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COMMISSION ON MINORITY HEALTH 
77 South High Street, 18th Floor, Columbus, Ohio  43215 

Phone: (614) 466-4000 
Fax:  (614) 752-9049 

Website: http://www.mih.ohio.gov 
Email: minhealth@ocmh.state.oh.us 

Mike DeWine 
GOVERNOR

Representative Emilia Sykes
CHAIRPERSON

April 4, 2022 - ROUND 3 

Dear Colleagues: 
The 2022/2023State of Ohio Biennial Budget provided increased funding to the Ohio Commission on Minority 
Health (Commission). This funding will allow for the further scaling of the Certified Pathways Community HUB) 
Model. To this end, the Ohio Commission on Minority Health announces the availability of funds for calendar years 
2022/2023 to support model expansion and replication grants. The new funding level for this grant funding period 
will be as follows: nine existing Certified HUBs funded at $292,000– for the first year; one existing pending 
Certified HUB funded at $236,967 for year one and one New HUB funded at $180,000 for the first year. This is a 
competitive-bid process, and second year funding is impingent upon first year performance. 

This release will provide support for the replication and implementation of one new Pathways Community HUB. 
The New HUB may be in the planning phase or may be in the beginning stages of operation. Please note, the new 
HUB will have an assigned existing HUB as a mentor. To this end, existing HUBs must not have any conflicting 
agreements that would prevent a mentoring relationship with the assigned new HUB that will be located in the new 
HUB location as listed herein. 

The Existing Certified and Existing Pending HUBs must be located Cuyahoga, Franklin, Hamilton, Lucas, 
Mahoning, Montgomery, Richland, Stark, Summit or Tuscarawas assigned counties. For the HUB that is selected 
to serve Tuscarawas County, the service areas must also include Belmont, Carroll, Coshocton, Guernsey, 
Monroe, Muskingum and Washington. 

Please note the revised Southeastern Ohio service area list. The new HUB must be located in  Southeastern 
Ohio. The Southeastern HUB operations must be in one of the following listed counties and must target services 
to all of the following counties: Fayette, Lawrence, Perry, Pike and Scioto.
The selection of these areas was based on the Ohio Department of Health’s 2014 Infant Mortality county - level 
data. Please note the Commission will only award funding for the development of one New Pathways 
Community HUB. The HUB must reside in Lorain county or one of the five identified counties which are 
listed in the previous paragraph. Furthermore, each new HUB must be a stand-alone HUB, located in the area 
which it will serve, and it must be fully responsible for implementing each component of the HUB model.  

Please note, this grant mandates: 1) the adoption and implementation of the “Pathways Community HUB Model”, 2) 
the achievement of Pathways Community HUB model certification as a condition of funding, 3) implementation of all 21 
pathways to demonstrate projected outcomes and 4) weekly data entry into the mandatory data system. 5) Applicants 
must demonstrate the ability to implement quarterly clinical and pathway measures as well as the ability to evaluate 
program effectiveness. 6) No regional, hybrid, nested (services or billing through another HUB) nor look alike HUBs will 
be permitted. 7) Prior to submitting this proposal, please be aware that the HUB must be located in one of the 
aforementioned counties (or specific targeted areas within an aforementioned county). The service area may also 
include very specific targeted smaller geographic areas, within the required targeted counties such as a census tract or 
zip code area. Additional regional service areas are not permitted. 8) Funding must also be used to help provide one- 
year survival data for babies born to program participants. 

Face to Face Guidance 

Each agency should manage their policies and practices for completing in-home, face-to-face visits based on current 
Centers for Disease Control and Prevention (CDC) guidance and State of Ohio guidance. It is recommended that 
agencies have a policy/procedure in place that reflects how the agency will make decisions about service delivery that 
are consistent and equitable across families and consistent with all relevant home visiting rules and guidance. 
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APPLICATION PROCESS 

Minority Health Grant Management (MHGM) System 
In an effort to ensure grant application submission and grant reporting processes are more efficient, and to support the state 
of Ohio’s paper reduction initiative, the Commission has launched its electronic grants management system. 

All grant applications must be submitted in the MHGM system to be considered for funding.  In addition, if selected 
for funding, approved applicants will also submit all quarterly, annual, fiscal and evaluation reports in the MHGM system. 

Enclosed, please find the application guidance for the Replication and Expansion of the Certified Pathways Community 
HUB Model for SFY 2022, which must be used along with the MHGM user guide when submitting the application for funding. 

Please note all required documents and forms with required signatures must be uploaded in the MHGM to be 
considered for funding. New for signatures: All signatures on required forms must be dated in the same calendar year 
as the grant application submission date.  No required forms are allowed to be posted dated after the date of grant 
submission.  
For example:  If the grant submission date is  May 16, 2022 – All required forms must be dated January 1, 2022– 
May 16, 2022. 

We strongly encourage you to: 1) Read the application guidance; 2) Read the MHGM Applicant User Guide; 3) Listen to 
the pre-recorded MHGM system Technical Assistance session or 4) View the Commission’s MIH Grant Application 
Overview webinars on the Commission’s website at www.mih.ohio.gov. 

Given that this is a new system for some applicants, we strongly advice that you allow sufficient time to allow any questions 
you may have to be submitted via email and responded to prior to the application deadline. Typically, responses are posted 
within 1-2 business days of receipt. Please send questions to minhealth@mih.ohio.gov. 

The deadline for submission for this funding opportunity in the MHGM system is by 11:59 pm, Monday, May 16, 
2022. 

Sincerely, 

Angela C. Dawson 

Angela C. Dawson 
Executive Director 

http://www.mih.ohio.gov/
mailto:minhealth@mih.ohio.gov
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Ohio Commission on Minority Health 
Request for Proposals 
Fiscal Years 2022-23 

Certified Pathways Community HUB Model 
Expansion/Replication Infant Mortality Grant 

BACKGROUND 
In February 1986, the Governor's Task Force on Black and Minority Health was appointed to determine the reasons why a 
disparity existed between the health status of minority and non-minority Ohioans and to recommend methods to remediate the 
disparity. In April 1987, the Task Force issued a final report including 12 recommendations. The twelfth recommendation 
called for the establishment of a Commission on Minority Health to implement the Task Force recommendations. 

The Commission was established by Amended Substitute House Bill 171 and commenced operation on July 1, 1987. The 
Commission is interested in funding projects which are innovative, culturally sensitive and specific in their approach toward 
reduction of the incidence and severity of those diseases or conditions which are responsible for excess morbidity and 
mortality in minority populations. In 2000, the Commission provided seed funding to support the Community Health Access 
Project who helped to develop the Community Pathways HUB Model. Since then, the Commission has funded the implementation 
of this model through our demonstration grant funding program. 

The 2022/2023 State of Ohio Biennial Budget provided funding to the Ohio Commission on Minority Health. This funding 
was allocated to initiate the Certified Pathways Community HUB Model Expansion and Replication – Infant Mortality funding 
opportunity. This funding will provide support to expand nine existing Certified Pathways Community HUBs, one existing 
pending Certified Pathways Community HUB and the replication and implementation of one new Pathways Community 
HUB. Existing Certified HUBs must have been in operation, at full capacity, for no less than three years. The new HUB must 
be located w i t h in and serve only Lorain County OR be located in o n e o f t h e  r e m a i n i n g  f i v e  c o u n t i e s  
which must target services to all of the following counties: Fayette, Lawrence, Perry, Pike and Scioto. The selection of these 
counties is based on the Ohio Department of Health’s 2014 Infant Mortality county- level data. Please note the 
Commission will only award funding for the development of one New Pathways Community HUB within one of the 
identified six counties of the state which are listed above. 

The HUB Model is an evidence-based community care coordination approached that has also demonstrated effectiveness 
within racial and ethnic populations. The Pathways Community HUB Model has been endorsed by several federal agencies 
such as:  Agency for Healthcare Research and Quality, Center for Medicaid and Medicare Services, Center for Disease Control 
and Prevention, Health Resources and Services Administration, National Institute of Medicine and others. Applicants for 
funding are encouraged to visit the Agency  for  Healthcare  Research  and  Quality  to  view  the  resource  tool: 

https://innovations.ahrq.gov/qualitytools/connecting-those-risk-care-quick-start-guide-developing-community-care-coordination 

In addition, the Kresge Foundation has funded the creation of the Pathways HUB Certification Process. All grantees must 
agree to be certified and/or maintain certification to retain funding.    The HUB Certification Prerequisites and HUB 
Certification Standards are located at the following link: pchi-hub.com. This Certification Process will be overseen by the 
Pathways Community HUB Institute. For additional information on the certification process which will occur in Year 2 of 
this funding cycle for new grantees, contact Dr. Brenda Leath at Pathways Community HUB Institute (pchi-hub.com). The 
costs for certification are an allowable cost. Information about certification costs can be found at pchi-hub.com. 

This grant initiative is designed to assist the Commission in achieving the Healthy People 2030 goals of reducing the rate of all 
infant deaths, and to improve on each service area’s preterm birth rate. All grantees must work to achieve these established 
goals, along with efforts to address increased early and adequate access to prenatal healthcare, timely post-partum visits, 
increasing safe sleep practices, access to behavioral health services and the provision of other services that decrease social 
determinants of health risk factors that negatively impact birth outcomes and disproportionately impact racial and ethnic minorities. 

https://innovations.ahrq.gov/qualitytools/connecting-those-risk-care-quick-start-guide-developing-community-care-coordination
https://gcc01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fpchi-hub.com&amp;data=02%7C01%7CReina.Sims%40mih.ohio.gov%7Ca2b7509b31064f3ec76a08d6d306e4a2%7C50f8fcc494d84f0784eb36ed57c7c8a2%7C0%7C1%7C636928423908439858&amp;sdata=ckcJ9B4I5ZGtgkkznc9TLaXEbD7baoJKQp5cWJvXQgg%3D&amp;reserved=0
https://gcc01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fpchi-hub.com&amp;data=02%7C01%7CReina.Sims%40mih.ohio.gov%7Ca2b7509b31064f3ec76a08d6d306e4a2%7C50f8fcc494d84f0784eb36ed57c7c8a2%7C0%7C1%7C636928423908439858&amp;sdata=ckcJ9B4I5ZGtgkkznc9TLaXEbD7baoJKQp5cWJvXQgg%3D&amp;reserved=0
https://gcc01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fpchi-hub.com&amp;data=02%7C01%7CReina.Sims%40mih.ohio.gov%7Ca2b7509b31064f3ec76a08d6d306e4a2%7C50f8fcc494d84f0784eb36ed57c7c8a2%7C0%7C1%7C636928423908439858&amp;sdata=ckcJ9B4I5ZGtgkkznc9TLaXEbD7baoJKQp5cWJvXQgg%3D&amp;reserved=0
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INTRODUCTION 
The Ohio Commission on Minority Health announces the availability of funds for FY22/23 for Infant Mortality grants. Grant 
funds in will not exceed: 

• Year 1 - $292,000 for Existing Pathways Community HUB applicants in FY2022
• Year 2 - $276,815 for Existing Pathways Community HUB applicants in FY2023
• Year 1 - $236,967 for Existing pending HUB applicants in FY2022
• Year 2 - $276,815 for Existing pending HUB applicants in FY2023
• Year 1 - $180,000 for New HUB applicants in FY2022
• Year 2 - $276,815 for New HUB applicants in FY2023

As previously mentioned, the Commission will fund up to one new Pathways Community HUB that must be located in one of 
and serve all of the seven aforementioned target counties.  

Please note that existing HUB funding includes funds for the purpose of mentoring an assigned new HUB. To this end, existing 
HUBs must not have any conflicting agreements that would prevent a mentoring relationship with an assigned new HUB that 
will be located in the new HUB locations as listed herein. Should an existing HUB not have an assigned mentee, the number of 
expected enrollments will increase, proportionate to the additional level of funding. Furthermore, the new HUB must be a 
stand-alone HUB, located in and serve all of Lorain County OR be located in one of the five SE Ohio counties and serve all five 
counties as stated previously. It must be fully responsible for implementing each component of the HUB service model to 
include billing, data analysis and reporting. To this end, new HUB may not nest their services or billing with an existing or 
existing pending HUB. 
Amended Substitute House Bill 171 established Commission grants for the purpose of health promotion and prevention of 
disease among minority Ohioans who are economically disadvantaged. Minority groups are defined as African Americans, 
Hispanics, Native American Indians and Asians. Given that this grant is a model replication effort, all grantees will be required 
to primarily target minority at-risk pregnant women. The Commission recognizes that racial and ethnic populations do not 
represent a large percentage of the populations in southeastern targeted counties. To this end, Southeast Ohio 
applicants will be required to target minority at-risk pregnant women along with the at-risk majority population in their 
area.   This must be reflected in the outreach and recruitment plan and engagement with collaborating community agencies.
This is a competitive-bid process and funding will be awarded to a 501 (c) (3) community-based agency or organization with 
valid and active 501(c) (3) designation and status, as per the Internal Revenue Service (IRS) website. Furthermore, a copy of the 
agency’s IRS tax exempt certificate must be submitted at the time of application. Agencies using the tax exemption of a national 
parent organization must also submit a letter of authority to use the certificate of the national parent organization. The letter must 
be on original letterhead of the parent organization, and it must bear the original signature of the CEO of the parent organization. 

This Request for Proposal solicits grant applications meeting the requirements set forth in Chapter 3704 of the State of Ohio 
Administrative Code. Applications will be accepted exclusively from agencies or institutions meeting the eligibility criteria 
established by the Commission on Minority Health. 

ELIGIBILITY 

Priority shall be given to grant applicants who develop services in accordance with the mission of the Commission. To receive 
consideration for funding, applicants must: 

• Demonstrate that at least 20% of project funds are received from sources other than grants awarded by the Commission on
Minority Health;

• Be a public or private organization which has a valid and active 501 (c)(3) designation and status at the time of application;
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• Develop and establish a management board for the administration of the grant, composed of proportionate representation of the
population to be served and submit the Board Composition in the application located in the MHGM system;

• Provide services in close proximity to minority communities or include minority communities in their stated service area;
• Meet all licensure and certification requirements of the State of Ohio;
 • Answer all questions listed on the Administrative Compliance form, and
• Comply with all current and applicable laws, regulations, rules, and administrative guidelines of the Ohio Commission on Minority

Health.

The following are ineligible for funding consideration: 

• Individuals
• Organizations that do not have a valid and active 501(c)(3) designation and status at the time of application
• National organizations: local chapters or affiliates of national organizations may be eligible if they meet the definition of a

"community-based health group"
• Organizations applying for the sole purpose of acquiring funds to supplement existing programs without any plan for enlarging

their scope of work
• Organizations in the process of creating or starting a "community-based health group" for the sole purpose of applying for grants

from the Commission.
• Regional, hybrid, nested or look alike HUBs

Ohio Revised Code (O.R.C.) Section 9.24 prohibits the State from awarding a contract to any offeror(s) against 
whom the Auditor of the State has issued a finding for recovery if the finding for recovery is “unresolved” at the 
time of the award. By submitting a proposal, offeror warrants that it is not now, and will not become a subject of an 
“unresolved” finding for recovery under O.R.C. 9.24, prior to the award of any contract arising out of this RFP, without 
notifying the Commission of such finding. 

