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Housekeeping 
Reminders

This is a Zoom webinar.

All webinar participants are automatically 
muted, and your video is not displayed.

Use the chat feature to introduce yourself 
(name, org, location), share resources, etc.

If you would like to ask a question, please use 
the Q&A function on the taskbar.

This webinar is being recorded, and the 
recording will be shared after todayôs event. 

For questions following the webinar, reach out 
to contact@civitasforhealth.org.



Register Now: Civitas 2025 
Annual Conference 

Donôt miss this yearôs Civitas Networks for Health Annual 
Conference, taking place in Anaheim, California, September 
28-30, 2025. We expect 700+ attendees this year and are 
excited to see Civitas members from around the country. 

Please remember to:

Å Register Today

Å Book Your Hotel Using Our Discounted Room Block

Å Purchase Your Wear The Bear Merch

Å Nominate Civitas Member Organizations for the Community 
Excellence Awards

Questions? Email contact@civitasforhealth.org . 

http://www.civitasforhealth.org/annual-conference/
http://www.civitasforhealth.org/annual-conference/
https://civitasforhealth.swoogo.com/civitas-2025/begin
https://civitasforhealth.swoogo.com/civitas-2025/begin
https://civitasforhealth.swoogo.com/civitas-2025/hotelinfo
https://civitasforhealth.swoogo.com/civitas-2025/hotelinfo
https://civitasforhealth.swoogo.com/civitas-2025/wearthebear
https://civitasforhealth.swoogo.com/civitas-2025/wearthebear
https://civitas.tfaforms.net/94
https://civitas.tfaforms.net/94
https://civitas.tfaforms.net/94
mailto:contact@civitasforhealth.org


Civitas 2025 Virtual Preconference 
Sessions Open to the Public

Mark your calendars for the 2025 Virtual Preconference 
Sessions:

ÅStrengthening Ties Between Health Information Exchange and 
Health Research | August 27, 3-4:30 p.m. ET 

ÅFoundations of a Community Information Exchange: Building 
Community-Driven Systems for Person-Centered Care | 
September 3, 3-4:30 p.m. ET 

ÅFutureproofing and Adapting to Ensure Privacy and Security 
Remain Intact | September 16, 3-4:30 p.m. ET 

Thank You to our Preconference Session Sponsor!

https://civitasforhealth-org.zoom.us/webinar/register/WN_PY7vxqMiST2YzKkGZ6G5Lw
https://civitasforhealth-org.zoom.us/webinar/register/WN_PY7vxqMiST2YzKkGZ6G5Lw
https://civitasforhealth-org.zoom.us/webinar/register/WN_PY7vxqMiST2YzKkGZ6G5Lw
https://civitasforhealth-org.zoom.us/webinar/register/WN_PY7vxqMiST2YzKkGZ6G5Lw
https://civitasforhealth-org.zoom.us/webinar/register/WN_PY7vxqMiST2YzKkGZ6G5Lw
https://civitasforhealth-org.zoom.us/webinar/register/WN_KnMDHw07QxeOfFokRSXLaw
https://civitasforhealth-org.zoom.us/webinar/register/WN_KnMDHw07QxeOfFokRSXLaw
https://civitasforhealth-org.zoom.us/webinar/register/WN_KnMDHw07QxeOfFokRSXLaw
https://civitasforhealth-org.zoom.us/webinar/register/WN_KnMDHw07QxeOfFokRSXLaw
https://civitasforhealth-org.zoom.us/webinar/register/WN_KnMDHw07QxeOfFokRSXLaw
https://civitasforhealth-org.zoom.us/webinar/register/WN_KnMDHw07QxeOfFokRSXLaw
https://civitasforhealth-org.zoom.us/webinar/register/WN_KnMDHw07QxeOfFokRSXLaw
https://civitasforhealth-org.zoom.us/webinar/register/WN_KnMDHw07QxeOfFokRSXLaw
https://civitasforhealth-org.zoom.us/webinar/register/WN_KnMDHw07QxeOfFokRSXLaw
https://civitasforhealth-org.zoom.us/webinar/register/WN_KnMDHw07QxeOfFokRSXLaw
https://civitasforhealth-org.zoom.us/webinar/register/WN_eWtd-P_XTeSSxOOIh1f63g
https://civitasforhealth-org.zoom.us/webinar/register/WN_eWtd-P_XTeSSxOOIh1f63g
https://civitasforhealth-org.zoom.us/webinar/register/WN_eWtd-P_XTeSSxOOIh1f63g
https://civitasforhealth-org.zoom.us/webinar/register/WN_eWtd-P_XTeSSxOOIh1f63g
https://civitasforhealth-org.zoom.us/webinar/register/WN_eWtd-P_XTeSSxOOIh1f63g


