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	Referred By
	
	
	Referral Date
	

	
	Last Name
	First Name

	

	Referral Source:
	Referral For:

	Select one.
	Place an X next to all that apply.

	
	HRSA Project Officer 

Email to tmatthews@hrsa.gov
	
	Individual Consultation

	
	HIVQUAL Consultant 

Email to dwn01@health.state.ny.us
	
	Regional Group
	

	
	
	
	
	Please Specify (see instructions for choices)

	
	Self-Referral (grantee) 

Email to dwn01@health.state.ny.us
	
	Data Submission* 

	

	

	HRSA Grantee Name
	

	Direct Grantee Of:
	
	RW Part A
	
	RW Part B
	
	RW Part C
	
	RW Part D

	
	
	No RW Funding
	
	AETC
	
	State-Initiated Grants
	
	Other HIV Grants

	

	Program Name (if different)
	
	# of Sites
	

	Include clinic information for ALL HIV ambulatory care sites within the organization

	
	
	
	
	
	
	

	Site Name
	Facility Type
	# HIV+ Pts.
	Street
	City
	State
	Zip

	
	
	
	
	
	
	

	Site Name
	Facility Type
	# HIV+ Pts.
	Street
	City
	State
	Zip

	
	
	
	
	
	
	

	Site Name
	Facility Type
	# HIV+ Pts.
	Street
	City
	State
	Zip

	Agency Contact
*For Data Submission: eHIVQUAL contact
	
	
	

	
	Last Name
	First Name
	Credentials

	
	
	
	

	Email
	Telephone
	Fax
	Position Title

	

	Mailing Address

	

	Initial Assessment   Place an X next to all that apply.

	What is the grantee’s caseload of unduplicated HIV-positive patients?
	
	
	

	Does the grantee have an HIV-specific quality committee?
	
	Yes
	
	No
	
	Unknown

	Does the grantee routinely measure the quality of HIV care?
	
	Yes
	
	No
	
	Unknown

	Has the grantee conducted a quality project to improve the quality of HIV care in the last 12 months?
	
	Yes
	
	No
	
	Unknown

	

	

	HRSA Project Officer
	
	

	
	Last Name
	First Name

	
	
	

	
	Email
	Telephone

	Reason for Referral (Please type below)

	

	[Internal Use Only]

	HIVQUAL Staff
	Consultant
	
	Date
	


Instructions for HIVQUAL-US Program Referral Form
Referred by: Please enter the name of the person who is submitting the form via e-mail. If the program is a Ryan White grantee, please make sure that the point person of record with HRSA for this grant is aware of the referral. The program's project officer will be notified regarding the referral. Technical assistance (TA) will not be initiated until after the review and concurrence by the HRSA/HAB Project Officer.
Referral Source: Referrals fall into only one of three categories:
· HRSA Project Officer: If a Ryan White grantee, the project officer is the point person at HRSA who monitors the program's grant.

· HIVQUAL-US Consultant: The QI expert under contract with the HIVQUAL-US Program who provides consultation services in the program's region.

· Self-referral: If the program staff is filling out the form, it is a self-referral.
Referred for: Programs may be referred for either of the following three types of HIVQUAL services (please note: Part C and Part D programs are eligible to receive individual consultation and to be in a regional group or they can just submit data; these services are not exclusive of each other):
· Individual Consultation (Part C or Part D only): This box should be checked if the program is actively seeking individualized consulting services. Active participation is defined as regular on-site work with a consultant assigned by HIVQUAL-US. Although it is encouraged, the program is not required to submit HIVQUAL data or participate in a regional group.

· Regional Group: This box should be checked and the regional group entered if the program is requesting to become a regional group participant.  (Regional group participation is not restricted by the type of funding received.)   

	Eastern Pennsylvania
	Central California

	New York Part C
	Upstate New York

	South Carolina
	North Carolina

	Southern California
	Arizona

	Philadelphia
	NYC HHC

	Tri-State
	Puerto Rico

	Mississippi
	Midwestern

	San Diego
	California Central Coast

	Alabama
	Adolescent Learning Network

	Miami
	Central Florida

	Chicago/Milwaukee
	Massachusetts

	Connecticut
	Pacific Virtual Group


· Data Submission (Part C or Part D): This box should be checked if the program plans to submit HIVQUAL data through eHIVQUAL for our yearly benchmarking cycle.
Grantee and Program Name: Please enter the grantee and program name. In many cases the Ryan White grantee is not the same as the HIVQUAL participating program; in these cases, please include both the grantee and the program name. When the grantee and program are the same, please write the name in the grantee field and rewrite the name in the program field or write "same".
Facility Type: Please select from the following options:
	Community Based Organization
	Drug Treatment Center

	Community Health Center
	Hospital

	Community Hospital Free Standing Clinic
	Nursing Home

	Correctional Facility
	Private Practice

	Designated AIDS Center (NY)
	University Hospital


Contact: Enter the full name and degree of the program staff member who will be the point person. The point person will be contacted by HIVQUAL-US staff or consultants.
Initial Assessment: A short assessment is to be completed along with the referral.
1. What is the grantee's caseload of unduplicated HI V-positive patients? (The caseload is for patients who are actively 
receiving services as defined by the program.)

2. Does the grantee have an HIV-specific quality committee? (A quality committee is a multidisciplinary team within the 
program that analyzes the quality of care provided by the program and attempts to implement interventions to improve 
the quality of care.)

3. Does the grantee routinely measure the quality of HIV care? (Measurement is defined as any system that quantitatively tracks quality processes.)

4. Has the grantee conducted a quality project to improve the quality of HIV care in the last 12 months? (A quality project is 
defined as any intervention that is initiated to improve the quality of care)
Project Officer:

If the program is a Ryan White participant, enter the name, e-mail, and phone number of the program's assigned HRSA PO.

HIVQUAL-US Program


Referral Form





May be completed by HRSA project officer, HIVQUAL-US consultant or grantee. Please e-mail the completed form as indicated by “Referral Source” below. Technical Assistance (TA) will not be initiated until after the review and concurrence by the HRSA/HAB Project Officer. Note: Instructions are on second page
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