PUBLIC RECORD NOTICE 
It is expressly understood by the parties the Ohio Commission on Minority Health (OCMH) is a public office and is 
subject to the Ohio Public Records Act, O.R.C. 149.43, et. seq. Upon receipt of a public records request, OCMH is 
required to provide prompt inspection or copies within a reasonable period of time of responsive records that OCMH determines, 
in its sole discretion, are public records subject to release. 
If your organization chooses to have what is considered a proprietary trade secret, they must complete the following 
statement and submit to the Ohio Commission on Minority Health on your agency letterhead: 
OCMH agrees not to disclose, without giving prior notice, any specific information that (organization) has previously 
identified as a proprietary trade secret. In the event that a person seeks that information through a public records request, 
OCMH will notify (organization) in the course of OCMH’s legal review to give (organization) an opportunity to establish to 
the satisfaction of OCMH that the information constitutes a proprietary trade secret that is exempt from disclosure under 
the Public Records Act. If OCMH does not find that the information constitutes a proprietary trade secret, OCMH will 
notify  (organization)  of  its  intention  to  disclose  the  information  in  accordance   with   law. (Organization) may choose 
to seek appropriate legal action, including injunctive relief, to prevent disclosure of the information at issue. 

CRITICAL ELEMENTS OF ACTIVITIES (Grant Participation Requirements) 

The Ohio Commission on Minority Health expects successful applicants will be able to meet the following grant requirements: 
1. All grant recipients must have a fully executed Acknowledgement of Terms (AOT), to include original signatures on the
AOT as well as compliance with all identified program and all identified fiscal special conditions within 60 days of grant notice. 
The AOT will be provided to grant recipients, in the MHGM system, after the awarding of the grant. Failure to meet this 
requirement will result in forfeiture of the grant. 
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2. All grantees must attend a mandatory grant start up orientation and Certified Pathways Community HUB training in
Columbus, Ohio during the second week of January 2022. Therefore, applicants must account for travel, meal and lodging within 
their program budget. The State will reimburse based on rates for lodging within the Continental United States (CONUS) set 
by the federal General Administration (GSA). Mileage reimbursement may not exceed the State of Ohio rate of $.52 per mile. 

3. All funded agencies must agree to enter their data into the Care Coordination System or other  app l ica t ion data
co l lect ion system as per PCHI gu ide l ines;  Which was developed for the Pathways Community HUB Model. 
http://carecoordinationsystems.com/. (The costs related to Care Coordination Systems are estimated to be up to $25,000 per 
year; pro-rated as needed. This is an allowable cost.) Please visit the PCHI website at https://pchi-hub.com/ for further data 
collection application information. 

4. All funded agencies must provide the Commission’s Program Manager, and the Research Evaluation Enhancement
Program (REEP) access to their data within the Care Coordination System to allow for review, analysis, and monitoring of 
aggregate and disaggregated data and related information. 

5. All funded HUBs must track, monitor and report on client services and pathways and provide updates in real time to the CCS
data system. The data must be reviewed weekly to ensure accuracy. This data report must include total births by race, ethnicity 
and trimester, total births by birthweight (normal, low, very low), and preterm births by race, ethnicity and trimester. 

6. All grantees must provide quarterly program, fiscal and evaluation reports to update the Commission on program progress and
outcomes of each required goal and objective to date to include a discussion of the relationship between qualitative and 
quantitative outcomes. These reports must be completed quarterly in the MHGM system on or before the due dates that will be 
provided to the funded HUBs in their acknowledgement of terms (AOT). 

7. All grantees must participate on monthly statewide HUB calls on a standing date to be shared in the AOT.

8. Existing Certified Pathways Community HUB applicants must: DOES NOT APPLY TO NEW HUBS FOR THIS RFP
a. Have been in operation, at full capacity, for no less than three years and must reside in one of the following areas:
Akron (Summit), Columbus (Franklin), Cuyahoga (Cleveland),  Cincinnati (Hamilton), Mansfield (Richland), Stark 
(Canton) Youngstown (Mahoning), Tuscarawas and Toledo (Lucas) prior to receipt of funding. 
b. Coordinate with the OCMH to provide and attend HUB orientation training.
c. Agree to mentor an assigned agency implementing a new HUB replication.
d. Establish required on-going regular communication with the assigned “New HUB”.
e. Expand HUB service delivery within one month of funding to include immediate participant and staff recruitment (if
needed) once the Notice of Award has been received. 
f. Provide Pathways care coordination services within the first month of funding to the targeted at-risk population.
g. Expand staff as needed within the first month of funding.
h. Utilize Community Health Workers (CHWs) to help achieve improved birth outcomes for those at- risk. CHWs may be
certified or uncertified upon hire, through the Community Care Agency. However, the HUB must ensure (through sharing 
of CHW education opportunities) that each CHW meets the minimum training requirements as outlined in Appendix 
C. Certification must be obtained in approximately 6 months. Minimum training requirements are subject to change. Please 
visit pchi-hub.com to request additional information. 
i. Provide a one year follow up on each baby born into the HUB program.

9. Existing Pending Certified Pathways Community HUB applicants must: DOES NOT APPLY TO NEW HUBS FOR THIS RFP
Have been in operation, at full capacity, for no less than one year and must reside in one of the 
following areas: Montgomery (Dayton) prior to receipt of funding. 
a. Coordinate with the OCMH to provide and attend HUB orientation training.
b. Agree to be a mentee to an assigned agency implementing an existing HUB for replication.

http://carecoordinationsystems.com/
https://gcc01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fpchi-hub.com&amp;data=02%7C01%7CReina.Sims%40mih.ohio.gov%7Ca2b7509b31064f3ec76a08d6d306e4a2%7C50f8fcc494d84f0784eb36ed57c7c8a2%7C0%7C1%7C636928423908439858&amp;sdata=ckcJ9B4I5ZGtgkkznc9TLaXEbD7baoJKQp5cWJvXQgg%3D&amp;reserved=0
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c. Establish required on-going regular communication with the assigned “Existing HUB”.
d. Expand HUB service delivery within one month of funding to include immediate participant and staff recruitment (if

needed) once the Notice of Award has been received.
e. Provide Pathways care coordination services within the first month of funding to the targeted at-risk population.
f. Expand staff as needed within the first month of funding.
g. Utilize Community Health Workers (CHWs) to help achieve improved birth outcomes for those at- risk. CHWs may be
certified or uncertified upon hire, through the Community Care Agency. However, the HUB must ensure (through sharing 
of CHW education opportunities) that each CHW meets the minimum training requirements as outlined in Appendix 
C. Certification must be obtained in approximately 6 months. Minimum training requirements are subject to change. Please 
visit pchi-hub.com to request additional information. 
h. Provide a one year follow up on each baby born into the HUB program.

10. New HUB Grantee must agree to:
a. Participate in HUB model orientation training.
b. Implement recruiting and hiring of staff and recruitment of participants within the first month of funding.
c. Utilize Community Health Workers (CHWs) to help achieve improved birth outcomes for those at- risk. CHWs may be
certified or uncertified upon hire, through the Community Care Agency. However, the HUB must ensure (through sharing 
of CHW education opportunities) that each CHW meets the minimum training requirements as outlined in Appendix 
C. Certification must be obtained in approximately 6 months. Minimum training requirements are subject to change. Please 
visit pchi-hub.com to request additional information. 
d. Adopt and implement the Pathways Community HUB model within 90 days of funding.
e. Begin the certification process within 6 months of Pathways HUB model service implementation. (Related costs to
the certification process are allowable costs up to $15,000 in Year two –Visit pchi-hub.com for cost information.) 
f. Apply for certification after 6 months of operation and and obtain certification no later than March 2023.
g. New Pathways Community HUB applicants and identified HUB care coordination agencies must agree to replicate
the Model and participate in HUB Model training and mentoring process. 
h. Participate in on-going communication with assigned “Existing HUB”.
i. Provide a one year follow up on each baby born into the HUB program.

11. All funded grantees must comprehensively address reduction/elimination of known risk factors among high risk pregnant
women through the implementation of all 21 Pathways and monitor these risk factors through a quality improvement 
program and data submission in the required data system. Please note, the number of pathways initiated should 
correlate with the need demonstrated among the grantee’s target population. Furthermore, grantees must use Auto Trigger 
to initiate pathways. 

12. All funded grantees must participate in the OCMH Minority Health Month Expo activity for 2022/ 2023. This statewide 
visibility campaign is held each year in Columbus Ohio on or around the last Thursday in March. In an effort to raise 
awareness about health disparities, OCMH funded agencies are required to set up a display table at the annual event. The 
2023 MHM Expo date will be held in March 2023.

13. All grantees must create or maintain a Community Pathways HUB Advisory Board. This Community Advisory Board shall
include no less than one member who has received services from the community HUB.

14. Each existing HUB must deliver services to a minimum of 195 at-risk pregnant women prioritizing minority women within
CY22, to reflect that a minimum of 50% of the women enrolled will be in their first trimester, 30% of the women enrolled will
be in their second trimester, and no more than 20% of the women enrolled will be in their third trimester. Doesn’t apply to new HUBs. 

15. Each existing pending HUB must deliver services to a minimum of 155 at-risk pregnant women prioritizing minority women
  within CY22, to reflect that a minimum of 50% of the women enrolled will be in their first trimester, 30% of the women 

https://gcc01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fpchi-hub.com&amp;data=02%7C01%7CReina.Sims%40mih.ohio.gov%7Ca2b7509b31064f3ec76a08d6d306e4a2%7C50f8fcc494d84f0784eb36ed57c7c8a2%7C0%7C1%7C636928423908439858&amp;sdata=ckcJ9B4I5ZGtgkkznc9TLaXEbD7baoJKQp5cWJvXQgg%3D&amp;reserved=0
https://gcc01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fpchi-hub.com&amp;data=02%7C01%7CReina.Sims%40mih.ohio.gov%7Ca2b7509b31064f3ec76a08d6d306e4a2%7C50f8fcc494d84f0784eb36ed57c7c8a2%7C0%7C1%7C636928423908439858&amp;sdata=ckcJ9B4I5ZGtgkkznc9TLaXEbD7baoJKQp5cWJvXQgg%3D&amp;reserved=0
https://gcc01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fpchi-hub.com&amp;data=02%7C01%7CReina.Sims%40mih.ohio.gov%7Ca2b7509b31064f3ec76a08d6d306e4a2%7C50f8fcc494d84f0784eb36ed57c7c8a2%7C0%7C1%7C636928423908439858&amp;sdata=ckcJ9B4I5ZGtgkkznc9TLaXEbD7baoJKQp5cWJvXQgg%3D&amp;reserved=0
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          enrolled will be in their second trimester, and no more than 20% of the women enrolled will be in their third trimester. Doesn’t 
   apply to new HUBs. 

16. Each new HUB must deliver services to a minimum of 120 at-risk pregnant women prioritizing minority women within CY
22 to reflect that a minimum of 50% of the women enrolled will be in their first trimester, 30% of the women enrolled will
be in their second trimester, and no more than 20% of the women enrolled will be in their third trimester.

17. Each existing HUB must deliver services to a minimum of 185 at-risk pregnant women prioritizing minority women within
FY23 to reflect that a minimum of 50% of the women enrolled will be in their first trimester, 30% of the women enrolled
will be in their second trimester, and no more than 20% of the women enrolled will be in their third trimester. Does not apply
to new HUBs.

18. Each existing pending HUB must deliver services to a minimum of 185 at-risk pregnant women prioritizing minority
women within FY23 to reflect that a minimum of 50% of the women enrolled will be in their first trimester, 30% of the
women enrolled will be in their second trimester, and no more than 20% of the women enrolled will be in their third
trimester. Does not apply to new HUBs. 

19. Each new HUB must deliver services to a minimum of 185 at-risk pregnant women prioritizing minority women within
FY19 to reflect that a minimum of 50% of the women enrolled will be in their first trimester, 30% of the women
enrolled will be in their second trimester, and no more than 20% of the women enrolled will be in their third trimester.

20. Prior to submitting this proposal, please be aware that if funded, there are grant reporting mechanisms and evaluation
reports that are required to be submitted to the Commission, in the MHGM System, on a quarterly basis.

21. All grantees are required to submit: Annual Program Evaluation Report, a 2022 Annual Program Report and a 2023
Biennial Program Report by the required deadline as outlined in the AOT once awarded.

22. Prior to submitting this proposal, please be aware that the service areas must be one of the aforementioned counties
(or specific targeted areas within an aforementioned county). The service area may also include very specific
targeted smaller geographic areas, such as a census tract or zip code area, in a contiguous county. THIS CAN
ONLY OCCUR ONCE the need in each of the nine existing counties, one existing pending county and new
HUB county(ies) are met. Additional regional service areas are not permitted.

23. Grantees are allowed to directly charge the grant to pay for CHW certification training from a community-based organization
that is an approved/certified training entity by the Ohio Board of Nursing. Colleges and university based CHW certification
programs are discouraged due to the infrequency and length of time between CHW classes.

24. Grantees are expected to ensure CHWs follow up with mothers to determine the infant’s one-year survival outcome. This
one-year follow up information should be included in the annual evaluation report.

25. The grantee is expected to recruit a minimum of 80% minority at risk pregnant women to effectively work to reduce infant
mortality in their target area and within Ohio. This is particularly important given that certain areas of the state do not have
a large percentage of minority at risk women. However, it is expected that recruitment of minority women would be
prioritized.

26. It is the responsibility of each HUB to ensure that there are no duplicative payments for client services. Meaning, the
HUB may not use grant funds to cover current Medicaid clients who may have other services paid for by Medicaid.
However, each HUB is still expected to maximize any services that Medicaid eligible clients can receive.
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FUNDING 

For c a l e n d a r year 22/23, this Request for Proposal (RFP) has maximum funding ceiling as follows: Year 1 - 
$292,000 for Existing HUBs, $236,967 for Existing Pending HUBs and $180,000 for New HUB applicants in CY2022 per 
applicant agency. ONLY ONE APPLICATION WILL BE ACCEPTED PER AGENCY in the MHGM System.  The time period 
of July 15, 2022, through December 31, 2022 constitutes the first funding period covered by this RFP.  Notification of funding 
will be in July 2022.  As with all grants, funding is contingent on the availability of funds. Grants will be effective July 15, 2022 
with an immediate startup required: this must be reflected in the recruiting, hiring of staff, in the first month and the 
immediate implementation of program activities no later than the 2nd month of funding. 

The Commission will not consider funding for proposals: 
• Which seek funding to support residential services
• When treatment constitutes the primary service
• Which request funds for the purpose of construction or renovation
• To conduct research and/or studies independent of service delivery
• Which are legislatively mandated and funded by other public dollars
• Exclusively designed to conduct conferences or workshops
• Regional, hybrid, nested or look alike HUBs

APPLICATION DEADLINE and PROPOSAL PREPARATION 
Applicants must submit their application in the electronic MHGM System. All applications must be submitted in the MHGM 
system by 11:59 p.m., Monday, May 16, 2022. All applications submitted after the time of 11:59 PM, will be considered 
late and will not be reviewed. All grant applications must be a complete (no missing requirements or signatures) and 
submitted in the MHGM system to be considered for funding. PLEASE BE AWARE: The submission of a technical 
assistance request regarding the application guidelines or the MHGM system during the application period will not change the 
application due date. 

Pre-Recorded MHGM System - Technical Assistance Session 
The Technical Assistance sessions to orient grantees to the new MHGM system located on the Commission website at  
www.mih.ohio.gov, on the Grant Opportunities page. Applicants can access the pre-recorded session that provides an 
overview  of how to access, register and apply in the MHGM system on the Commission website at www.mih.ohio.gov at their 
convenience. 