Thank You to Our Conference Upgrade Sponsors



éAnd Thank You to Our SilverSponsors!
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A Quick Note from Our Virtual Preconference 
Session Sponsor

J2 Interactive



We Support 
Leading 
Healthcare 
Organizations



J2 SDOH HealthShare Solution Pack

Schedule a virtual demo or get one in 

person at the Civitas Fall Forum. 

For every demo we give, we're providing 

food for a nutritionally vulnerable family.

Learn how to easily implement SDOH data!



UNLOCKING THE POWER OF 
HEALTH DATA: ¶ĥoM!¬ÿoẏñ 
PARTNERSHIP WITH 
OKLAHOMA'S STATE 
MEDICAID AGENCY

Stephen Miller, CHCIO
Chief Technology Officer &
State Coordinator for Health Information Exchange
Oklahoma Health Care Authority

Civitas Annual Conference Ṿ August 14, 2025

Patricia Dysinger, MBA
Chief Operating Officer,
MyHealth Access Network



Ã©¬!oÃ¶!ẏñ oM!¬ÿo>!éM >éuñuñṝ 
WHY CHANGE IS NEEDED
ÅRanks 47th in overall healthcare  quality, among the worst in the 

U.S.

- Oklahoma ranks near the bottom in key healthcare 
outcomes ṽhigh hospital readmissions, poor chronic disease 
management, and preventable ER visits

Å10th highest healthcare costs in the nation , yet outcomes 
remain poor

- Providers struggle with fragmented data, leading to duplicate 
tests, medication errors, and delayed diagnoses

ÅUncoordinated care leads to inefficiencies and higher costs
- Patients receive disconnected, expensive, and inefficient care

ÅHigher mortality despite average cancer rates
-    Oklahomans are 20% more likely to die from cancer than the 
national average , not because of higher cancer rates, but due to 
delayed diagnosis and fragmented treatment .



HIE FRAMEWORK



IMPACT ACROSS OKLAHOMA
ÅOver 600 Organizations Connected 
ÅHIE processes over 130,000 transactions daily; unique patient lookups of over 50,000  monthly.  

ÅSoonerSelect  Dental & Medical MCEs Contracted, Trained and Connected
ÅADT / care fragmentation are in use at MCEs who have elected to receive.

ÅConnection Fee Grants Awarded: 500+  and over 200  Organizations Actively Working on 
Connecting Ṿ Optimization in Process
ÅEMR Connection Fees are now eligible for reimbursement.

