
Oregon Behavioral Health Support Program
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Request for Oregon Behavioral Health Personal Care Attendant (BH PCA) Services
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Check boxes to 
indicate supporting 
documentation that 
is being submitted 
along with this 
referral form (if any).

Legal Guardianship/ 
Power of Attorney 
paperwork is 
required if one is 
indicated on page 2.

Check boxes to 
confirm the 
consumer’s status 
with regards to Aging 
and People with 
Disabilities (APD) / 
Developmental 
Disabilities (DD)  
services, residential 
care, and need for a 
representative. 

Indicate name and 
contact information 
for the consumer’s 
representative if one 
has been identified.
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Check box to confirm 
the consumer’s 
status with regards 
to employer 
responsibilities.

Indicate name and 
contact information 
for their 
representative if one 
has been identified.

Consumer Information

- Consumer’s first and last 
name, DOB, Medicaid ID, and 
SSN must match their Medicaid 
profile (Comagine Health will 
request a corrected form if 
they do not).

- Please include best phone 
number and email to use to 
reach the consumer to 
schedule an assessment.

- Include the physical address at 
which the consumer plans to 
meet their PCA to provide 
services, even if the consumer
is currently houseless.

- Diagnosis or diagnosis code is 
not required but is useful for 
the assessment process. Please 
include it if known.

Legal Guardian Information

- Check box if the 
consumer does not 
have a Legal Guardian 
or Power of Attorney

- If the consumer does 
have one, please 
indicate the 
Guardian/Power of 
Attorney information 
and submit a copy of 
the legal guardianship 
paperwork with the 
referral.
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Provider Information (if 
applicable)

- Indicate the consumer’s 
mental health provider 
information so that 
Comagine Health can 
contact them if 
necessary.

- Please include as much 
information as possible.

PCA Provider Information

- Review the information 
provided on who is 
eligible to be the 
consumer’s PCA and 
how Comagine Health 
can assist with finding 
one.

- Check box if no PCA 
provider has been 
identified yet.

- If a PCA provider has 
been identified, please 
include as much 
information as possible.

- If the prospective PCA 
is not yet enrolled as a 
PCA provider, Provider 
Number can be left 
blank. 

PCA Provider Eligibility 
Verification

- This section can be 
skipped if no PCA 
provider has been 
identified yet.

- Check boxes to 
acknowledge the PCA 
provider’s eligibility.

- If the final fitness 
determination approval 
date is not known, it 
can be left blank.
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Check box to 
indicate the 
referrer’s 
relationship to 
the consumer.

Sign, print name 
and title, and 
print the date in 
the appropriate 
fields.

Describe the 
reason for the 
referral as it 
relates to the 
consumer’s 
condition and 
needs.

Submit the referral by fax, email, or mail using the contact information on page 1 of the form.
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