Grant Application Details – Technical Assistance Sessions 
The Commission will provide one HUB grant RFP overview webinar which will provide an overview of the RFP for the 
application process and provide information to assist you in the development of your proposal. The pre-recorded TA 
sessions is available on our website as well. You are strongly encouraged to view the HUB RFP application webinar. 

IMPORTANT:  This is a performance-based grant.  The 2023 year of funding is non-competitive but is contingent upon a grantee achieving a
proportionate level of projected outcomes during the first year of funding and the availability of funds. The Commission reserves the right to terminate a
grant prior to the second funding cycle if the project does not perform in accordance with stated measurable outcomes.   For the second year, program
activities must continue, without gaps in services, by providing program activities beginning January 2023 through December 2023. 

PLEASE NOTE: HAND DELIVERED, FAXED, EMAILED OR US MAILED APPLICATIONS WILL NOT BE ACCEPTED. 

http://www.mih.ohio.gov/
http://www.mih.ohio.gov/
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Application Question? – Submit Questions to OCMH 
Please submit system related questions and RFP related questions to minhealth@mih.ohio.gov. All questions will be provided 
a response. Responses will then be placed in a frequently asked questions (FAQs), which will be posted the Commission 
website at www.mih.ohio.gov, on the Grant Opportunities page. 

PROPOSAL PREPARATION 

Proposals that do not provide all of the requested information, or do not meet all the requirements specified in the RFP, will be 
determined incomplete and will be disqualified. The Applicant User guide can be accessed on the Commission website at 
www.mih.ohio.gov. 

Please refer to the account creation section of the Applicant User Guide general MHGM information to include account 
creation, passwords, login and quick tips. Each user must have only ONE user profile. Each user (program, fiscal, evaluator, 
etc.) must create their own user profile. 

Responses to this RFP application should be prepared and submitted into the MHGM system following the guidance 
described below. 
IMPORTANT: The application sections do not have a save button. Grantees will have a maximum of 30 minutes to 
enter information. At 30 minutes the application will time out (due to network security concerns), and your work will 
not be saved. Please plan accordingly. OCMH suggests that you prepare your application in a separate word 
document to then copy and paste each section into the system. Once you click “Next” to advance to the next section 
the information will then be saved. You will also receive time out and save prompts from the system. Please proceed 
as prompted. 

1. Face Sheet: To complete this section access the application in the MHGM system and refer to the corresponding section in
the Applicant User Guide. Please use CY2022 as the state fiscal year. This will allow the proper application content to 
populate. 

2. Organization Information: To complete this section access the application in the MHGM system and refer to the
corresponding section in the Applicant User Guide. 

3. Project Abstract: To complete this section access the application in the MHGM system and refer to the corresponding
section in the Applicant User Guide. 

4. Proposal Narrative: To complete this section access the application in the MHGM system and refer to the
corresponding section in the Applicant User Guide. Be sure to answer each question in the proposal narrative section. 

a. Health Areas to be Addressed
b. Demographics (Race, Ethnicity, Gender, Age Groups)
c. Description of the Applicant Agency
d. Problem Need Statement - In your response to these questions, be sure to provide a comprehensive narrative to
describe the target area, target population, target area’s problems, needs, supporting data and research as well as the 
agency’s capacity to serve the target population. 
e. Comparative Advantage Return on Investment
f. Elements of Sustainability

5. Staff Description: To complete this section access the application in the MHGM system and refer to the corresponding
section in the Applicant User Guide. 

a. Staff Demographics.
b. Board/Advisory Group Demographics.

mailto:minhealth@mih.ohio.gov
http://www.mih.ohio.gov/
http://www.mih.ohio.gov/
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6. Method of Implementation: To complete this section access the application in the MHGM system and refer to the
corresponding section in the Applicant User Guide. In your response to these questions, be sure to provide a
comprehensive narrative describing the proposed activities that will be provided under this grant. When discussing
implementation, please consider Face to Face Guidance. Each agency should manage their policies and practices for
completing in-home, face-to-face visits based on Centers for Disease Control and Prevention (CDC) guidance. It is
recommended that agencies have a policy/procedure in place that reflects how the agency will make decisions about
service delivery that are consistent and equitable across families and consistent with all relevant home visiting rules and
guidance.

7. Project Action Plan: To complete this section access the application in the MHGM system and refer to the corresponding
section in the Applicant User Guide. Applicants will complete this required section in the MHGM system under Project Action 
Plan (formally five standardized goals and objectives; now three standardized goals and objectives) FY22. As a reminder, all 
required objectives must be responded to. 

8. Line-Item Budget: To complete this section access the application in the MHGM system and refer to the corresponding
section in the Applicant User Guide. 

General Information: 
i. Enter the required budget information in the MHGM system. Be sure to include costs associated with

developing and implementing your proposed demonstration grant. Instructions are included for each form as 
appropriate. 

ii. Enter the budget narrative describing unit cost and itemization of each line item in the MHGM system.

iii. Enter the 20% required matching funds. Administrative Code 3704-2-02 states: “That at least twenty percent
of applicant funds and/or resources are received from sources other than grants awarded by the
Commission on Minority Health”. In other words, the Commission cannot be the sole funding source of an
agency. Please note, this 20% match is not required to be a cash match but can be in-kind resources.

iv. Specified line-item costs are appropriate and reasonable/justifiable.

v. Costs support direct client activities.

vi. All line items must be itemized and list unit cost for each requested expenditure.

vii. The Narrative should provide a detailed overview of the specific budget line item.

viii. Budget Appropriateness and Reasonableness: All line items need to be itemized and list unit costs. This
should be detailed and reflect a per-hour or unit cost.

ix. PCHI HUB certification costs are an allowable cost.

B. Direct Costs (Personnel and Fringe Benefits/Other) – Instructions 
i. Only those employees in positions which provide direct client services are to be listed in the personnel

section. (Given the increase there should be enough funding to keep this is administrative costs) 
ii. Do not list contractual personnel or consultants in this section. They should be entered in the Contractual section.
iii. Provide the yearly salary budgeted for each position listed. The amount should be consistent with similar positions

in the agency based on Full-Time Equivalency (FTE).
iv. The total number of months of employment projected per position for this grant.
v. Calculate the percent of time the employee will devote exclusively to the project under this grant; for example, a

40- hour per week agency employee who provides 20 hours of service on this project would be listed as 50%.
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vi. Provide a narrative on the employee's salary that will be funded by the Commission based on annual salary
number of months on the project and the percentage of time on the project.

Example: 1) An employee with an annual salary of $15,000 who works 12 months at 50% of his/her time would earn 
$7,500 from Commission funds; 2) an employee with an annual salary of $20,000 who works nine months at 25% of 
his/her time on the project would earn $3,750 from the Commission. 

vii. If the agency pays one rate during a probationary period with an increase after probation, state budget
assumptions on separate lines for each category and provide a narrative explanation.

viii. Provide the detailed narrative for the fringe benefits to be charged to the grant for all positions listed in the budget.
ix. Provide the percentage of employee fringe benefits.
x. Where appropriate, match must be identified for each line item.

C.Travel 
i. Only employees who implement and provide direct services detailed in the project proposal and included in

the approved budget may be reimbursed for actual travel expenses.
ii. Consultants may not charge travel to the grant under the travel category. Their travel must be included in

the contract for reimbursement.
iii. State estimated number of miles that will be traveled and the rate at which payment would be made, not to

exceed the State of Ohio of $.52 cents per mile. Example: 2,000 miles at $.52 cents = $1,040.00
iv. Projected number of overnight lodgings, number of people involved and the rate per day/per person should

be stated. Lodging rate per day/per person may not exceed the state rate of $80.00 plus room tax (if
applicable).

v. Meal expenses are allowable for dinner and breakfast when on an approved overnight stay, not to exceed
$27.00 per day with receipts for full days of travel preceded and followed by overnight stays.

vi. Out-of-state travel is a non-allowable cost under this grant.
vii. Fees for conferences/training sessions, when determined to be related to specific job-duties and/or

responsibilities are reimbursable or allowable. Projected number of such sessions and costs should be stated.
viii. Travel cost (mileage, meals, and hotel accommodations) to attend the Awards Ceremony and Health

Expo scheduled for March 29, 2022.
D. Equipment 

Equipment is any tangible item having a useful life of one year or more which is purchased in whole or in part with 
Commission funds. Non- allowable costs include, but are not limited to, the following under this grant: 
• DVD players/accessories
• Portable cameras
• Television
• Computers (laptops, tablets, notebooks, etc.)
• Ink Cartridges
• Typewriters
• Furniture (will provide state/federal salvage applications to successful grantees)
• Surcharge of Cell phones
• Vehicle purchases
• Reflotron machines
• Copiers
• Refrigerators
• Baby/infant seats, cribs, clothing, shoes
• Wii and other high-priced computer games or Fitbits.
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Leasing/rental of any of this equipment may be considered. The rate per month and the number of months for 
leasing/rental should be stated. 

E. Supplies (Each item must have a cost per unit stated) 

For purposes of Commission funds, supplies consist of expendable property items which have a useful product life of one year 
or less. Supplies include all tangible, expendable property other than equipment purchased with Commission funds. Equipment 
priced less than $100 (e.g., staples, scissors, wastebaskets, paper, and pens) is considered office supplies. 

Consistent with the Governor’s Executive Order 2007-09S, “refreshments” are not reimbursable under this grant. (See 
Commission website at www.mih.ohio.gov to review this EO.) 

PCHI Certification Cost: This funding will cover HUB certification costs. 

Printing: Costs may include typesetting, actual printing or photocopying of the material which is completed by a commercial 
printing company. Included also are costs for pamphlets, brochures and flyers. Provide the unit cost. 

Contracts: Agreements for all sub-contracts must be submitted with the following being addressed: scope of service, 
beginning/ending date, hourly rate and total number of contract hours. Please note: Training for CHW certification is an 
allowable expense and should be included under mileage training within the MHGS. 

Advertising: Specify the media and cost of advertisement (e.g., 3 radio ads at $50.00 per ad). 

Gift Card: A gift card is an allowable cost. However, they must be connected to program implementation as evidenced in your 
written program plans. 

Evaluator: As indicated in the Proposal Preparation section, a HUB evaluator must be selected. 

Program Audit: If funded for Year II, agencies must include the cost for a program audit. 

Indirect Costs (Rent/Administrative Costs/Maintenance/Other): Total cost must not exceed 15% of the amount requested. 
Administrative costs can be direct and/or indirect and must be itemized. Below are types of administrative examples: 

1) Administrative charges: salaries of support staff (administrators, secretaries, accountants). Provide the percentage
of time on the project per line item; 
2) Rental/space leasing: space rental is an allowable cost. Space for which rental fees will be paid must meet
the following requirements: 

a. The number of months and the rate at which payment will be made should be stated:
b. When rent is shared among several programs, the amount charged to the Commission must not
exceed the Commission's fair share. The agency must submit documentation of how the Commission's fair 
share was determined (e.g., if Commission-funded project uses 20% of the space, the Commission may be 
charged no more than 20% of the total rent); 
c. Submit a copy of the lease which includes the building owner's name, location of the building, square

footage, total amount of rent paid, terms of agreement, termination clause, signatures of lessee and 
lessor; 
d. approved rent is non-transferable from the original site to a new or relocated site.
e. Rent will not be approved for:

• Space which is paid for by another state/federal program or private grant;
• Space in buildings purchased with federal funds;
• Space donated to the applicant agency.
• Utilities: heat, water, electricity, etc.

http://www.mih.ohio.gov/
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9. Project Documentation - To complete this section in the MHGM system, refer to the corresponding section in the
Applicant User Guide. 

The project documentation area consists of a list of documents that must be downloaded, signed (where noted) and uploaded in 
into the MHGM system for submission with your application. For a list of mandatory downloads and a list of uploads, please 
consult the applicant user guide as instructed above. 

All signatures on required forms must be dated in the same calendar year as the grant application submission date.  No 
required forms are allowed to be posted dated after the date of grant submission.  

For example:  Grant submission date:  July 16, 2021 – All forms must be dated January 1, 2021 – July 16, 2021. 

Please note, items that have an asterisk (*) beside them are mandatory upon submission of the grant. 

Evaluation Plan 

Evaluation procedures are both quantitative and qualitative, document intervention, and assess the degree to which intended 
objectives are achieved by clients or the agency. Therefore, it is expected that all funded HUBs have access to an evaluator from 
the beginning of the project through the end of the life of the project. An evaluator should be included in the project to assist 
the program director in designing client assessment forms in order to retrieve demographics and baseline information and to 
measure behavioral changes.  Applicants are strongly encouraged to contact an evaluator when developing the proposal. 

As an evidenced-based model, the HUB must have the infrastructure and capacity to fully implement the Certified Pathways 
Community HUB Model.  Therefore, the HUB must have adequate infrastructure to track and document and monitor 
the delivery of services to those at-risk and must have the capability to document the pathways process and outcomes. 

All Commission funded grantees must agree to enter their data in a common Care Coordination System (CCS) data system 
developed for the HUB Pathways model and provide the Commission and Research and Evaluation Enhancement 
Program (REEP) panel of Wright State University access to review, monitor, and analyze information and aggregate data. 

This grant requires implementation of clinical and non-clinical measures for the 21 Pathways.   These measures 
must be included in the evaluation section. Organizations must demonstrate the ability to implement quarterly 
clinical and non-clinical measures to evaluate program effectiveness. Please ensure that you build into your plan 
the collection of required participant data (clinical measures, feedback) on a quarterly basis  to allow for the 
reporting of behavioral outcomes. Please remember, the number of pathways-initiated correlate to the needs of 
the high-risk population served. Furthermore, each pathway that is deemed necessary must be opened as the 
need is determined and reported on in each quarter. There is not to be a delay in documenting pathways opened, in 
the data collection system. 

a. Describe the agency’s capacity to:

Provide reports to the Ohio Commission on Minority Health that must include, at a minimum:
• Number and demographics of clients
• Number of births, weights of infants (health weight, normal weight, low birth weight, very low birth weight, term

of birth (i.e.: preterm)) to include data by race, ethnicity and trimester of the at-risk mother’s enrollment.
• Number and demographics of infants served
• Risk (Social Determinant) tracking over time
• Information by client, care coordinator, agency, and HUB
• List of standardized Pathways
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• Initiated Pathways (Number of women in this status)
• Pathways in Process (Number of women in this status)
• Incomplete Pathways and
• Completed Pathways
• Follow up on the one-year status of babies born into the HUB
• The number of mothers lost to contact in a given funding year by quarter and year to date

b. Provide a description of the role of the evaluator in the program’s design, implementation, the process and
outcomes through the Care Coordination Systems which is designed to track, monitor, and report on client services.

c. The projected numbers for evaluation purposes must be based on  those who both participate in
educational programing as well as non-clinical and clinical measures.

d. Describe, in detail, the method(s) that will be used to determine whether the established standardized
Pathways goals and objectives are being met by the HUB and whether the expected outcomes are being achieved.
Do not state in percentages.  Limiting your responses to statements such as, “we will hire a data analyst”, will
be considered non-responsive.

e. Provide an overview of the valid time-lined outcomes and effectiveness of the project.

f. Provide an overview of how the current or proposed continual quality improvement plan will impact service
delivery changes.