ÅSoonerSelect  Directed Payments (April 2024 Ṿ June 2025)
ÅPlan Q1 (04/24 -06/24) Closed Ṿ Payments Calculated Ṿ Payments issued ($2M)

ÅPlan Q2 (07/24 -09/24) Closed Ṿ Payments Calculated Ṿ Payments issued ($7M)

ÅPlan Q3 (10/24 -12/24) Closed Ṿ Payments Calculated Ṿ Payments issued ($5.5M)

ÅPlan Q4 (01/25 -03/25) Closed Ṿ Payment Calculated - Payments Issued ($5M)

ÅNext version design  07/25 Ṿ 06/26 in CMS approval

ÅUtilization metric will be required 



Real-Time 
Notifications (CoP)

Clinical and Claims
Data Integration

Quality/Care Gap 
Management

Social Drivers
of Health Screening

Portal & EMR Integrated Access

Public Health 
Reporting

Care Coordination/ 
Records Aggregation

Single Sign-On
(Access from inside EMR)

CAPABILITIES
Care Fragmentation 

Reporting



MYHEALTH GOVERNANCE

As of April 2023

Those who 
pay for care & 

services

Those who 
deliver care 
& services

Those who 
receive 
care & 

services

Health Systems , 6

Regional Health Systems, 3

State agencies, 3

Clinicians, 2
Community, FQHC's, Safety 

nets, schools, 2

Private payers, 2

Universities, 2

Tribal organizations, 2

Patients, 1

Public Health, 1

Employers / Funders, 1

Rural Hospitals, 1

First Responder / Optometry, 1

LTC, PA, SNF, 1

Board Composition
Cloture Control :
6 seats can stop a vote



¶ʳoǸǍȺʌțẏɾ SDOH Social Needs Screening is a screening 
process, completed on a mobile device, to identify a 
ɳǍʌȡǸɅʌẏɾ țǸǍȺʌț-related social needs. Once completed, the 
patient is texted a custom list of resources to help address 
their identified need(s). Results are based on local and 
state resources. 

Every community resource includes information for 211 , a 
free service connecting Oklahomans to social services in 
their area.

SOCIAL DRIVERS OF HEALTH (SDOH)
SOCIAL NEEDS SCREENING

V5.6+ million offers to screen

V974,000+ responses

V201,000+ responses with needs

V332,000+ individual needs reported



1 7 |  O K L A H O M A  H E A L T H  C A R E  A U T H O R I T Y

US HIE PATIENT POPULATION/
DATA DENSITY



oÃğ uÿẏñ gÃu¸g - LISTENING LEADS TO 
RESULTS
ÅSince 2019, MyHealth has prioritized 

listening to our users by gathering Net 
Promoter Score (NPS) feedback every 
quarter and acting on what we hear.

ÅMonthly Feedback Forums give users a 
seat at the table, helping shape platform 
improvements.

ÅThis commitment to collaboration has 
driven a dramatic shift in user experience, 
with NPS scores rising from -10 to +47 ,  
the highest in ¶ʳoǸǍȺʌțẏɾ history.
ÅThe result - happier users, more engaged participants, and a platform that 

evolves with the people who use it.



FACTORS OF SUCCESS
ÅIntentional and proactive legislation enabled ¶ʳoǸǍȺʌțẏɾ designation as 
ÃȶȺǍțɐɃǍẏɾ ɾʌǍʌǸʭȡǱǸ ouM ȡɅ ᶰᶮᶰᶱṣ

ÅA governance structure that reflects the diverse voices of state agencies, 
providers, and community stakeholders.

ÅThe State Coordinator for HIE  plays a critical role in sustaining momentum, 
bridging agencies, and enabling collaboration.

ÅTrusted relationships with Medicaid, public health, behavioral health, 
corrections, and others foster integrated, person -centered data exchange.

ÅThe State's OKSHINE Incentive Programs reduce barriers for participation 
and drive meaningful adoption.

ÅLegislative champions and agency leaders continue to support policies 
that move health data utility from aspiration to reality .



Addressing Community 
Health Worker (CHW) 
Challenges Through 
Accountable Health 
Community (AHC) 

Workflows
CIVITAS NETWORKS FOR HEALTH 

2025 ANNUAL CONFERENCE 
BRIDGING DATA AND DOING



Meet The Team

21

Eliel Oliveira 
Chief Executive Officer

Brenda Garza
CHW HUB Manager

Vidya Lakshminarayanan
Chief Operating Officer



ACCOUNTABLE HEALTH COMMUNITIES 
(AHC) Ь CMS INITIATIVE

Program Goal
Test whether systematically 

identifying and addressing health -
related social needs (HRSNs) of 

Medicare and Medicaid beneficiaries 
through enhanced clinical -

community linkages can improve 
health outcomes and reduce 

healthcare costs.



