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Today’s Agenda
Time Agenda Item Presenter

10:00am Welcome and Introductions

10:05-10:20am
MCP Overview of 
Housing Community 
Supports Referrals

Kimberly Glasby
Alameda Alliance for Health

10:20-10:30am 211 Call Center 
Navigation

Tiffany Major
Eden I&R

10:30-10:55am
Alameda County 
Coordinated Entry 
System

Anna Fellers
Andrew Somera
AC Health Housing and Homelessness Services 

10:55-11:05am Provider Spotlight: 
Lifelong Medical Care

Kelsea Manion
Homeless Services Quality Director

11:05am-12pm Closing: Quarterly Poll, Announcements, and Office Hours
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2025 Aim and Drivers
By December 2025, the Collaborative will build provider capacity 

to deliver high-quality CalAIM services to eligible members, as 
evidenced by an increased proportion of enrollees with 
high-quality care plans in place and an increase in care 

coordination among CalAIM providers.

Ensure delivery of 
high quality 

CalAIM services 
through 

education and 
training on 

CalAIM policies 
and program 

design

Enhance available 
resources and 

supports to help 
providers deliver 

CalAIM services to 
underutilizing 

Populations of Focus, 
including children 

and youth

Strengthen 
relationships 

between providers, 
plans, & referral 

partners to enable 
efficient, 

high-quality 
referrals and strong 
care coordination 

1 2 3
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Overview of Housing 
Community Supports 
Referrals
Kimberly Glasby, Director of Long-Term Services and 
Supports

 Providing Access & Transforming Health



Community Supports 
Housing Trio 
Housing Deposits (HD) 
Housing Navigation (HN) 
Housing Tenancy (TSS)



Housing Bundle
• Housing Deposits (HD) 

Assist members with identifying, coordinating, securing, and funding one-time 
serviced and modifications necessary to establish a basic household.

• Housing Navigation (HN)
Assist members in finding, applying for, and obtaining housing. 

• Housing Tenancy (TSS)
Assist members in maintaining safe and secure tenancy once housing is secured.
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▷ Referral

� A notification from a non-Community 
Supports provider, identifying a member 
who may benefit from a Community 
Support.

▷ Authorization Request

� A request from the provider to the health 
plan to review and determine the 
appropriateness of a Community Support 
(submitted by a Community Support 
provider, or a provider that has already 
collaborated with that Community Support 
provider and received the member's 
consent)

Referral vs Authorization 
Request

*referral processed 
through coordinated 

entry (211)



Turnaround Time
• Urgent (threat to life/limb) 72H; can extend to 14 cal days 

with deferral

• Routine (before services are rendered) 5 bus days (starting 
1/1/2026, this will change to 7 cal days per CMS 
requirement); can extend to 14 cal days with delay

• Retro (asked for after services were rendered) 30 cal days
*TAT starts the day we receive the request. Requests received after 5pm will be 
processed the next business day (for elective).*
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DHCS Community Supports Policy Guide
DHCS - Community Supports Policy Guide Volume 1

DHCS - Community Supports Policy Guide Volume 2

CS Referral Form ECM Referral Form

CS Request Form CM Referral Form     

Resources

https://www.dhcs.ca.gov/Documents/MCQMD/DHCS-Community-Supports-Policy-Guide.pdf
https://www.dhcs.ca.gov/Documents/MCQMD/DHCS-Community-Supports-Policy-Guide-Volume-2.pdf
https://bluepathhealth.com/wp-content/uploads/2025/11/CMDM-Program-Referral-Form_09062023-clean.pdf
https://bluepathhealth.com/wp-content/uploads/2025/08/ECM_PRVDR_Approval-Request-Form_Adults_11222024-clean_508.pdf
https://bluepathhealth.com/wp-content/uploads/2025/11/CS_PRVDR_Referral-Form_12172024-clean-fillable-508.pdf
https://bluepathhealth.com/wp-content/uploads/2025/11/CS_MCAL-DSNP-PRVDR_Authorization-Request-Form_11172025-clean-fillable-508.pdf


Thanks!
If you have any questions, 

please contact us.

  deptHousingServices@alamedaalliance.org
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211 Call Center 
Navigation
Tiffany Major, Ph.D., Deputy Director at Eden I&R

 Providing Access & Transforming Health
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Alameda County Health 
and Homelessness 
Services
Anna Fellers, LCSW, Coordinated Entry Manager, and
Andrew Somera, MPH, Housing Community Support Program 
Manager

 Providing Access & Transforming Health



Coordinated Entry in Alameda 
County

Anna Fellers
Coordinated Entry Manager



Homelessness in Alameda County
2024 Point in Time Count



Homelessness in Alameda County
2024 Point in Time Count



Coordinated Entry – An approach to coordination and management of 
the homelessness response system’s resources that allows users to 
make equity-consistent decisions from available information to connect 
people efficiently and effectively to interventions that will end 
their homelessness. 