Institutional Review Board (IRB) 

o For Grantees pursuing IRB approval, if you are working with an academic institution, your evaluator may be involved in 
a review process with the college or university’s Institutional Review Board (IRB). It is important to keep in mind that 
the IRB process generally takes several weeks to complete and may add time to the start-up of the project. However, 
submission of the IRB does NOT stop the program activities startup date of July 15 2022. Program activities 
must begin in second month of funding.

o The OCMH expects grantees to perform direct service within the first quarter of project funding. Therefore, it is
recommended that you simultaneously apply for an IRB, when you apply for OCMH funding. If it is later determined
that you will not use the IRB there will be no detriment to the OCMH funded project.

o Signatures: To complete this section access the application in the MHGM system and refer to the corresponding
section in the Applicant User Guide.

o Submit: To complete this section access the application in the MHGM system and refer to the corresponding section
in the Applicant User Guide.

G. Year Two Project Summary 

Provide a brief narrative that describes the major tasks and activities planned for year 2 (should the continuation grant 
be funded) and how they will be accomplished. Make sure program activities will start in January 2023 and are 
ongoing without gaps in services 
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PROPOSAL REVIEW / SELECTION 

Responses to this RFP, which are determined to be complete and in compliance with the requirements of the Commission will be 
reviewed by teams following the general criteria listed below. 

A weighted system will be applied to the proposal criteria. The weighed system will not be shared with applicants. 
The final selection process will involve a ranking system based on the weighted score, reflecting compliance with 
the proposal criteria.  Grants will be awarded to the highest-ranking applicants who represent a combination of 
geographic, demographic, service delivery/program activity mix, targeted to ethnic/racial groups, and diseases and 
conditions identified by the Commission as identified in this RFP. 

Proposal Scoring 
(Listing of some of the items which are considered during the review of grant applications): 

I. Service Area Design 
▪ There is clear documentation of an access problem for health care or identification of a disproportionately at-risk

population. 
▪ Programs are directed at a c learly  defined  target  population  consistent  with  the  Commission's  definition  of

economically disadvantaged minority(ies). 
▪ The need for the program is well documented.
▪ The comprehensive plan to meet population needs.

II. Innovation and Impact
▪ The project is designed specifically for the proposed target population and includes measures to determine the

acceptability of services to the community.
▪ The project will result in some measurable impact on the identified population.
▪ The applicant states expected health behavior outcome changes as a result of proposed interventions.
▪ The number of individuals to be impacted by the proposed program.

III. Program Design
▪ The applicant has demonstrated that cultural beliefs, attitudes and practices have been considered and included in

designing the program.
▪ Barriers to service, i.e., availability, acceptability, language and cost have been considered, and appropriate recourse

is included in the approach to the project.
▪ The problems to be addressed are clearly stated in specific rather than general terms, can be reasonably addressed

during the grant period, and can be accomplished with the dollars available for the project.
▪ Program design should describe the clinical and non-clinical measure procedures that ensure data collection and

reporting procedures.
▪ Program participants are involved in the Community Advisory Board.

IV. Evaluation

▪ The applicant has a plan to measure required areas per the RFP evaluation guidance.
▪ The applicant  has  plans  to establish  baseline  data, collect,  enter data weekly and report participant  data  on  a

quarterly basis to determine behavior outcomes.
▪ The applicant has a plan to provide continuous quality improvement.
▪ The applicant has a plan to ensure the timely provision of information to the data system.
▪ The applicant has a mechanism to allow the data analysis to inform the program implementation.



V. Budget Appropriateness and Reasonableness 

▪ Administrative Code 3704-2-02 states: “That at least twenty percent of applicant funds and/or
resources are received from sources other than grants awarded by the Commission on
Minority Health”. In other words, the Commission cannot be the sole funding source of an agency.

▪ Specified line-item costs are appropriate and reasonable/justifiable.
▪ Costs support direct client activities.
▪ All line items must be itemized and list unit cost for each requested expenditure must be provided in

the budget narrative.

Grant Reporting/Participation Requirements 

Prior to submitting this proposal, please be aware that there are grant reporting mechanisms and evaluation 
reports that are required to be submitted to the Commission on a quarterly basis if funded. Grants 
management is required by your agency to be responsible for submission of or participating in the following: 

• The Acknowledgement of Terms (AOT) will be provided to grant recipients, in MHGM, after the awarding of
the grant. Failure to respond to special conditions upload both the special condition responses and the 
signed AOT into MHGM system by the deadline provided will result in forfeiture of the grant. 

• All grant recipients must have a fully executed Acknowledgement of Terms (AOT), to include original
signatures on the AOT as well as compliance with all identified program and all identified fiscal special 
conditions within 30 days of grant notice. 

• Submission of Program and Fiscal quarterly reports (in MHGM) along with the Program Evaluation Report.

• Ensure Program Evaluator Reports are reviewed by the program’s evaluator prior to submission (via upload)
to the Commission.

• Participation in the MHM Kickoff Expo sponsored by the Commission, usually conducted on the last
Thursday in March each funding year. In an effort to raise awareness, OCMH funded program grantees are 
required to set up a display table at the annual health expo. 

• The Program Director and their evaluator will participate face to face, webinar, and/or conference call
meetings with their assigned REEP Panel member. 

• Participation in monthly HUB phone calls.

• Year-end Program Evaluation Report submission in MHGM by the required deadline.

• A Biennial Program Report submission in MHGM by the required deadline.

NOTE: Please double-check your grant proposal for Accuracy. 
• Signatures on all signature forms. All signatures on required forms must be dated in the same calendar

year as the   grant application submission date.  No required forms are allowed to be posted dated after 
the date of grant submission.  

o For example:  Grant submission date:  May 16, 2022 – All forms must be dated January 1, 2022
– May 16, 2022.



o Please note, items that have an asterisk (*) beside them are mandatory upon submission of the
grant.

o Documents – Ensure each title is an accurate reflection of each document is. Ensure each
document is not a blank page.

o Missing pages, omitted sections, forms, signatures, and mathematical errors. As all of the above
items WILL impact your overall score and may disqualify your application.
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   Pathway Outcome 

Adult Education Confirm that participant completes educational goal. 
  ___ Course/class successfully completed 
  ___ Training program completed 
 ___ Quarter/semester completed 

  ___ Other: __________________________ 

Developmental Referral Developmental evaluation completed. 

Employment Participant is still working 30 days from date of hire. 

Family Planning Family Planning Completed (check one): 
  ____ Permanent Sterilization 
  ____ Long-Acting Reversible Contraceptive 
  ____ 30-Day confirmation for other methods 

Food Security No problems, or anxiety about, consistently accessing 
adequate food for the past 30 days. 

Healthcare Coverage Confirm that participant has healthcare coverage. 

Housing Household member(s) have maintained safe and stable 
housing for 30 days from move-in date. 

Immunization Referral Provider, pharmacist, or clinic confirms that participant’s 
immunizations received and are up to date.    

Learning Participant demonstrates understanding of learning 
materials. 

Medical Home Confirm that participant kept the appointment. 

21 Standard Pathways  - Pathways Community HUB Institute 
 



2 
July 12, 2020         Pathways Community HUB Institute (PCHI)    ©Copyright Reserved 

Medical Referral Confirm that appointment was kept. 

Medication Adherence One month from reconciliation visit, participant reports that 
there are no barriers and he/she is taking medication(s) as 
prescribed.  

Medication Reconciliation Primary care provider and/or pharmacist and participant 
agree on prescribed medications. 

Medication Screening Verify with primary care provider or pharmacist that 
Medication Screening Tool was received. 

Mental Health Confirm participant has kept 3 scheduled mental health 
appointments. 

Oral Health Confirm that appointment was kept. 

Postpartum Confirm postpartum appointment kept and answer 
postpartum information questions. 

Pregnancy Normal birth weight baby (> 5# 8 oz/2500 grams) 

Social Service Referral Confirm that appointment was kept. 

Substance Use Participant kept appointments and treatment related to 
substance use for 30 days. 

Transportation Household member(s) had no problems, or anxiety about, 
consistently using transportation for the past 30 days. 
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Confirm that participant completes 
educational goal. 
     ___ Course/class successfully completed 
     ___ Training program completed 

 ___ Quarter/semester completed 
     ___ Other: __________________________ 

Completion Date________________________ 

CHW Signature: _______________________ 

Supervisor Signature: __________________ 

Participant has educational goal(s). 
     Start Date ____________________________ 
     Educational Goal(s)_____________________ 
     _____________________________________ 
     _____________________________________ 

Confirm that participant is registered for 
class/program and attends the first session. 

     Date of first session _____________________ 

Monitor participant’s progress with 
class/program.  

At least every 2 weeks, confirm that participant is 
attending class and document progress or 
barriers.

 

Adult Education Pathway 

Progress 
Checks (dates) 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

_________ 



Pathways Community HUB Institute © April 20, 2020 

If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason: ___ Declined further services 

___ Lost to follow-up 

___ Moved out of the area 

___ Transferred to another program 

___ No longer eligible for services 

___ Service or intervention not available 

___ Participant did not reach outcome goal 

___ Other __________________________________________________ 

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Set up appointment for developmental evaluation. 
     Appointment date___________________________ 
 
Confirm that you have: 
     ___ Explained Part C services and family’s rights 
     ___ Obtained consent from parent or guardian 
     ___ Obtained prescription for developmental  
  evaluation from provider 
 

Participant may have a developmental delay. 
     Start Date ________________________________ 
 
Who is concerned about possible delay? 
     ___ Parent or guardian 
     ___ Family member or friend 
     ___ Community care coordinator/CHW 
     ___ Provider or other health professional 
     ___ Childcare provider or childcare professional 
     ___ Other_________________________________ 
      
     

 

 

 

 

 

  

 

 

  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Developmental Referral Pathway 

Developmental evaluation completed. 
 
     Completion Date____________________________ 
 
CHW Signature: ______________________________ 
 
Supervisor Signature: _________________________ 
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If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason: ___ Declined further services 

___ Lost to follow-up 

___ Moved out of the area 

___ Transferred to another program 

___ No longer eligible for services 

___ Service or intervention not available 

___ Participant did not reach outcome goal 

___ Other __________________________________________________ 

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Employment Goal(s) ______________________ 
________________________________________
________________________________________ 
 

Participant wants to find a job. 
     Pathway Start Date: ______________ 

Reasons for looking for a job:   
 __ Unemployed 
 __ Employed now, but needs: 
     __ Higher pay  __ More hours 
     __ Benefits  __ Childcare 
     __ Safer conditions __ Steady work  
     __ Other _____________________________
  

Applications completed and submitted: 
Location________________ Date_______ 
Location________________ Date_______ 
Location________________ Date_______ 
Location________________ Date_______ 
Location________________ Date_______ 
Location________________ Date_______ 
 

Progress checks at least every 2 weeks. 
     Confirm Date of Hire _____________________ 
     Place of Employment ____________________ 

Participant is still working 30 days from date 
of hire.  
     Completion Date _______________________ 
 
CHW Signature: _________________________ 

Supervisor Signature: ____________________ 

       

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Employment Pathway 

Progress 
Checks (dates) 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

_________ 
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If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason: ___ Declined further services 

___ Lost to follow-up 

___ Moved out of the area 

___ Transferred to another program 

___ No longer eligible for services 

___ Service or intervention not available 

___ Participant did not reach outcome goal 

___ Other __________________________________________________ 

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Confirm family planning appointment kept. 

     Completed appointment date: _____________ 
     Method: ______________________________ 

Participant wants family planning. 
     Pathway Start Date: ______________ 

Family Planning Appointment Date _________ 
     Provider: ______________________________ 

Family Planning Completed (check one): 
     ____ Permanent Sterilization 
     ____ Long-Acting Reversible Contraceptive 
     ____ 30-Day confirmation for other methods 

Completion Date_________________________ 

CHW Signature: ________________________ 

Supervisor Signature: ___________________ 
 

Family Planning Pathway 

NOTE: 

Permanent Sterilization includes tubal ligation and vasectomy. 
Long-Acting Reversible Contraceptives (LARCs) include intrauterine devices (IUDs) and 
implants. 
All other family planning methods require a 30-day confirmation that client is still using 
method. 
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If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason: ___ Declined further services 

  ___ Lost to follow-up 

  ___ Moved out of the area 

  ___ Transferred to another program 

  ___ No longer eligible for services 

  ___ Service or intervention not available 

  ___ Participant did not reach outcome goal 

  ___ Other __________________________________________________ 

 

 

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Work with household coordinator to explore 
food security program options.  
      Program/Service________________________ 
      _____________________________________ 
      Date connected________________________ 

Not enough food for household member(s).  
Review food security questions, and check one: 

□ Child(ren) only 
□ Adult(s) only 
□ Entire household 

Start Date_______________________________ 
 

Household member(s) have access to adequate 
food.  Date________________________________ 
     

Program & 
Date 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

_________ 

  

  

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Food Security Pathway  

No problems, or anxiety about, consistently 
accessing adequate food for the past 30 days. 
     Completion Date_________________________ 
CHW Signature: ___________________________ 
Supervisor Signature: ______________________ 
 

Food Security Questions      
      
     In the past few months: 
 

1. We worried whether food would run out before we would 
have money to buy more. 

2. The food that we bought just didn’t last, and we didn’t have 
money to get more. 

3. We couldn’t afford to eat balanced meals. 
 

4. We cut the size of our meals or skipped meals because 
there wasn’t enough money for food. 

5. We ate less than we felt we should because there wasn’t 
enough money for food. 

6. We were hungry but didn’t eat because there wasn’t 
enough food. 

 
 
 
 
 
 

Child(ren) 
Only 

□ 
□ 
□ 
□ 
□ 
□ 

 

Adults & 
Children 

□ 
□ 
□ 
□ 
□ 

□ 
 

Adult(s)  
Only 

□ 
□ 
□ 
□ 
□ 
□ 
 
 
 
 

Not a 
Problem 

□ 
□ 
□ 
□ 
□ 
□ 
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If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason: ___ Declined further services 

  ___ Lost to follow-up 

  ___ Moved out of the area 

  ___ Transferred to another program 

  ___ No longer eligible for services 

  ___ Service or intervention not available 

  ___ Participant did not reach outcome goal 

  ___ Other _________________________________________________ 

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Confirm that participant has healthcare coverage. 
Completion Date________________________ 
 
  Healthcare coverage _______________________________ 
 
  Identification number_______________________________ 
 

CHW Signature: ___________________________________ 

Supervisor Signature: ______________________________ 

Participant needs healthcare coverage. 
     Start Date ____________________________ 
 

Confirm that all forms have been received and are 
complete. 

     Confirmation Date ______________________ 

Assist participant in completing and submitting required 
application forms.  Date submitted ________________ 
 
Type of healthcare coverage:  

___Medicaid    
___Medicare  
___Private Insurance  
___Dual Eligible (Medicare and Medicaid) 
___Military    
___Self Pay  
___Other______________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   

 

 

 

Healthcare Coverage Pathway 

If participant cannot obtain healthcare coverage 
   Date_________________________ 
   Reason____________________________________________________ 
     _________________________________________________________ 
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If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason: ___ Declined further services 

  ___ Lost to follow-up 

  ___ Moved out of the area 

  ___ Transferred to another program 

  ___ No longer eligible for services 

  ___ Service or intervention not available 

  ___ Participant did not reach outcome goal 

  ___ Other __________________________________________________ 

 

  

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Monitor housing progress at least every 2 weeks and 
record updates in Pathway notes. 