Austin AHC Pilot Project Overview
Pilot Partners
Å Dell Medical School (Principal Investigators)
Å Connxus (Technology & Data Backbone, CHW Hub)
Å Dell Seton Medical Center (Data Contributor) 
Å ˵̖̝̝ ˴̙̝̣̖̟̚̕Я̤ ˾̖̝̔̒̕̚ ˴̖̟̥̖̣ ˙˵̥̒̒ ˴̠̟̥̣̦̥̠̣̓̚˚

Study Objectives
Å Reduce preventable ED visits and healthcare costs
Å Increase primary care and outpatient engagement
Å ̥̣̖̟̘̥̙̖̟̄ ̠̦̣ ̠̞̞̦̟̥̪̔̚Я̤ ̝̥̪̒̓̚̚ ̥̠ ̤̤̖̤̤̒ ̟̒̕ 

address social needs
Å Improve patient self - efficacy in accessing care

Planning (Jan 2023 

ï Sept 2023):  

Design, Legal, CHW 
Workflow, Data 
Infrastructure

Intervention (Oct 
2023 ï Oct 2025): 

2-year 
implementation 
and evaluation



AHC Patient Outreach & Eligibility

Patient Outreach
ÅScreen patients for health - related social needs via telephonic workflow (modeled after Dallas AHC).
Å If patient lacks or having trouble connecting to a PCP, CHWs will refer to local FQHCs.
ÅA critical goal is building strong connections between CHWs and primary care homes.

Patient Eligibility Criteria

Exclusion Criteria
ÅPrimary diagnosis of mental/behavioral health or substance abuse

Å Individuals experiencing homelessness and those who reside in shelters

MAP (Medical Access Program) : Health coverage program for eligible patients in Travis County who are low-income and uninsured

2 or more ED visits in the previous 

12 months

Medicaid (STAR and CHIP) for Dell 

Children®s patients, and Medicaid or MAP 
insurance status for Dell Seton patients

Reside in Travis County, with a cell 

phone and an address



Technology Infrastructure

25

SHIP (Social and Health Information 
Platform) Technology

Å Review Daily Roster
Å Manual Quality Check for 

Exclusions
Å Outreach Call & Documentation
Å Assign to CHW
Å Document Pre - Registration  & 

Registration

Findhelp Platform

Å HRSN Screening (Survey Form)
Å Consent & Interview
Å Referral to CBOs
Å Follow - Up Tracking ( Referral 

Outcomes )
Å Exit Form & Satisfaction



Accountable Health 
Communities

Completion

CHW receives 
daily roster

CHW connects 
with patient, 

confirms 
consent & 
eligibility 

Warm 
hand off to 
resources 
or primary 
care

Patient 
accesses 

resources

CHW follows up 
with patient in 

two weeks, then 
monthly

Patient exits 
program with 

needs met, and 
the ability to 

navigate new or 
persisting needs 

with other 
community 

partners

Patient 
visits ER

Beginning

Two weeks later

Six 
months 

later

CHW and Patient Workflow

Technology

 

Emergency Room Partners



A live dashboard supports real-time 

program management by helping us:

Å Identify patient needs

Å Connect patients to the right services

Å Track referrals and follow-through

Å Forecast successful outcomes

This data-driven approach ensures CHWs 

have the information they need to support 

patients effectively.