AC Coordinated Entry components: 
§ Access 
§ Housing Problem Solving*
§ Assessment
§ Prioritization for available resources
§ Referral/Matching to Housing/Homelessness Resources
§ Grievances*

* Includes steps that Alameda County have chosen to include but are not required as part of HUD’s 
requirements to implement the other four components of CE. 

What is Coordinated Entry?



Who is Involved in Coordinated Entry? 

Access Points & Housing 
Operators

▪ Housing Resource Centers (HRCs) 

▪ Street Health Outreach Teams

▪ 211 (Eden I&R)

▪ Emergency Shelters and navigation 
centers

▪ Housing and Homelessness Services – 
Part of Alameda County Health

▪ Continuum of Care Management Entity

▪ Coordinated Entry Team

▪ Health Care for the Homeless

Regional Coordinators

▪ Oakland Lynette Ward 

Lynette.Ward@acgov.org 

▪ Mid County: Phil Clark 

Phil.Clark@acgov.org 

▪ North County: Andrea Zeppa 

Andrea.Zeppa@acgov.org

▪ East/South County: Hanna Toda 

Hanna.Toda@acgov.org

mailto:Lynette.Ward@acgov.org
mailto:Phil.Clark@acgov.org
mailto:Andrea.Zeppa@acgov.org
mailto:Andrea.Zeppa@acgov.org


Zones/Regions in Alameda County
Within CE, there are 5 Resource Zones and 
15 Contracted HRCs/Access Points distributed 
geographically to cover all regions.

▪ North County (2)*

▪ Oakland (4)*

▪ East County (1)

▪ Mid County (2)

▪ South County (2)

▪ Transitional Age Youth (1)*

▪ Gender Based Violence Survivors (3)*

▪ Vets (1 Proposed)*

 Most Access Points serve everyone; some 
have a specific population focus such as 
transition age youth, families, and survivors of 
gender based violence.

 * Region has Population-specific site(s)



What Resources are Matched through Coordinated Entry?

Matched through CE:

• Housing Navigation and Tenancy Sustaining 
Services (Housing Community Supports)

• Year Round Publicly Funded Shelter 
• Some Navigation Centers
• Transitional Housing
• Rapid Rehousing
• Permanent Supportive Housing
• Dedicated Affordable Housing
• Shallow Subsidies
• Interim and Permanent Housing for Medically 

Frail Individuals*

Not Matched through CE:

• Medical Respite
• Nightly, Seasonal and Privately-Funded 

Shelters
• Some Navigation Centers
• Skilled Nursing Facilities
• Board and Care Facilities 
• Behavioral Health Care Facilities (substance 

use or mental health treatment) 
• Shelters for Survivors of Domestic Violence, 

Gender-Based Violence, Intimate Partner 
Violence and Trafficking 





Screening for 
Interest in Shelter 
and Transitional 

Housing

Crisis 
Assessment

Crisis Queue

Referrals to 
Shelter and 
Transitional 

Housing

Screening for 
Eligibility for 

Housing Needs 
Assessment

Housing Needs 
Assessment Housing Queue 

Referrals to 
Subsidized 
Permanent 

Housing



Housing Community Supports in 
Alameda County

Andrew Somera
Housing Community Supports 
Program Manager



Community Supports (CS)

● In Lieu of Services (ILOS) or Community Supports Services are services 
provided by Medi-Cal managed care plans (MCP) to address Medi-Cal 
members’ health-related social needs, help them live healthier lives, and 
avoid higher, costlier levels of care.

● MCPs can opt to provide any or all community supports to their eligible 
members 



Community Supports (CS)
● Designed to:

■ be cost-effective alternatives to traditional medical settings/services

■ address social drivers of health

Housing Transition Navigation Services Medically Tailored Meals

Housing Deposits Medically Supportive Food

Housing Tenancy and Sustaining Service Environmental Accessibility Adaptations (Home Modifications)

Transitional Rent Respite Services

Recuperative Care (Medical Respite) Sobering Centers

Day Habilitation Programs Personal Care & Homemaker Services

Short-Term Post-Hospitalization Housing Nursing Facility Transition/Diversion to Community

Asthma Remediation



Housing Community Supports (HCS)

○ Alameda County Health (ACH) administers the delivery of 3 Housing 
Community Supports:

■ Housing Navigation -(HN)-  Serves unhoused clients in identifying and applying for 
housing: ~900 clients currently enrolled.