Household member(s) need safe and stable housing. 
Answer housing questions below. 
     Start Date ____________________________________ 

Confirm appointment with housing organization. 
    Date appointment kept___________________________ 
    Contact person’s name__________________________ 
    Contact person’s phone number___________________ 
 

Household member(s) moved into safe and stable 
housing on ______________________ (date) 
   Address_______________________________________ 
   ______________________________________________ 
 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

Housing Pathway 

Progress 
Checks 
(dates) 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

Household member(s) have maintained safe and stable 
housing for 30 days from move-in date. 
    Completion Date_______________________________ 
 
CHW Signature: _________________________________ 
Supervisor Signature_____________________________ 
      

  
Housing questions: 
Homeless     
__ Living outside    
__ Living in shelter    
__ Living with family or friends   
__ Other________________________  
 
Eviction 
__ Too many people 
__ Drug-related 
__ Legal issue 
__ Criminal history 
__ Untidy home 
__ Unpaid rent 
__ Other_________________________ 

 
 

 

Has housing, but needs new housing: 
__Safety issues   

• Environmental issues (infestation, mold, 
lead, temperature, noise) 

• Crime  
• Interpersonal Violence 
• Fire or other natural disaster 
• Other_________________________ 

__Too many for living space   
__Financial/Poor rental history 
__Legal or criminal issue 
__Discrimination 
__Disability 
__Self-imposed (pets) 
__Poor location to access services 
__Other _____________________________                           
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If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason:   ___ Declined further services 

  ___ Lost to follow-up 

  ___ Moved out of the area 

  ___ Transferred to another program 

  ___ No longer eligible for services 

  ___ Service or intervention not available 

  ___ Participant did not reach outcome goal 

  ___ Other __________________________________________________ 

 

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Appointment scheduled with provider, 
pharmacist or clinic to update immunizations. 
     Appointment date______________________ 
     Provider, pharmacist or clinic_____________ 
     ____________________________________ 
     ____________________________________ 

Participant is behind on immunizations. 
     Start Date ___________________________ 
     
How did you determine that participant was behind? 
     ___ Participant self-report 
     ___ Provider 
     ___ Electronic health records 
     ___ Shot registry or other documentation 
     ___ Other____________________________ 
      
 

Record immunizations that are behind: 
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________ 
_____________________________________________________________
_____________________________________________________________ 

 

 

 

 

 

  

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Immunization Referral Pathway 

Provider, pharmacist or clinic confirms that 
participant’s immunizations received and are up 
to date.    
     Completion Date_______________________ 
 
CHW Signature: ____________________________ 
Supervisor Signature: _______________________ 
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If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason: ___ Declined further services 

___ Lost to follow-up 

___ Moved out of the area 

___ Transferred to another program 

___ No longer eligible for services 

___ Service or intervention not available 

___ Participant did not reach outcome goal 

___ Other __________________________________________________ 

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Participant demonstrates understanding of 
learning materials. 

     Completion Date_____________________ 

CHW Signature: _________________________ 

Supervisor Signature: ____________________ 

Learning Pathway initiated. 
 
Pathway Start Date_____________________ 

Learning Module Code (Risk Addressed) 

_______________________________________
_______________________________________ 

Start time___________     End Time__________ 

      

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

Learning Pathway 
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If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason:   ___ Declined further services 

  ___ Lost to follow-up 

  ___ Moved out of the area 

  ___ Transferred to another program 

  ___ No longer eligible for services 

  ___ Service or intervention not available 

  ___ Participant did not reach outcome goal 

  ___ Other __________________________________________________ 

 

  

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Participant needs an ongoing source of 
primary care. 
     Start Date ____________________________ 
 

Select healthcare provider and schedule 
appointment. 

     Provider______________________________ 

     Appointment Date______________________ 

Determine how participant will pay for 
healthcare: 
     ___Medicaid 
     ___Medicare 
     ___Private Insurance 
     ___Dual Eligible (Medicare and Medicaid) 
     ___Military 
     ___Self Pay 
     ___Other __________________________ 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Medical Home Pathway 

Confirm that participant kept the appointment. 
     Completion Date_______________________  
 
CHW Signature: _________________________ 
 
Supervisor Signature: ____________________   
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If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason: ___ Declined further services 

  ___ Lost to follow-up 

  ___ Moved out of the area 

  ___ Transferred to another program 

  ___ No longer eligible for services 

  ___ Service or intervention not available 

  ___ Participant did not reach outcome goal 

  ___ Other __________________________________________________ 

 

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Participant needs a healthcare service or 
resource. 
     Start Date_____________________________ 
     Healthcare Code _______________________ 
       If “other, specify _______________________ 
 

Appointment scheduled for healthcare service 
or to obtain resource. 
     Appointment Date______________________ 
     Provider______________________________ 
 

Confirm appointment kept or resource/service 
received. 
     Completion Date_______________________ 
 
CHW Signature: _________________________ 
 
Supervisor Signature: ____________________ 

Confirm Resource or Service Received: 
1. Advanced Directives 
2. Disability Evaluation 
3. Equipment 
4. Immunizations 
5. Labs 
6. Medication 

Confirm Appointment Kept: 
7. Alternative Therapy or Treatment 
8. Breastfeeding Services 
9. Dental 
10. Disease Management & Support   
11. Family Planning & Reproductive 

Health  

12. Hearing 
13. Home Health 
14.  Mental Health 
15. Nutritional Services 
16. Occupational Therapy 
17. Physical Therapy 
18. Primary Care  
19. Procedure 
20. Rehabilitation 
21. Specialty Care 
22. Speech and Language 
23. Treatment 
24. Vision 
 
25. Other – Must Specify 

Types of Medical Referral (Codes): 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                 

 

  

 

 

 

 

 

Medical Referral Pathway 
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If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason: ___ Declined further services 

  ___ Lost to follow-up 

  ___ Moved out of the area 

  ___ Transferred to another program 

  ___ No longer eligible for services 

  ___ Service or intervention not available 

  ___ Participant did not reach outcome goal 

  ___ Other __________________________________________________ 

 

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

 

 



Participant Name  
Date of Birth    

CHW  
Today’s Date  ___________________________ 

Pathways Community HUB Institute© September 7, 2020  

STEP 1: 
Medication Screening Tool 

• List all medications currently used by participant on the chart below.  Include all medications – prescription, over the
counter, herbal, alternative, topical, eye drops, etc.

• Have participant and/or participant’s caregiver open each of the bottles or medication containers and note any difficulties in
performing this task.

• Have participant or caregiver identify each medication. Ask them to describe what the medicine is for. How many doses
of the medicine are to be taken each day?

• Discuss the shape and color of the medicine with participant or caregiver.  Explain that they should notify their healthcare
provider if the shape and color of the pill changes to make sure they are using the correct medicine and/or dose.

• Have participant or caregiver read the medication name on the label. Assess reading, literacy and memory problems. Review
all parts of the label including how to order refills.

Prescription Medications (need a doctor’s prescription to get) 

Name of Medicine Can you 
open? 

Why do you take this? How many 
doses do you 
take each day? 

Can you read the 
label and know 

how many refills? 

Comments 



Participant Name  
Date of Birth    

CHW  
Today’s Date  ___________________________ 

Pathways Community HUB Institute© September 7, 2020  

Name of Medicine Can you 
open? 

Why do you take this? How many 
doses do you 
take each day? 

Can you read the 
label and know 

how many refills? 

Comments 

Over the Counter Medicines (no prescription needed), Herbal or Alternative Treatments 
Name of Medicine Can you 

open? 
Why do you take this? How many 

doses do you 
take each day? 

Comments 



Participant Name  
Date of Birth    

CHW 
Today’s Date ___________________________ 

Pathways Community HUB Institute© September 7, 2020  

STEP 2 -- Ask the following questions: 
1. Are you having problems getting your medications? □ Yes □ No

If yes – why (transportation, no delivery, etc.)?
________________________________________________________________________

2. Do you have problems paying for your medications? □ Yes □ No
If yes – what can you afford? _______________________________________________

3. Are you having any side effects from your medications? □ Yes □ No
If yes – describe: _________________________________________________________
________________________________________________________________________
________________________________________________________________________

4. Can you store your medication safely? (refrigerator or lockbox)  □ Yes □ No
□ Not applicable

5. How do you remember to take your medications?
□ Pill Box     □ Memory Aids     □ Visual Aids     □ Other _________________________

6. Do you use more than one pharmacy to get your medications? □ Yes □ No
If yes – please list all pharmacies: __________________________________________
________________________________________________________________________

Participant’s Signature Date 
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Participant is taking prescription medications. 
     Start Date______________________ 

Complete Medication Screening Tool with 
participant and/or participant’s caregiver. 

1. Include all medications participant is taking
right now.

2. Record what participant says in his/her
own words.

Send completed Medication Screening Tool to 
participant’s primary care provider or 
pharmacist. 

     Date tool sent _________________________ 
     Provider/Pharmacist ____________________ 
     ____________________________________ 

Verify with primary care provider or 
pharmacist that Medication Screening Tool 
was received. 

     Completion Date______________________ 

CHW Signature: ________________________ 

Supervisor Signature: ___________________ 

NOTE:  Repeat screening every 6 months or with any changes in prescribed 
medications. 

Medication Screening Pathway 
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If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason: ___ Declined further services 

___ Lost to follow-up 

___ Moved out of the area 

___ Transferred to another program 

___ No longer eligible for services 

___ Service or intervention not available 

___ Participant did not reach outcome goal 

___ Other __________________________________________________ 

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Provider or pharmacist determines that Medication 
Screening Tool is not correct. 
     Pathway Start Date______________________________ 
     Provider/Pharmacist_____________________________ 

Appointment scheduled for participant to meet with 
prescribing provider or pharmacist to complete patient 
education and medication reconciliation. 
     Appointment Date_______________________________ 

Confirm medication reconciliation appointment was kept.  
     Confirmed Appointment Date_______________________ 

Primary care provider and/or pharmacist and participant 
agree on prescribed medications. 

     Completion Date___________________ 

CHW Signature: __________________________________ 

Supervisor Signature: ____________________________ 

Medication Screening Tool completed in participant’s 
home and sent to provider or pharmacist for review. 
     Date tool sent___________________________________ 

Provider or pharmacist reviews Tool: 
     __ Medication is correct. 
     __ Medication is not correct. Appointment scheduled

with provider or pharmacist. Date_________________ 

NOTE: Steps #2 - #5 may need to be repeated as needed. 

Medication Reconciliation Pathway 
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If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason: ___ Declined further services 

___ Lost to follow-up 

___ Moved out of the area 

___ Transferred to another program 

___ No longer eligible for services 

___ Service or intervention not available 

___ Participant did not reach outcome goal 

___ Other __________________________________________________ 

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Medication Screening Tool and risk screening have 
identified barriers for the participant to take prescribed 
medication.    
     Pathway Start Date_____________________________ 
     Med Reconciliation Date_________________________ 

Record barriers identified that keep participant from 
taking medication as prescribed (check all that apply). 
     ___ Confused about medications, too many meds 
     ___ Cost of medications 
     ___ Not willing to take medications, mistrust 
     ___ Fear of side effects 
     ___ Worry about dependence 
     ___ Lack of symptoms 
     ___ Other ___________________________________   

One month from reconciliation visit, participant 
reports that there are no barriers and he/she is taking 
medication(s) as prescribed.  

     Completion Date_______________________________ 

CHW Signature: ________________________________ 

Supervisor Signature: ___________________________ 

Participant confirms that they have access to and are 
taking their medications as prescribed. 

     Date________________________________________ 

Medication Adherence Pathway 
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If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason: ___ Declined further services 

___ Lost to follow-up 

___ Moved out of the area 

___ Transferred to another program 

___ No longer eligible for services 

___ Service or intervention not available 

___ Participant did not reach outcome goal 

___ Other __________________________________________________ 

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Completed appointment #2 
     Date appointment kept __________________ 
     Service ___ Medical Appointment 

___ Counseling 
___ Other____________________ 

Participant is diagnosed with mental health 
issue(s). 
     Start Date ____________________________ 
     Mental Health Issue(s) __________________ 
     _____________________________________ 
     _____________________________________ 

Confirm 1st appointment for mental health 
services to address participant’s needs. 
     Date appointment kept __________________ 
     Service  ___ Medical Appointment 

___ Counseling 
___ Other____________________ 

 

 

 

 

NOTE: Use the Medical Referral Pathway to monitor ongoing mental health appointments that you 
are helping your participant with. 

Mental Health Pathway 

Confirm participant has kept 3 scheduled 
mental health appointments. 

Completed appointment #3 
     Completion Date______________________ 
     Service  ___ Medical Appointment 

___ Counseling 
___ Other___________________ 

CHW Signature: ________________________ 
Supervisor Signature: ___________________ 



Pathways Community HUB Institute © August 11, 2020 

If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason: ___ Declined further services 

___ Lost to follow-up 

___ Moved out of the area 

___ Transferred to another program 

___ No longer eligible for services 

___ Service or intervention not available 

___ Participant did not reach outcome goal 

___ Other __________________________________________________ 

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Participant needs an ongoing source of dental 
care. 
     Start Date ____________________________ 

Select dental provider and schedule 
appointment. 

     Provider______________________________ 

     Appointment Date______________________ 

Determine participant’s payment source: 
     ___Medicaid 
     ___Medicare Advantage 
     ___Private Insurance 
     ___Dual Eligible (Medicare and Medicaid) 
     ___Military 
     ___Self Pay 
     ___Other __________________________ 

Oral Health Pathway 

Confirm that appointment was kept. 
     Completion Date_______________________ 

CHW Signature: _________________________ 

Supervisor Signature: ____________________ 
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If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason: ___ Declined further services 

___ Lost to follow-up 

___ Moved out of the area 

___ Transferred to another program 

___ No longer eligible for services 

___ Service or intervention not available 

___ Participant did not reach outcome goal 

___ Other __________________________________________________ 

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Normal birth weight baby (> 5# 8 oz/2500 grams) 
  ___ Singleton     ___ Multiple (number ______) 

 Completion Date_________________________________ 

CHW Signature: ______________________________________ 
Supervisor Signature: _________________________________ 

Confirmed to be pregnant through a pregnancy test. 
  Pathways Start Date __________________________________ 
  Prior Preterm Birth? ___ Yes   ___ No 

First Prenatal Appointment date ________________________ 
  Estimated due date__________________________________ 
  Prenatal provider____________________________________ 
  Number of completed PN visits_________________________ 
  Concerns__________________________________________ 
  _________________________________________________ 
  Planned delivery hospital_____________________________ 

Confirm completed prenatal appointments. 

PN Dates: 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

Birth Date____________________________________________ 

Birth Weight__________________________________________ 

Birth Hospital_________________________________________ 

Progesterone? 
     ___Yes 
     ___No 

 

 

 

 

 

 

 

Pregnancy Pathway 

 

 

 

 

 

 

 

 

 

 

 

 

Baby #1 Information 
Last name________________ 
First name_______________ 
Birth weight______________ 
Gender__________________ 
Race____________________ 
Age in weeks (exam): ______ 
Total Days in hospital______ 
     NICU Days_____________ 
     Special Care Nursery____ 
Breastfed ___Y     ___N 
Insurance ___Y     ___N 
Medical Home ___Y     ___N 
Infant Death ___Y     ___N 

Baby #2 Information 
Last name________________ 
First name_______________ 
Birth weight______________ 
Gender__________________ 
Race____________________ 
Age in weeks (exam): ______ 
Total Days in hospital______ 
     NICU Days_____________ 
     Special Care Nursery____ 
Breastfed ___Y     ___N 
Insurance ___Y     ___N 
Medical Home ___Y     ___N 
Infant Death ___Y     ___N 

Baby #3 Information 
Last name________________ 
First name_______________ 
Birth weight______________ 
Gender__________________ 
Race____________________ 
Age in weeks (exam): ______ 
Total Days in hospital______ 
     NICU Days_____________ 
     Special Care Nursery____ 
Breastfed ___Y     ___N 
Insurance ___Y     ___N 
Medical Home ___Y     ___N 
Infant Death ___Y     ___N 
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If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason: ___ Declined further services 

  ___ Lost to follow-up 

  ___ Moved out of the area 

  ___ Transferred to another program 

  ___ No longer eligible for services 

  ___ Service or intervention not available 

  ___ Participant did not reach outcome goal (healthy, normal birth weight) 
 
   ___ Low birth weight 
   ___ Miscarried 
   ___ Stillbirth 
   ___ Terminated pregnancy 
 
  ___ Other __________________________________________________ 

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Confirm postpartum appointment kept and 
answer postpartum information questions. 