Using Data to Drive Better Patient Support

27



AHC Pilot Initial Results

28

10,396
Patients 
Eligible

3,413
Patients Called

1,841
Patients 

Consented 
(Navigation)

11
In Consent 

Pipeline

76.3%
% Agreed to be 

Screened

98.9%
% Actively 
Engaged

1586

1087

1045

689

663

280

238

FO O D

FI NANCI AL ASSI STANCE

RENTAL /M ORTG AG TE A SSIST ANCE

UTI LI TIE S

TRANSPO RTATI ON

EMP LO YMENT

DAYTI ME/ CHI L D CARE

TOP PATIENT NEEDS

* July 1, 2024 ï June 30, 2025 *



AHC Pilot Referral Status

29

52.18%
Closed Loop Rate

(Patients Got Help)

2177

793
480

722

3383

7555

0

2000

4000

6000

8000

Closed 
Successful

Connection 
Successful 

Closed 
Unsuccessful 

Unresolved Other Total 
Referrals

Total Referrals by Status 19%
Successful 
Connection 

Rate

Status Definitions 

Closed Successful : Got Help

Connection Successful : Referred Elsewhere, No 
Capacity, Not Eligible

Closed Unsuccessful : Could not get help

Unresolved : Open

Other : Patient No Longer Interested; Patient count not 
be contacted. 

July 1, 2024 ï June 30, 2025



Next Steps

Off Ramp 
Implementation

ÅWorkflows finalized
ÅCHWs trained

ÅLaunching for participants exiting the program

PCP Referrals

ÅWorkflows defined and integrated
ÅCHWs trained to assist with referrals and providing information regarding scheduling appointments

ÅReferrals are provided to patients not yet connected to PCP
ÅAlso offered to those that are connected and need help making appointments

Evaluation

ÅInitial results to be achieved in Sept 2025
ÅAnalysis of avoidable and non-avoidable ED visits

ÅStratified analysis



Thank You



Partnerships for Impact: How might a 
CIE and academic institutions partner 
for greater impact?

August 14, 2025

Ayaz Hyder, PhD Data and Integrations Lead, Smart Columbus

Wendy Pestrue, BSN, MEd, JD CEO, United Way of Greater Toledo

Brittany Jones, PhD Sr. Director of Impact & Evaluation, United Way of 

Greater Toledo/Toledo City Council
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Smart Columbus
A collaborative innovation lab

Vision: To become the most 
prosperous region in the United States.

We work with community to uncover 
complex problems and build solutions 
that are:

Å Innovative 

ÅHuman-centered

ÅTechnology-enabled

Past and Current Experiences 

with Academic Institutions

 

- Smart City Challenge

- Technical Working Groups

- Data Management Plan

- Sustainability

- Mobility

- Workforce development



#Civitas2025

Smart Columbus: The Community Information 
Exchange Initiative
A county-wide initiative Technology 
and Change Management Initiative

THE CIE INITIATIVE HAS TWO 
PRIMARY GOALS:

ÅTo empower residents to access the 
support they need faster and easier.

ÅTo make it easier for service providers 
to provide whole-person care faster 
and better.
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Smart Columbus: The CIE Initiative

Whatôs the right model? Partnerships vs. collaborations vs. engagements

Whatôs in it for me? Task vs. purpose vs. strategic 

Type Description Status Insights (so faré)

Engagement Briefings on the CIE Initiative and 

exploring future opportunities

Ongoing Meet with Associate Dean of 

Research, timing, leverage existing 

networks/relationships

Collaboration Workflows related to EHR 

integrations for Food Farmacy 

program

Ongoing Buy-in from leadership, slow and 

steady progress, 

Partnership Capstone with Translational Data 

Analytics Institute; 

Equity principles and practices; 

Rapid Innovation for Public Impact 

project with mentoring and research

Just 

started

Align with ongoing and important 

tasks and activities, low touch/high-

impact, time and scope limited
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Smart Columbus: The CIE Initiative
Type Description Status Potential challenges and 

opportunities

Engagement Conversations with faculty/program 

directors in Law, Public Health, and 

Public Affairs (@ Ohio State 

University) on collaborations

Exploring Need for financial incentives, 

dynamics of the current funding 

environment

Collaboration Thought leadership, research and 

evaluation, and operational planning 

for data governance and data 

management plans

Exploring Time commitment, pacing with CIE 

Initiative milestones and timelines, 

ownership of ideas (e.g., publishing)

Partnership Leveraging existing infrastructure 

and expertise for master person 

index and analytics and model 

development environment.