■ Tenancy Sustaining -(TSS)- Serves housed clients in maintaining their housing: 
~2,000 clients currently enrolled

○ Housing Deposits -(HD)- Support with one-time move-in expenses: ~360 
clients currently enrolled

● ACH contracts with 24 community providers to provide these services



Community Supports (CS)
● HCS overall program goals:

• Help homeless and formerly homeless households obtain, move into, and keep 
their homes

• Support clients’ transitions from homelessness into permanent housing

• Provide HN services to consumers experiencing homelessness to support in 
obtaining permanent housing

• Provide supportive services to housed consumers to ensure long-term housing 
sustainability

• Reduce utilization of crisis and inpatient health care resources 

• Connect clients to benefits advocacy / other mainstream services

• Enrollment in Medi-Cal or other health insurance coverage, referrals to ECM, 
etc



Eligibility
■  A client must be:

■ Living in Alameda County; AND
■ Literally or formerly homeless

Program Eligibility

HN

· Must be referred through Coordinated Entry, AND
· Must be on the Housing Queue
· Must be “literally homeless,” AND
· Must not have a lease with a move in date assigned

HD · Must be enrolled in HN or TSS

TSS

· Must be housed or has identified move-in date
· Housing must have been referred through CE And assessed as likely to 

benefit from services or at a site approved for tenants to receive HCS



Client Journey
Step Actions

Step 1:
Finding Housing

• Clients are identified as needing HCS (prioritized using CE) and are referred 
to an HCS provider for HN

• Provider Conducts outreach, enrolls client, and begins serving them in their 
housing search

Step 2:
Moving

• Housing is successfully identified and the client begins the moving process
• Client is enrolled in HD and household goods and move-in fees are paid
• Client moves in and is enrolled in TSS

Step 3:
Retaining Housing

• HCS case manager supports the client to maintain tenancy
• Client is connected to other services (EMC, IHSS, etc) to help them retain 

their housing and gain independence

Step 4: Client becomes fully independent and graduates from HCS



• For HN and TSS, there is no limit on the length of time 

that a client can be served

• Members are evaluated every 6 months to confirm 

they are still engaged in and receptive to services and 
determine whether or not services are still needed 

Length of Services



How Clients are Matched for HCS
1. Coordinated Entry

2. Housed clients at immediate risk of losing their housing, if 
their housing was found through Coordinated Entry

3. Reverse Referrals: if HCS contractor has a relationship with 
eligible person, they may request enrollment into HCS



HCS - Housing Deposits
● Eligibility: HCS-enrolled clients

● Assists with one-time expenses (max $5,000) related to move-in, 
such as: 

· Housing application fees
· Security deposits 
· Furniture and household items 
· Set up fees/deposits for utilities or renter’s insurance
· First month coverage of utilities
· One-time services necessary for the individual’s health and safety, such as 

pest eradication or cleaning 
· Medically necessary adaptive aids and services designed to preserve the 

client’s health and safety in the home



Questions:

Coordinated Entry
CoordinatedEntry@acgov.org

https://homelessness.acgov.org/coordinated-entry.page?

Housing Community Supports
CalAIM@acgov.org

https://homelessness.acgov.org/housing-community-supports.
page?
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Local CalAIM Successes:
Lifelong Medical Care
Kelsea Manion, Homeless Services Quality Director

 Providing Access & Transforming Health



LifeLong Medical Care
Supportive Housing Program



HCS Program Overview

17 PSH buildings with 459 

designated TSS units

Permanent Supportive 
Housing Sites Contracted service provider for 

scattered site programs - many 

clients eligible for TSS enrollment

Scattered Sites

6 FTE dedicated to housing 

navigation caseload

Housing Navigation



90%

Program Outcomes

Clients maintained or 
increased their income from 

start to latest assessment/exit

77% Clients accessing non-cash 
benefit sources

96% Clients with at least one source 
of health insurance

86% Clients remained housed for 1 
year or longer



Client Successes
LMC’s case manager, Makeda, has worked with Billy for several years since he was first housed. During this time, 

Makeda has provided consistent support to help Billy manage his rent and utility bills, secure resources to address 
back rent, and connect to medical and behavioral health services. In 2024, Billy was struggling with maintenance 

issues and pest infestations where he was living. He disliked the neighborhood, which impacted his mental health and 

ability to keep up with regular housekeeping and personal grooming. Due to the persistent pest problem, Makeda 
worked with Billy for months to provide legal resources and successfully advocate to the housing provider for a 
move. At the end of 2024, Billy relocated and he reported:

‘Billy’ - Scattered Site Program

*Client’s real name was changed for privacy. Success story shared with client consent. 