     Completion Date_______________________ 

CHW Signature: _________________________ 

Supervisor Signature: ____________________ 

Participant has delivered and needs to 
schedule a postpartum appointment.  

     Pathway Start Date: ____________________ 

     Delivery Date: _________________________ 

Postpartum Appointment Date: ____________ 

     Provider: _____________________________ 

HEDIS 2020: The percentage of deliveries that had a postpartum visit on or between 
7 and 84 days after delivery. 

Postpartum Pathway 

Postpartum Information Questions: 

Still breastfeeding ____Y    ____N 
  Only breastmilk  ____Y    ____N 
  Supplemented with formula ____Y    ____N 

Has medical home after delivery ____Y    ____N 
Insurance 60 days after delivery ____Y    ____N 
Has social support ____Y    ____N 

  Father of the baby  ____Y    ____N 
  Significant other  ____Y    ____N 
  Other family members ____Y    ____N 
  Friends ____Y    ____N 
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If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason:   ___ Declined further services 

___ Lost to follow-up 

___ Moved out of the area 

___ Transferred to another program 

___ No longer eligible for services 

___ Service or intervention not available 

___ Participant did not reach outcome goal 

___ Other __________________________________________________ 

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Referral needed for item or a social service: 
     Start Date_____________________________________ 
     Social Service Code_____________________________ 
         If “other”, specify _____________________________ 
 

Appointment scheduled with social service provider. 
     Appointment Date_______________________________ 
     Provider______________________________________ 
 

Confirm item/service received and/or appointment kept. 
     Completion Date_______________________________ 
 
CHW Signature: _________________________________ 
Supervisor Signature: ____________________________ 

Confirmed that Item(s) or Service(s)  
Received - Individual 
1. Clothing  
2. Identification  
3. Personal items  
Confirmed that Item(s) or Service(s)  
Received – Household Coordinator 
4. Home Improvement 
5. Household Items 
6. Internet 
7. Lead Abatement 
8. Phone 
9. Safety equipment 
10. Utilities 
Confirmed Connection to Urgent  
Resource or Service: 
11. Intimate Partner Violence 
12. Child Abuse 
13. Elder Abuse 
14. Family Crisis Services 
15. Restorative Services 

 
 

Types of Social Service Referral (Codes): 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

  

 

 

 

 

  

 

 

 

 

 

 

 

 

 

Social Service Referral Pathway 

Adult Education, Employment, Food Security, Housing and Transportation issues 

should be tracked with the appropriate Pathways. 

Confirmed Connection to Resource  
or Service: 
16. Child Development  
17. Citizenship  
18. Corrections 
19. Daily Activities of Living 
20. Fatherhood  
21. Financial 
22. Legal 
23. Literacy 
24. Medical Debt 
25. Parenting Education 
26. Tax Preparation 
27. Translation and/or Interpretation 
28. Voter Registration 
Confirmed Attendance at: 
29. Adult Day Care 
30. Childcare 
31. Respite Services 
 
32. Other – Must specify 
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If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason: ___ Declined further services 

  ___ Lost to follow-up 

  ___ Moved out of the area 

  ___ Transferred to another program 

  ___ No longer eligible for services 

  ___ Service or intervention not available 

  ___ Participant did not reach outcome goal 

  ___ Other __________________________________________________ 

 

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Participant is using substance(s). Check all 
substances currently being used in chart below. 

  Start Date _____________________________ 

Confirm appointment related to substance use. 
  Scheduled Appointment Date _____________ 
  Service_______________________________ 

Substance use appointment kept. 
  Kept Appointment Date___________________ 

Confirm dates that participant kept scheduled 
appointments and treatment related to substance 
use. Record date and service (treatment, appointment) 

Participant kept appointments and treatment 
related to substance use for 30 days. 
Completion Date__________________________ 

CHW Signature: _____________________________ 

Supervisor Signature:________________________ 
  

  

 

 

 

 

Substance Use Pathway 

Confirmed 
Treatment & 
Appointment 
Dates 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

___ Prescription Opioids (fentanyl, Oxycodone,  
       Percocet, Vicodin, methadone, buprenorphine) 
___ Prescription Stimulants (Ritalin, Concerta, 
       Dexedrine, Adderall) 
___ Sedatives or Sleeping Pills (Valium, Serepax, 
       Ativan, Xanax, Klonopin, Librium, Rohypnol, GHB) 
___ Other_____________________________________ 

  __________________________________________ 

___ Alcohol  
___ Cannabis (marijuana, pot, grass)  
___ Cocaine (coke, crack) 
___ Hallucinogens (LSD, acid, mushrooms, 
       PCP, Special K, ecstasy) 
___ Heroin
___ Inhalants (nitrous oxide, glue, gas, 
       paint thinner) 
___ Methamphetamine (speed, crystal, ice) 
___ Nicotine (chewing tobacco, cigarette,
        vaping) 

  __________________________________________ 
  _________________________________________ 
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If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason: ___ Declined further services 

___ Lost to follow-up 

___ Moved out of the area 

___ Transferred to another program 

___ No longer eligible for services 

___ Service or intervention not available 

___ Participant did not reach outcome goal 

___ Other __________________________________________________ 

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Work with household coordinator to 
explore transportation options.  
     Program/Service_____________________ 
      __________________________________ 
     Date connected______________________ 

Household member(s) lacks access to safe 
and reliable transportation. Review questions 
about transportation barriers. 
     Start Date___________________________ 

Confirm that household member(s) can 
access safe and reliable transportation. 
     Date______________________________ 
   

Program & 
Date 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

__________ 

_________ 

  

  

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Transportation Pathway  

Household member(s) had no problems, or 
anxiety about, consistently using 
transportation for the past 30 days. 
     Completion Date___________________ 
      
CHW Signature: _____________________ 
Supervisor Signature: ________________ 
 

Barriers to Transportation 
Vehicle Access 
□ Lack of a car 
□ Driver’s license barriers 
□ Lack of access to a car through friends or family 
 
Transportation Costs 
□ High costs of fares 
□ Car expenses (insurance, repairs) 
 
Transportation Infrastructure 
□ Limited availability & routes (bus, train, uber) 
□ Safety issues 
□ Overcrowding on trains or buses 
□ Roads & transport stations in disrepair 
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If Pathway is finished incomplete: 

     Date: _______________________ 

     Reason: ___ Declined further services 

  ___ Lost to follow-up 

  ___ Moved out of the area 

  ___ Transferred to another program 

  ___ No longer eligible for services 

  ___ Service or intervention not available 

  ___ Participant did not reach outcome goal 

  ___ Other _________________________________________________ 

Pathway Notes: ___________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Appendix B 
Pathways Community HUB Certification Program Attestation 

Pathways Community HUB Name: _______________________________________________ 
___________________________________________________________________________ 

I certify that before signing this attestation statement, I have carefully read and understand the 
Prerequisites and Standards of the Pathways Community HUB Certification Program, and that 
the PCH and its partner care coordination agencies can document that they comply with the 
following requirements: 

 Prerequisite #8: At the time of certification application, the volume of the Pathways
Community HUB is greater than fifty (50) enrolled active individuals.

 Prerequisite #10: All Pathways Community HUB personnel and contracted care
coordination agency staff receive and complete HIPAA training upon hire, and annually
thereafter.

 Standard #3: All new care coordination agency and PCH staff receive
comprehensive training about the Pathways Community HUB model within 30 days
of hire and with updates as needed.

 Standard #5: The Pathways Community HUB does not refer clients to any care
coordination agency where the PCH is the final recipient of care coordination
service payments.

 Standard #8: Each contracted care coordination agency has human resources
policies and procedures that include at a minimum the review items to achieve
Standard #8, plus professional boundaries education for community care
coordinators on an annual basis.

 Standard #9: Each contracted care coordination agency has organizational policies
that reflect the adoption of the National CLAS Standards.

I certify that the responses in this attestation are accurate, complete, and current as of this 
date. I acknowledge that the Prerequisites and Standards must be continually adhered to. 

________________________________________ ______________________ 
Signature  Date 

________________________________________ 
Printed Name 

________________________________________ 
Title  
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Pathways Community HUB Institute (PCHI) competency standards are based on Pathways Community HUB (PCH) concepts 
and the community health worker (CHW) Roles and Skills outlined in The Community Health Worker Core Consensus (C3) 
Project. https://www.c3project.org/resources 

A minimum of 80 instructional/didactic hours and 80 clinical/practicum hours are required to meet PCHI training 
standards. Minimum instructional time for competency topics is provided below. 

Content Area Specific Skills 
Minimum 
Hours 

1. PATHWAYS
COMMUNITY
HUB APPROACH

a. Pathways Community HUB Model Overview.
b. Knowledge of the importance of evidence-based information.
c. Community-based care coordination within a Pathways Community HUB network.
d. Individually Modifiable Risk Factors.
e. Ability to use all current Standard Pathways.
f. Ability to use all current data collection tools including: Participant Profile, Visit

Form, and Progress Form.
g. Ability to use the PCHI Learning Modules, including:

1. All Learning Modules within Volume A: Adult Foundational Training
2. All Learning Modules within Volume B: Infant or Child Caregiver
3. All Learning Modules within Volume C: Pregnant, Postpartum, Interpregnancy

20 

2. CHW HISTORY,
PROFESSION
AND CHW ROLES

a. Recognition of diversity and equality; the CHW role as part of a healthcare team.
b. Ability to understand and explain the history of CHWs.
c. Ability to understand and explain CHW definition, roles, and values – C3 Project.

2 

3. COMMUNICA-
TION AND
INTERPERSONAL
SKILLS

a. Ability to use effective verbal and nonverbal communication.
b. Ability to use compassionate communication.
c. Ability to demonstrate active listening and interpersonal skills.
d. Ability to accurately document work.
e. Knowledge and effective use of reports, summaries, memos, and email in

professional communications.
f. Ability to effectively use appropriate telecommunication techniques, including

voicemail and texting.
g. Ability to practice cultural humility.

8 

4. RELATIONSHIP-
BUILDING AND
TEACHING
SKILLS

a. Knowledge and effective use of basic interviewing skills.
b. Ability to provide coaching and social support.
c. Knowledge and ability to use motivational interviewing.
d. Ability to use empowering and learner-centered teaching strategies.
e. Ability to use a range of appropriate and effective educational techniques.
f. Ability to facilitate group discussions and decision-making.
g. Ability to plan and conduct classes and presentations for a variety of groups.
h. Ability to seek out appropriate information and respond to questions about

pertinent topics.
i. Ability to find and share requested information.
j. Ability to collaborate with other educators.
k. Ability to collect and use information from and with community member.

10 
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5. OUTREACH,
SERVICE
COORDINATION
AND
NAVIGATION
SKILLS

a. Ability to understand and use:
1. Information and Referral Systems.
2. Community agencies for health, social service, education, and legal aid.
3. Referral and reporting processes for community agencies.

b. Ability to conduct case-finding, recruitment, and follow-up.
c. Ability to follow-up and track referrals using Standard Pathways.
d. Ability to use the Progress Form to build a Pathways-based care plan.

6 

6. CAPACITY
BUILDING AND
ADVOCACY
SKILLS

a. Ability to help others identify goals and develop to their fullest potential.
b. Ability to network and build community connections.
c. Ability to teach self-advocacy skills.
d. Ability to speak up for individuals and communities.

4 

7. PROFESSIONAL
SKILLS AND
CONDUCT

a. Ability to set goals and to develop and follow a work plan.
b. Ability to balance priorities and to manage time.
c. Ability to apply critical thinking techniques and problem solving.
d. Ability to use pertinent technology.
e. Ability to pursue continuing education and life-long learning opportunities.
f. Ability to maximize personal safety while working in community and/or clinical

settings.
g. Ability to observe ethical and legal standards (e.g., CHW Code of Ethics, ADA,

HIPAA).
h. Ability to identify situations calling for mandatory reporting and carry out

mandatory reporting requirements.
i. Ability to participate in professional development of peer CHWs and in networking

among CHW groups.
j. Ability to set boundaries and practice self-care.

12 

8. KNOWLEDGE
BASE

a. Knowledge about social determinants of health and related disparities.
b. Knowledge about basic anatomy and physiology of the cardiovascular, pulmonary,

endocrine, nervous, and immune systems. 
c. Knowledge about pertinent health issues affecting the major body systems,

including hypertension, diabetes, cancer, asthma, and oral health.
d. Knowledge about healthy lifestyles and self-care.
e. Knowledge about mental/behavioral health issues, including depression, and its

connection to physical health.
f. Knowledge about health behavior theories.
g. Knowledge of basic public health principles.
h. Knowledge about the community served.
i. Knowledge about United States health and social service systems.

18 
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Prerequisite #1 - The Pathways Community HUB (PCH) is an independent legal entity or 
an affiliated component of a legal entity. 
 
Background/Rationale 
The Pathways Community HUB (PCH) is a legal entity that has legal capacity to enter into 
agreements or contracts, assume obligations, incur and pay debts, sue and be sued, and to be 
held responsible for its actions. The PCH can be an association, corporation, partnership, 
proprietorship, or trust that has legal standing in the eyes of the law. 
 
Review Items to Achieve Prerequisite #1 
A. Copy of most recent IRS Form 990; and 
B. Copy of IRS Determination letter with Tax Identification Number/Employer Identification 

Number (EIN); and 
C. Dun & Bradstreet Number. 
 
Prerequisite #2 - The Pathways Community HUB has been operating for a minimum of 3 
months using standard Pathways. 
 
Background/Rationale 
The PCH is beyond the planning phases of development and has utilized the Standard 
Pathways within a network of care coordination agencies for a minimum of 3 months. 
 
Review Items to Achieve Prerequisite #2 
Formal documentation that substantiates a minimum of three months of PCH operation. 
Reports of Pathways initiated and completed, and at least one of the following documents 
must be provided documenting activity since PCH launch: 
A. MOUs or contracts with contracted care coordination agencies; or 
B. Financial payments to contracted care coordination agencies. 

 
Prerequisite #3 - The Pathways Community HUB is based in the community and/or region 
it serves. 
 
Background/Rationale 
The PCH office and staff are located within the community and/or region it serves.  The 
PCH is established to remove siloes for the population at risk within a specified service 
area. It is imperative that the Pathways Community HUB have a thorough understanding 
of capacity of both care coordination agencies and the providers of direct services. 
 
A PCH must clearly describe how the service area was established. A PCH must operate in a 
defined geographic area made up of neighboring communities or counties. A PCH region 
cannot be statewide. Ineligible PCH entities include statewide or national organizations. A 
PCH does not serve individuals who reside in another certified Pathways Community HUB’s 
service area. 
 
It is recommended that, at a minimum, staff from the PCH network (care coordination 
agencies) be posted within 60 miles of the most distant service recipient in rural areas, and 30 
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minutes travel time in urban areas. 
 