Exploring Negotiating data sharing 

agreements, sustainability of 

academic centers/programs, pace 

of work, and innovation mindset.



#Civitas2025

Future directions

How to reach us? 

ÅJordan Davis jld@smartcolumbus.com

ÅAyaz Hyder ah@smartcolumbus.com 

This Photo by Unknown Author is licensed under CC BY-NC-ND

mailto:jld@smartcolumbus.com
mailto:ah@smartcolumbus.com
https://www.wired.it/attualita/ambiente/2017/11/06/edison-smart-citycitta-futuro-sempre-innovative-sostenibili/
https://creativecommons.org/licenses/by-nc-nd/3.0/
https://creativecommons.org/licenses/by-nc-nd/3.0/
https://creativecommons.org/licenses/by-nc-nd/3.0/
https://creativecommons.org/licenses/by-nc-nd/3.0/
https://creativecommons.org/licenses/by-nc-nd/3.0/
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United Way Greater Toledo

Mission: To unite the power of 
community to improve lives.

Vision: To be a trusted community hub 
that leverages human, data, and 
financial resources to tackle social 
issues that no single donor, nonprofit, 
or government agency can solve alone.

We serve Northwest Ohio residents of 
Lucas, Wood, and Ottawa Counties.

Our four focus areas are:

ÅEducation

ÅFinancial Stability

ÅHealth

By giving, advocating, and 

volunteering, we can help people live 

better lives and create a brighter 

future for everyone.
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United Way Greater Toledo: Regional CIE & Asset 
Map
A tri-county initiative that integrates 
multi -directional technology , partner 
data , and geospatial infrastructure

OUR CIE INITIATIVE WILL:

ÅIdentify individual Social Determinants 
of Health needs ï Community Health 
Record

ÅIdentify systemic program and 
resource gaps 

ÅAssess spending vs. Outcomes 

ÅIntroduce Spatial Assessment

ALICE 
data

211 
service 

requests

Nonprofit 
IRS 

financial 
filings

Partner 
programs

Foundational data
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United Way Greater Toledo & U of Toledo Medical 
Center (UTMC)

Partnering with a teaching hospital has 
many benefits, such as:

ÅAccess to established and incoming 
patients and their history

ÅFocused on improved service to 
Medicaid populations

ÅExisting client management systems 
can be molded to fit a CIE interface

ÅAccess to a thinktank, i.e. medical 
staff, faculty, students, etc.

ÅFocusing on UTMC's population can 
be manageable as a pilot group

UWGT

211 
service 

requests

UTMC 
patient 
data

CIE 
pilot
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Community Partnerships 

Art Tatum Zone, EdRdesign families

YMCA Wellness Services clients

Lucas Metropolitan Housing 

"Art is Medicine" clients ï Toledo Museum of Art

Lucas County Mental Health and Recovery Services Board

Toledo Lucas County Homelessness Board
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United Way of Greater Toledo Assets

ÅAssessment - 
Community Analytics 
Research Department 

and Analytics 
Oversight Board

ÅAccess and Data 
through 211 

ÅFundraising services 
- intentional and 

focused

ÅALICE Research, 
Reporting, and 

Advocacy

ÅVolunteer network of 
over 14,000 
individuals

ÅMission Investment 
Trust - new vehicle for 

principal 
(transformational) 

gifts
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Contact Us

Wendy Pestrue

Wendy.pestrue@unitedwaytoledo.org

Brittany Jones

Brittany.jones@unitedwaytoledo.org

This Photo by Microsoft PowerPoint stock images

https://www.wired.it/attualita/ambiente/2017/11/06/edison-smart-citycitta-futuro-sempre-innovative-sostenibili/