“I feel more relaxed living here, not so stressed as I was before. I go 
out more because I feel safe.”

The move served as a fresh start for Billy to reconnect to behavioral health services at the Trust Clinic this year, 

which is now only a few blocks from his apartment. Addressing his mental health symptoms has helped Billy become 

more consistent with his housekeeping and grooming, a significant step toward his long-term housing stability. After 

providing supplies and coaching on this for years, Makeda is really proud to see Billy take initiative on his unit upkeep 

- Makeda says “sometimes you don’t think the little things make a difference, especially when you have to do and 

encourage the same things over and over; but being consistent can really pay off for clients.”



Client Successes

LMC’s case manager, Kamika, has worked with Alice since 2024. Alice has been housed for a few years and has 

steadily made progress on managing her own rent payments, utilizing local resources for food assistance, and 

keeping her medical and behavioral health appointments. Alice has had some maintenance concerns in the past, 

and has relied on case management support to address issues with her landlord. Kamika has noticed that Alice 

gets quite nervous when she receives a notice or request from her landlord, so Kamika has encouraged her to to ask 

for help understanding and completing paperwork. 

Recently, Alice notified Kamika that she had received a 60 day notice from her landlord to pay back-owed water 

utilities. Kamika helped Alice investigate this notice and alerted the housing subsidy provider about the issue. All 

parties were able to meet with the landlord to determine that water utilities are not part of Alice’s lease 

agreement and other tenants do not pay for this utility. Kamika was very proud of Alice for speaking up, asking 

questions, and advocating for herself in this instance. Working together, Alice was able to resolve this notice with 

no impact to her housing stability. 

‘Alice’ - Scattered Site Program

*Client’s real name was changed for privacy. Success story shared with client consent. 



Thank you
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DHCS Quarterly Poll & 
Collaborative 
Announcements

 Providing Access & Transforming Health
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DHCS requests your feedback
This statewide PATH 
Collaborative survey 
measures:

• The impact of 
participation in the 
collaborative

• The value of partnerships 
across organizations

• The sustainability of our 
progress

http://www.youtube.com/watch?v=hypu5Ej6LA0


Final Technical Assistance Marketplace (TAM) Opportunity
As of 6/24/25, a shift in TAM project qualifications limits the timeframe for project 
approval and eligibility. Availability of funds may decrease starting January 2026.

Impact on Alameda Providers

New Eligibility Criteria
Projects will be approved for NEW TA 
Recipients only (except for transitional 
rent support or as determined by DHCS)

There is a limit of ONE project per TA Recipient

Providers are encouraged to apply for 
funding at earliest convenience as 
approval is not guaranteed

It is not necessary to be a contracted provider, 
however a letter of attestation and intent to 
contract will be required

TA projects may not exceed $150k and must be 
within 12 months

TA Recipients not yet contracted with an MCP for 
ECM and/or Community Supports will be required 
to provide a rationale for how their proposed TA 
project will support their contracting efforts

https://www.ca-path.com/ta-marketplace 

https://tpa-reference-material-prod.s3.us-west-2.amazonaws.com/2025-06-24T12%3A44%3A22.817387587_TA%20Marketplace%20Webinar_06.24.25_FINAL.pdf?utm_source=TPA+Communications%3A+Providing+Access+and+Transforming+Health+%28PATH%29&utm_campaign=aeaca39e5a-Important+TAM+Updates%2FLimitations+6.24.25&utm_medium=email&utm_term=0_e5a7190a85-aeaca39e5a-297715859
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Register now:

See you at our last meeting of the year!

Alameda CalAIM PATH 
Collaborative

December 12, 2025
10:00am - 12:00pm

Thank you for attending!
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Resource Center 
Our Resource Center has a 
new look and format for 
clearer resource and event 
access. Check out the Past 
Materials Page for all 
recordings and slide decks of 
collaborative meetings since 
January 2024!

Check it out: 
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Thank you for joining!
Questions? Please email pathinfo@bluepathhealth.com.

 Providing Access & Transforming Health
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