Review Items to Achieve Prerequisite #3 - Description of the Pathways Community HUB 
service area: 
A. Pathways Community HUB’s name and physical address; and 
B. Physical addresses of contracted care coordination agencies; and 
C. Definition of the PCH service area (i.e., geographic service area – census tracts, zip 

codes, county, region); and 
D. Explanation of how and why this service area was established: 

1. Documentation of how the PCH gained support from local stakeholders to operate 
in the service area (meeting minutes or other documentation); and 

2. Priority population served; and 
3. Population size of PCH’s service area; and 
4. PCH’s plan to serve all priority population residents in the service area; and 
5. Documentation that Community Advisory Council members reflect 

representation from the entire service area; and 
6. How the Pathways Community HUB operates as a neutral convener. 

 
Prerequisite #4 – There is only one Pathways Community HUB located within the 
community and/or region it serves. 
 
Background/Rationale 
Pathways Community HUB services are coordinated through a single tracking system, 
allowing for the identification and elimination of duplicative services and the improvement of 
health outcomes across a defined service area and population. 
 
Review Items to Achieve Prerequisite #4 
List of all Pathways Community HUBs in your region; and if applicable, clearly identify 
the boundaries of adjoining PCHs. 
 
Prerequisite #5 – The Pathways Community HUB reviews and/or conducts community 
needs assessments. 
 
Background/Rationale 
A community needs assessment, which includes local data specific to medical, behavioral 
health, oral health, social, environmental, and educational factors, guides the PCH in its efforts 
to improve health and reduce inequities. Hospitals, health departments, and other community 
partners should work together to assess community health needs and resources and create a 
shared plan for addressing those needs. 
 
Review Items to Achieve Prerequisite #5 

A. A copy of a community needs assessment, conducted no more than three years prior 
to current certification review, that includes local data related to the medical, 
behavioral health, oral health, social, environmental, and educational needs and 
opportunities; and 
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B. Description of how the PCH uses the community needs assessment and other data 
to identify populations to be prioritized for community care coordination services; 
and 

C. Baseline measures of key outcomes to be addressed by the PCH. 
 
Prerequisite #6 – The Pathways Community HUB coordinates a network of care 
coordination agencies serving at-risk participants and has written agreements with its care 
coordination agency members. 
 
Background/Rationale 
To promote positive health outcomes and cost savings, the Pathways Community HUB connects 
those who are at risk to a community-based care coordinator, and ensures the participant 
receives coordinated medical, behavioral health, oral health, social, and educational services. 
 
Review Items to Achieve Prerequisite #6 
A. Contracts, MOUs, or other legal documents describing the relationship between the PCH 

and care coordination agency members; and 
B. List of all active community care coordinators at each contracted care coordination 

agency; and 
C. Documentation that the Pathways Community HUB has a minimum of two contracted care 

coordination agencies. 
 
Prerequisite #7 - The Pathways Community HUB uses Standard Pathways. 
 
Background/Rationale 
Each Standard Pathway, when completed, represents a specific individually modifiable risk 
factor that has been identified and addressed. The use of Standard Pathways attracts payers that 
are interested in funding evidence-based models of community-based care coordination. 
Additionally, using Standard Pathways allows for further research, evaluation, analysis, and 
improvement of the model. 
 
Review Items to Achieve Prerequisite #7 
Confirmation that the PCH can implement all current Standard Pathways (Appendix A).  PCH 
will need to present paper documentation or database screenshots that confirm all current 
Standard Pathways are available to care coordinators and Pathways are used as needed 
(representative of the population being served). 
 
Prerequisite #8 - The Pathways Community HUB monitors the caseloads of care 
coordinators at each care coordination agency. 
 
Background/Rationale 
Each contracted care coordination agency should demonstrate its resourcefulness and benefit to 
the community by having the capacity to provide services to a reasonable caseload that reflects 
its efficiency and effectiveness in connecting at-risk populations to appropriate health, 
behavioral health, and social services. 
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Review Items to Achieve Prerequisite #8 
A. Description of how caseloads are determined for full-time and part-time community care 

coordinators. 
B. PCH’s policy for reviewing and analyzing caseloads; and 

1. PCH’s plan for caseload correction. 
2. Attestation by the PCH Director that at the time of certification application, the 

volume of the Pathways Community HUB is greater than 50 enrolled active 
individuals. 

C. Confirmation that all active CHWs working with the Pathways Community HUB are 
dedicated at least 0.5 FTE to PCH work. 

 
Prerequisite #9 - The Pathways Community HUB aligns payments with measured outcomes 
in its contracts with care coordination agency members. 
 
Background/Rationale 
Standard Pathways link billing codes to Pathway completion. Payments for Pathway 
steps/outcomes are a key component of the PCH model, and promote accountability, quality, 
equity, health improvement, and value. 
 
Review Items to Achieve Prerequisite #9 
Contracts or other financial documents with contracted care coordination agencies demonstrating 
that payments are related to intermediate and final Pathway steps/outcomes using nationally 
standardized billing codes and Outcome Based Units (OBUs).  Appendix D 
 
Prerequisite #10 - The Pathways Community HUB complies with the Health Insurance 
Portability and Accountability Act (HIPAA). 
 
Background/Rationale 
Ensuring strong privacy protections is critical to maintaining individuals’ trust in their medical, 
behavioral health, and oral health providers, and their willingness to obtain needed services. At 
the same time, circumstances arise where information may need to be shared to ensure 
individuals receive the best services. Therefore, all those working with the PCH must comply 
with the Health   Insurance Portability and Accountability Act (HIPAA). 
 
Review Items to Achieve Prerequisite #10 
A. HIPAA protection policies in the PCH operations manual; and 
B. Signed HIPAA compliant agreements between the PCH, care coordination agencies, service 

providers, and others; and 
C. Documentation that all PCH personnel and contracted care coordination agency staff 

receive and complete HIPAA training upon hire, and annually thereafter.  Appendix B 
 
Examples of acceptable documentation could include a list of personnel who have 
completed the training and/or copies of certificates of training completion. 
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Standard #1 - The Pathways Community HUB has the infrastructure and capacity to fully 
implement the Pathways Community HUB. 
 
Rationale/Background 
The PCH must have adequate infrastructure to track and document the delivery of services to 
those at risk and must have the ability to document the Pathways process and outcomes, 
process payments to care coordination agencies, and contract with and invoice payers. 
 
Review Items to Achieve Standard #1 
Copy of the PCH’s organizational chart that includes all department personnel and reporting 
structure. If the PCH is an affiliate of a larger umbrella organization, then the relationship should 
be reflected. 
 
Standard #2 - The PCH Director possesses the experience and skills to effectively manage 
the Pathways Community HUB, including a commitment to community health and equity 
as well as strong business and communication skills. 
 
Rationale/Background 
The PCH Director must have diverse competencies to ensure the success and sustainability of the 
Pathways Community HUB.  Key competencies include, but are not limited to: 

● Engaging and partnering with community care coordination agencies serving at-
risk populations; and 

● Developing and maintaining relationships with diverse stakeholders, including care 
coordination agency members, community members, referral partners, providers, and 
payers; and 

● Developing and managing contractual relationships with payers; and 
● Developing and managing performance outcomes and contractual compliance. 

 
Review Items to Achieve Standard #2 
Copy of PCH Director’s resume and/or curriculum vitae; and if applicable additional resume(s) 
of staff or subcontractor(s) in key positions complementing the competencies of the PCH 
Director. 
 
Standard #3 - All PCH and care coordination agency staff receive training on the Pathways 
Community HUB Model. 
 
Rationale/Background 
The Pathways Community HUB model focuses on identifying and engaging at-risk individuals, 
documenting risk factors, and addressing those risk factors in a pay for performance, outcome-
focused approach. Program and financial personnel must understand the model and how the PCH 
operates to assure its effectiveness and efficiency. PCHI has developed training on the Pathways 
Community HUB Model that is available to PCHs applying for certification. 
 
Review Items to Achieve Standard #3 
A. Documentation of approved PCHI training provided for all PCH and care coordination 

agency staff on the Pathways Community HUB approach; and 
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B. Attestation that all new care coordination agency and PCH staff receive comprehensive 
training about the PCH Model with 30 days of hire and with updates as needed. Appendix B 

 
Standard #4 - The Pathways Community HUB engages and is advised by a Community 
Advisory Council. 
 
Rationale/Background 
To ensure the PCH understands and meets the needs of those who are at risk, the PCH leverages 
existing community resources and seeks to add value to the community. Local leaders, therefore, 
need to be meaningfully engaged and empowered to guide and advise the strategies of the Pathways 
Community HUB. 
 
Review Items to Achieve Standard #4 
A. List of Community Advisory Council (CAC) members, including brief biographies for each 

representing what they bring to the CAC; and 
B. Representation of key stakeholders on the Community Advisory Council to include, for 

example: community members, care coordination agency staff, referral partners, payers, and 
direct service providers; and 

C. Description of the roles and responsibilities of Community Advisory Council members; and 
D. Description of how the Community Advisory Council and PCH staff identifies, and 

addresses issues identified in the community through analysis of PCH data (i.e., gaps, 
resources, etc.); and 

E. Minutes from the Community Advisory Council meetings that occurred within the past 
year. It is recommended that the Community Advisory Council meet quarterly, but at a 
minimum, twice a year. 

 
Standard #5 – The Pathways Community HUB is a neutral entity and operates in a 
transparent and accountable manner. 
 
Rationale/Background 
The PCH is responsible for referring clients based on the services, competencies, and capacity 
of its care coordination agency members, and the needs of the participants. Therefore, the 
Pathways Community HUB needs a transparent and objective process and criteria to ensure that 
the referral process is unbiased. 
 
Review Items to Achieve Standard #5 
A. Copy of the PCH’s conflict of interest policy and conflict of interest form template; and 
B. Signed conflict of interest forms by PCH personnel, Community Advisory Council 

members, and Pathways Community HUB Board members; and 
C. Copy of a policy that describes the criteria and process to refer clients to care coordination 

agency members (Referral Policy). This policy includes how referrals are distributed when a 
client meets the eligibility requirements of two or more care coordination agency members; 
and 

D. Attestation that the PCH does not refer clients to any care coordination agency where the 
PCH is the final recipient of care coordination service payments*.  Appendix B 
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*Care coordination service payments are the outcome payments after the PCH retains 
administrative and quality management fees. 

 
Standard #6 – The Pathways Community HUB is committed to continual quality 
improvement and has a written Quality Improvement Plan. 
 

Rationale/Background 
The PCH is responsible for monitoring and improving the quality of community-based care 
coordination services provided to those who are at risk. Therefore, the PCH must have a 
Quality Improvement Plan. The PCH must regularly evaluate its services as well as those 
services provided by care coordination agency members. 
 
Review Items to Achieve Standard #6 
A. Copy of the PCH’s Quality Improvement (QI) Plan, that includes, but is not limited to: 

1. Description of how QI projects are selected, managed, and monitored; and 
2. Description of quality methodology (such as PDSA, Six Sigma) and quality 

tools/techniques to be utilized throughout the PCH and with its CCA members; and 
3. Documentation of who is responsible for conducting QI reviews; and 
4. Frequency of QI reviews: and 
5. Description of how the PCH uses QI findings to improve the quality of community- 

based care coordination services provided to those who are at risk. 
B. Documentation of quality improvement reviews that have been completed over the past 

year. 
C. Documentation of how identified quality improvement opportunities add to or change 

existing policy. 
D. Documentation that staff from the PCH and care coordination agencies receive training 

and/or resources based on quality improvement recommendations. Provide written 
documentation of trainings and attendance sheets from trainings. 

 
Standard #7 – The Pathways Community HUB is committed to continual quality 
improvement and has a written manual outlining all PCH policies and procedures. 
 
Rationale/Background 
The PCH is committed to continual quality improvement to assure that community members 
are receiving the highest quality community-based care coordination services. All PCH policies 
and procedures must be written and shared with PCH and care coordination agency 
staff. The manual must be updated annually, at a minimum. 
 
Review Items to Achieve Standard #7 
A. Description of PCH’s mission, program goals, and objectives. 
B. Referral Policies and Procedures, that include at a minimum: 

1. Document that care coordination agency staff were involved in developing the referral
 process to be fair and transparent; and 
2. Document how referrals are provided in a HIPAA compliant way from the PCH to CCAs
 (electronically, phone call, etc.); and 
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3. Required number of documented attempts to reach the client; and 
4. Document strategies used to reach the client (e.g., phone, mail, secure email, secure
 texting, home visit); and 
5. Document number of days client is expected to be contacted from receipt of   

referral; and 
6. Document the specific time frame and process for communicating outcome of the referral
 to the PCH; and 
7. Document the specific time frame and process for communication from the PCH back to 
the referral source regarding outcome of the referral. 

C. Policies and procedures addressing duplication of services that include at a minimum: 
1. Document the new client enrollment process; and 
2. Document how duplication is identified, documented, and eliminated, when appropriate; 

and 
3. Document how clients with more than one identified community care coordinator  are 

managed when this is necessary. 
D. Policies and procedures addressing home visits that include at a minimum: 

1. Document home visiting frequency expectation (minimum monthly); and  
2. How attempted visits are documented; and 
3. How contacts between visits are documented; and 
4. Document expectation that 75 percent of overall visits should occur in participants’ 

homes or at minimum, in a community setting. Documentation must be provided if visits 
are not completed in the home setting (safety reasons, participant preference, etc.). Visits 
should not occur on a regular basis in an office environment (clinic, agency, etc.); and 

5. CHW documentation for home visits must be completed within two business days 
6. and submitted for supervisor review. 
7. Document safety measures for home visits. 

E. Policies and procedures addressing supervision, including at a minimum: 
1. Document frequency of performance reviews; and 
2. Documentation that caseload reviews occur at least monthly; and 
3. Document community health worker to client ratios to determine maximum caseload per 

full- and part-time equivalent care coordinators; and 
4. Document supervisor to community health worker ratio; and 
5. Document how a participant’s comprehensive assessment and plan of care that is 

provided by a community health worker is reviewed and signed off by their supervisor; 
and 

6. Document that supervisor review and sign-off occurs within five business days from 
home visit date; and  

7. Document timeline and action taken by the CHW and supervisor when urgent issues are 
identified. 

F. Policies and procedures that document the HUB’s role in identifying and addressing 
performance issues with care coordination agencies. 
G. Policies and procedures that outline how the HUB will respond in emergency situations 
(Natural disasters, pandemics, etc.). 

1. Emergency plan addressing the role of the HUB and CCAs that is reviewed and 
2. updated annually; and 
3. Training for CCA staff on how to protect themselves during an emergency; and  
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4. Training on strategies to provide learning modules and resources for participants 
(Connecting to telehealth, safety, etc.). 

 
Standard #8 - The Pathways Community HUB and its care coordination agency members 
have effective Human Resource policies and procedures. 
 
Rationale/Background 
To ensure equitable and consistent application of Pathways Community HUB policies, 
procedures, and benefits, the PCH’s personnel must be knowledgeable of human resources 
policies and procedures that govern the Pathways Community HUB. 
 
Review Items to Achieve Standard #8 
A. The PCH’s Human Resource Manual, that includes at a minimum documentation of: 

1. Training requirements; and 
2. Policies regarding hiring, termination, outstanding performance, dress code, 

complaint procedures; and 
3. Travel policy to allow individuals to meet job requirements; and 
4. Background check information; and 
5. Sexual harassment and discrimination policies; and 
6. Disciplinary policy; and 
7. Problem-resolution process. 