Bridging Data and Action:
Cross Sector Collaboration for Community Health

John Dionisio: CIO, SOMOS Community Care
Dorella Walters: CBDO, Godôs Love We Deliver
Keela Shatzkin: Dir. Tech Services, Bronx RHIO
Jaffer Traish: COO, FindHelp
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Community First, Patient First

ǒ Somos Community Care was founded in 2014 
(2015 waiver, DSRIP), legacy IPAs since 2000

ǒ 2,500 physicians in the most vulnerable 
neighborhoods in New York City caring for 
nearly 1m Medicaid patients

ǒ Strong cultural competency ï our physicians 
are from the same countries and towns as our 
patients

ǒ Pandemic response: testing, vaccinations and 
food distribution

ǒ 2025: Social Care Network for the Bronx
ƺ Major milestones in first 8 months of the 

program
ƺ Developed a network, social care platform, 

claims system, payment process, G&A, 
interoperability while conducting 
operations
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Approach to the 1115 Waiver

ǒ In Somos DNA to be data-driven: recognized the need for a centralized platform with 
systematized processes and in-house data

ǒ Prior to waiver, Somos data warehouse impacts care gaps, identifies at-risk patients, 
monitors performance of risk agreements with MCOs and now, connects patients to 
health -related social needs

ǒ For the waiver, Findhelpôs platform was well tailored to meet state requirements and the 
business operational needs of our physician and CBO networks > DNA alignment

ǒ Proactive data-first approach: SQL server allows us to monitor trends, identify gaps in 
screening, navigation, service provision, etc.

ǒ Long-standing partnership with Bronx RHIO solved for the interoperability requirements
ǒ Ultimate end goal of understanding impact of social care on medical expense
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ÅProviding services for 40 years!

Å4M+ high -quality, delicious meals per year

Å15,000+ chronically ill clients, children and caregivers 
served annually

ÅNutrition counseling and education

ÅExperience working with both providers and payors

ÅBetter health outcomes and impressive cost savings

Å200+ diagnoses served

Godôs Love We Deliver, a community based partner 
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Partnering with SOMOS & FindHelp

Å Longtime partner with SOMOS serving a variety of patient 
populations and a longtime user of FindHelp

Å Referrals begin via FindHelp and all food and nutrition services 
are reflected in the platform for billing to occur

Services Provided:

ǒ Screening
ǒ Navigation

ǒ Medically Tailored 
Meals

ǒ Medically Tailored 

Groceries
ǒ Nutritional 

Counseling
ǒ Nutrition Group 

Education

ǒ Cooking Supplies
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The ecosystem
SHIN-NY 1115 

Data Lake
Bronx 

RHIO

FindHelp 

(SOMOS)

CBO

Hospital

Hospital

CBO

CBO

QE

SCN

Hospit

al

CB

O

CB

O
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Collaboration comes withé

FHIR
FHIR 

Implementation 

Guide

Minimum 

Viable 

Dataset

Learnings:

Å Patients donôt follow the bounds of a 

network

Å Implementation takes TIME

Å EMRs

Å Workflows

Å Keep focus on patient care and 

outcomes

Keys to success:

Å Common language

Å Commitment to standards

Å Availability of data
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SCN Workflows within Findhelp CLRS

Member Search

Member Charting
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Findhelp SCN Workflows

Referrals and 

Consent CBO Service 

Documentation

Services Coding
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Findhelp SCN Workflows

Reimbursement Management
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All Materials Will Be 
Shared After the 
Presentation!

Thanks for joining us and please register for 
this yearôs conference to take part in these 
conversations live in California this 
September.

https://civitasforhealth.swoogo.com/civitas-2025/
https://civitasforhealth.swoogo.com/civitas-2025/

