐
	 Be contacted by phone, email, and text by YCCO staff* 

	☐
	☐
	 Allow this application to be shared with HRSN providers for care coordination purposes 

	☐
	☐
	 Be contacted by phone, email, and text by the service provider, and related contractors or vendors    

	☐
	☐
	 Agrees to the use of information technology for personal data sharing 




	☐
	☐
	 Member attests the following: 
	 Member attests the following: 
	•
	•
	•
	 I want my CCO to see if I qualify for nutrition supports.  

	•
	•
	 My CCO may contact me to get more information about this request. 

	•
	•
	 I am not receiving duplicate services through any other programs 

	•
	•
	 I have not received the requested HRSN benefit in the past, from this CCO or any other. 

	•
	•
	 I sign under penalty of perjury. That means, to the best of my knowledge, all the information I gave in this request is true, correct, and complete. 

	•
	•
	 If I provide false or untrue information, I may be subject to penalties under state or federal law. This may include having to pay back money spent on any services I receive because of this request. 






	Member signature (may be digital or provider may document member’s verbal consent):
	Member signature (may be digital or provider may document member’s verbal consent):
	 


	Additional Comments (Optional):
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