B. Attestation that each contracted care coordination agency has human resources policies and 
procedures that include at a minimum the above plus professional boundaries education for 
community care coordinators on an annual basis.  Appendix B 

 
Standard #9 - The PCH and its care coordination agency members are culturally sensitive 
organizations that provide culturally and linguistically appropriate services. 
 
Rationale/Background 
The Pathways Community HUB model of care coordination focuses on improving health, 
advancing health equity, improving quality, and eliminating disparities. Consequently, it is 
vital to provide effective, equitable, understandable, and respectful quality services that are 
responsive to diverse cultural health beliefs and practices, preferred languages, health literacy, 
and other communication needs. PCHI has developed training on the National Culturally and 
Linguistically Appropriate Services (CLAS) Standards that is available to PCHs applying for 
certification. 
 
Review Items to Achieve Standard #9 
A. The PCH’s organizational policies reflect the adoption of the National Culturally and 

Linguistically Appropriate Services (CLAS) Standards; and 
B. Attestation that each contracted care coordination agency has organizational policies that 

reflect the adoption of the National CLAS Standards (Appendix B); and 
C. Documentation that the PCH provides training to PCH and care coordination agency staff 

at least every 2 years on how to provide culturally and linguistically appropriate   services 
reflecting the population served: 
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1. Provide training overview that incorporates an understanding of the different needs and 
backgrounds of populations served and how care coordination staff are sensitive and 
responsive to those unique needs; and 

2. Training activities should include a focus on diversity and inclusive practices; and 
3. Sign-in sheets documenting those in attendance; and 
4. Plan for staff that do not attend training. 

 
Standard #10 – Community health workers have comprehensive training, education, and 
support. 
 
Rationale/Background 
Education, training, and support for community health workers (CHWs) is essential to achieve 
improved health outcomes for those at risk. CHWs and other community-based care 
coordinators must meet the minimum state and PCH training requirements (Appendix C). 
 
Review Items to Achieve Standard #10 
A. Description of training that community health workers have completed; and 
B. Documentation that each community health worker has completed all required 

components of comprehensive training; and 
C. Documentation of expectations for hiring and onboarding of community health 

workers: 
1. CHW job description used by care coordination agencies; and 
2. Background check completed before hire; and 
3. Documentation that CHW foundational training begins within 30 days of hire; 

and 
4. Minimum training requirements before CHWs interact with clients: 

a. Pathways Community HUB model and Standard Pathways 
b. Mandatory reporting requirements 
c. Safety during home visits 
d. HIPAA requirements; and 

5. Onboarding checklist for CHWs at each care coordination agency. 
 
Standard #11 – Community health workers are supported by effective and culturally 
competent supervisors working within the professional scope of their license. 
 
Rationale/Background 
All community health workers should be supported and supervised by a registered nurse, 
licensed clinical social worker or another health, social, behavioral, or oral health professional 
that understands and values the role of CHWs. Experienced CHWs may function in a 
supervisory role when part of a care team. CHW supervisors must be culturally competent, 
attend CHW trainings, and be proficient is supervising CHWs. 
 
Review Items to Achieve Standard #11 
A. CHW supervisor job descriptions from each care coordination agency on agency 

letterhead; and 
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B. CHW supervisors’ current resumes and/or curriculum vitae; and 
C. Documentation that the CHW supervisor completed the minimum CHW training 

requirements (Appendix C) through, 
1. Attendance at foundational CHW training or 
2. Completion of the PCHI Training Template confirming that minimum CHW 

training requirements have been met. 
 
Standard #12 – The Pathways Community HUB uses PCHI approved participant 
curriculum with the Learning Pathway. 
 
Rationale/Background 
 
Each Standard Pathway, when completed, represents a specific individually modifiable risk 
factor that has been identified and addressed. Many modifiable risks in community-based care 
coordination can be addressed through learning and behavior change. The PCHI participant 
curriculum incorporates one or more risk factors within each learning module. The learning 
modules are tracked with the standard Learning Pathway and can be used for participants of all 
categories including adult, pregnant or pediatric caregiver. PCHI learning modules are available 
to all PCHs applying for certification. 
 
Review Items to Achieve Standard #12 

A. Expectation that PCHI standard curriculum for learning modules is utilized. PCHI 
learning modules are documented within the Learning Pathway; and 

B. Process that the PCH uses to approve other evidence-based materials used with 
the Learning Pathway. Each Learning Pathway should be tied to a specific 
medical, social, or behavioral health risk factor that can be mitigated and 
addressed with learning and motivational interventions. Learning materials used 
outside of the PCHI standard curriculum for learning modules must represent a 
similar level of effort, time commitment, and expertise in delivery towards a 
measurable learning outcome. 

 
Standard #13 - The Pathways Community HUB ensures care coordination services address 
the medical, behavioral health, oral health, social, environmental, and educational needs of 
those who are at risk. The PCH uses approved PCHI data collection tools.  
 
Rationale/Background 
The PCH must collect demographic and other information to effectively address the medical, 
behavioral health, oral health, social, environmental, and educational risk factors. To improve 
health outcomes, an individualized care plan must be developed to prioritize and address the 
participant’s risk factors. 
 
Review Items to Achieve Standard #13  
The Pathways Community HUB uses PCHI-approved data collection tools, including: 
A. PCHI Standard Pathways; and 
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B. PCHI Participant Profile, including enrollment and discharge status; and 
C. PCHI Visit Form; and 
D. PCHI Progress Form to summarize client’s individualized Pathways-based care plan; and 
E. Other data collection items and tools unique to the PCH can be added as needed. 
 
Standard #14 – The Pathways Community HUB must use the PCHI Data Model. 
 
Rationale/Background 
Implementation of the PCHI Data Model is fundamental to improving the evidence-based 
effectiveness of the PCH and its ongoing development and improvements. Benchmarking 
comparisons and research evaluations involving more than one PCH requires standardization of 
data, data entry, and relationships established between data items. 
 
Review Items to Achieve Standard #14 
A. PCHs using information technology systems are required to use PCHI Certified 

technology vendors. 
B. PCHs using paper documentation must demonstrate appropriate use of data collection tools 

and assimilation of the data/reporting. 
C. PCH data entry and reporting must be consistent with PCHI Data Model data definitions. 
 
Standard #15 – The Pathways Community HUB tracks, monitors, and reports on participant 
services. 
 
Rationale/Background 
The Pathways Community HUB and its care coordination agency members must be able to 
produce regular quality and performance reports to effectively serve those at risk. 
 
Review Items to Achieve Standard #15 
A. PCH prepares the PCHI National Benchmark Report on a quarterly basis and submits 

aggregate data to PCHI within 30 days of the completion of the quarter (submission dates: 
April 30, July 31, October 31, and January 31). 

B. Document how the PCH leadership uses analytics to inform and support community 
policy and decision makers in the implementation of community-level strategies to 
address population level needs such as poor-quality housing, food insecurity, and access 
to care where there are high concentrations of at-risk residents. 

 
Standard #16 – The Pathways Community HUB conducts a cost benefit analysis. 
 
Rationale/Background 
To sustain community care coordination services and the Pathways Community HUB, a cost- 
benefit analysis must be implemented to determine the financial impact of PCH services and if 
cost savings are achieved. 
 
Review Items to Achieve Standard #16 
A. PCHs going through initial certification need to propose a detailed strategy for 

conducting a cost benefit analysis. 
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B. PCHs that have been in operation 2 or more years must: 
1. Complete a cost benefit analysis; and 
2. Describe how the cost benefit analysis is used to improve the quality and efficiency of 

the PCH’s operations. 
 
Standard #17 – The Pathways Community HUB communicates its strategies, programs, 
and progress to the community it serves. 
 
Rationale/Background 
The PCH is committed to improving the health of the community and is responsible to the 
community. Therefore, the PCH regularly communicates and reports its strategies, progress, 
and challenges to its funders, policymakers, care coordination agency members, participants, 
and the community at large in partnership with the Community Advisory Council. 
 
Review Items to Achieve Standard #17 
A. Copy of the most recent report to the community that includes, but is not limited to: 

1. A description of PCH initiatives (e.g., community needs assessments and health 
improvement plan, demographic information of those served, Pathway reports, 
health outcomes, cost savings); and 

2. Description of partnerships, workforce, volunteers, and financing to achieve PCH 
initiatives; and 

3. Future strategies to address unmet needs. 
B. Copy of the PCH’s dissemination plan. 
 
Standard #18 – The Pathways Community HUB has contracts with more than one payer. 
 
Rationale/Background 
To help ensure comprehensive and sustainable care coordination services, the PCH has diverse 
and multiple revenue sources. 
 
Review Items to Achieve Standard #18 

A. Summary of annual funding sources to support the PCH; and 
B. Outcome-based contracts with a minimum of two payers. Contracts or other financial 

documents with the PCH demonstrating that a minimum of 50 percent of all payments 
are related to intermediate and final Pathway steps/outcomes using nationally 
standardized Outcome Based Units (OBUs).  Appendix D 



 

This Form is mandatory. Failure to respond to all questions will deem 
this grant application incomplete and the applicant will be disqualified.  

If information is cut off in electronic format, use additional pages. 
 
ADMINISTRATIVE COMPLIANCE  

 
The Commission uses the information on this form to understand the applicant agency's internal policies and method of 
conducting business. 
 
1. List all sources of agency funds. 
 
 
 
 
 
     
2. List all sources of third-party funding. 
 
 
 
 
 
3. Does the project's budget include documentation of 20% operational costs from sources other than the Commission?     
 
  YES  NO 
 
      If project income IS NOT maintained in a separate account, enter plans and timetable for doing so. If project income IS       
       maintained in a separate account, describe how project income is identified or allocated to the project. 
 
 
 
 
 
 
 What actions will be taken if actual income is less than anticipated?  (Explain where funds will be sought to replace deficit 

or which expenditures will be cut should no replacement funds be available.) 
 
 
 
 
 
 If actual income is greater than anticipated, it is desired to: 
  
  Re-budget additional funds to expand the project. 
  Return the funds to the Commission within 30 days of the end of the project period. 
  Other (explain) 
 
 
 



4. Describe the check or warrant processing system when paying employee salaries, employee travel reimbursement, 
vendors or contractors, to include: the titles of agency personnel involved in the process, the role of the project director 
and the forms used. These forms will become source documentation for accounting records. 

 
 
 
 
 
 
5.  Are controls used to assure that expenditures of project funds do not exceed budgeted line-item amounts?   
       YES  NO (If YES, please explain the system. If NO controls exist, explain controls to be implemented and include 

timetables.) 
 
 
 
 
6.  Is a separate project account maintained to identify expenditures of project funds (consisting of grant funds and project 

income)?    YES  NO 
                                     
    Please explain project accounting system.  If a separate accountability of project expenditures is not maintained, enter 

plans to change present system in order to provide separate accountability and include timetables. Include explanation of 
accounting for in-kind applicant support. 

 
 
 
 
 
 
    Does the present accounting system provide current and accurate fiscal information to assure that expenditure reports will 

be submitted when due?    YES  NO 
 
    If the answer is "No," please explain changes to be made in the system to comply and include timetables. 
 
 
 
 
 
   Does the present accounting system provide for the project to return to the Commission on Minority Health the balance of 

unspent, unobligated grant funds and project income?    YES  NO 
 
    If the answer is "No," please explain changes to be made to the system to comply and include timetables. 
 
 
 
 
 
7. Project expenditures are reported on (check one):  a cash basis  an accrual basis  a modified accrual basis. 
 
 If a modified accrual system is used, please explain system. 

 



If an accrual or modified accrual system is used, please explain agency's system for encumbering or obligating 
funds.  (Describe forms used, flow of paper, and authorizing authorities.) 

 
 
8.  Are time/activity records maintained for project personnel to account for time spent on the project?  YES  NO 
 
    If not, describe how personnel costs are allocated to the project. (Include controls to avoid charges to various Federal and 

State projects.) 
 
 
 
9.  Are fringe benefits for this project the same as those for other agency employees?   YES  NO (If NO, please 

explain.) 
 
 
 
 
 
 
 
10. Are there any agency non-personnel costs that are shared by project and non-project activities?  YES  NO 
   
 If yes, list them and explain how they are allocated to the project.  If no, go to Question #11. 
 
 
 
 
 
 
 
11. (A)    Does the agency have an in-house billing system when providing goods and services to the project?  

    YES    NO 
 
   If yes, explain the intra-agency billing system detailing titles of individuals involved and forms used.  If no, go to    
                Question #12. 
 
 

 
 
 

   (B) Does an appointed project representative periodically review charges set by central stores to assure that 
charges to the project do not exceed cost of goods plus a reasonable amount to cover the costs of maintaining and 
operating a central stores organization?     YES  NO 

 
 If yes, please explain the review procedures, review frequency and documentation of such reviews that will be made 

available to the Ohio Commission on Minority Health. If the answer is no, please explain changes to be made to the 
system for compliance and include timetables. 

 
  



12. Does the project incur travel costs?     YES  NO 
 
   If yes, describe the procedure used to determine the project travel costs incurred when using agency vehicles (include 

most recent costs when available) and briefly describe the project accounting system for such expenses (include a 
description of forms or form numbers used).  If no, go to Question #13. 

 
 
 
 
   If a rate has been established for reimbursing employees when using their own vehicles, is the rate the same as that 

allowed for other agency employees?    YES  NO 
 
 
 
   If per diem is paid to employees on travel status, enter the agency's per diem policy. Include amounts authorized for 

lodging, subsistence and related travel items, and describe the accounting system and forms used for expenditures.  
(NOTE:  The rates and amounts listed for travel and per diem cannot exceed those allowed by the agency for 
non-grant activities.  Any rates or amounts in  excess of the amount authorized by the State for Commission 
employees will not be approved from grant funds.)  

 
 
13. Are project funds budgeted for equipment, supplies and contracts?     YES  NO (If No, please go to Question #14) 
 
   If yes, please explain agency's procurement policies and procedures for equipment, supplies, and contractual goods and 

services. Detail provisions that: assure free competition among suppliers; prevent agency officers or personnel having a 
personal interest in the selection from influencing the procurement; encourages procurement from minority-owned and/or 
operated organizations; and that assures compliance with the Copeland "Anti-Kick-Back Act" (1B USC as supplemented 
in the Department of Labor Regulations 41 CFR Part 60). 

 
 
 
 
 
14. Is the project entering into any contracts for the procurement of goods and services?    YES  NO (If No, go to 

Question #15). 
 
 If YES, do contracts meet the following conditions? 
                                                         
 a. Definition of a sound and complete agreement    YES  NO 
                                                            
 b. Administrative remedies for violations     YES  NO 
 
 c. Termination provisions       YES  NO 
 
 
15.  Agencies who apply for funding at $25,000 or above are required to have had a fiscal audit by a certified public 
       accountant. 
 

a. Has the agency had a fiscal audit?      YES  NO 
If yes, please attach one (1) copy of the most recent audit with the original of this application. 
Audit management letter date: ___________________________ (Month Day, Year) 



  
b. Is an audit of the agency anticipated during the coming year?     YES  NO 

 
    If yes, what individual(s) or organization is scheduled to perform the audit and what is the approximate date of 

completion? 
 
 
 
 
16. If the applicant is a non-governmental agency, does it carry adequate fidelity bond coverage as indemnification against 

losses resulting from the fraud or lack of integrity, honesty or fidelity of one or more employees, officers, or other persons 
holding a position of trust?      YES  NO 

 
    If yes, attach a copy of the bonding agreement.  If no, explain actions that will be taken to comply. 
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