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Refugee Health Program Contact Information 
 
 

Physical Address 
(all confidential materials should go to this address) 

4025 Esplanade Way, Room 225 C 
Tallahassee, Florida 32399-1721 

 
Mailing Address 

4052 Bald Cypress Way, Bin A-11 
Tallahassee, Florida 32399-1721 

 
Main Phone 

(850) 245-4310 
 

Refugee Health Fax 
(850) 413-9092 

 
 
 
 

 
 

 
 

 

Refugee Health Program Staff

Program Administrator
Sue M. Higgins, MPH

(850) 901-6903
Sue.Higgins@flheatlh.gov

Budget Analyst
Michael Deariso
(850) 901-6778

Michael.Deariso@flhealth.gov

Registered Nurse Consultant
Colleen Lenfestey

(850) 901-6926
Colleen.Lenfestey@flhealth.gov

Government Operations Consultant I
Alonna Hudson
(850) 901-6912

Alonna.Hudson@flhealth.gov  
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SharePoint Table of Contents 
 

 Central Office and CHD Contacts 

 RHP Shared Resources 

o Program Resources 

o Clinical Resources 

o Health Management System (HMS) 

o RHP Budget 

o RHP QI Tools 

o Other Guidance 

o Data Reports 

 RHP Translated Resources for Patients (Arabic, Creole, French, Kinyarwanda, Spanish, Swahili) 

o Common Questions 

o Ova and Parasite Collection Instructions 

o Past 90 Days Letter 

o Referral Form Client Instructions 

o RHP Brochure 

 Emergency Preparedness 

o  “Be Safe After a Hurricane” 

o Preparing for Emergencies: Guide for Refugees 

o Keeping Children Safe after Hurricane Harvey  

 Webinars & Bi-Monthly Conference Call Minutes 

o RHP and Florida SHOTS 101 

o Bi-Monthly Conference Call Minutes 

 Health Reach: Health Information in Many Languages 

o Health Reach 

o Patient Materials 

o Provider Information 
 
 
 
Link to RHP SharePoint: 

 
https://floridahealth.sharepoint.com/sites/DISEASECONTROL/EPI/Pages/Refugee-Health.aspx 
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Acronyms 
 
 
 

Acronym What It Stands For 
ACIP Advisory Committee on Immunization Practices 
AoS Adjustment of Status 
ARHC Association of Refugee Health Coordinators 
CDC Centers for Disease Control and Prevention 
CHD County Health Department 
DCF Florida Department of Children and Families 
DGMQ CDC, Division of Global Migration and Quarantine 
DOH Florida Department of Health 
EDN Electronic Data Notification System 
FGC Female Genital Cutting 
HHS Department of Health and Human Services 
HIPAA Health Insurance Portability and Accountability Act 
HMS Health Management System 
IGRA Interferon-Gamma Release Assay 
INA Immigration and Nationality Act 
IOM International Organization for Migration 
LLS Language Line Solutions 
LPR Lawful Permanent Resident 
NGO Non-Governmental Organization 
OBRM Office of Budget and Revenue Management 
ORR Office of Refugee Resettlement 
OVME Overseas Visa Medical Examination 
PRM Bureau of Population, Refugees, and Migration 
QS Quarantine Station 
RHP Refugee Health Program 
RMA Refugee Medical Assistance 
R&P Reception and Placement 
RPC Refugee Processing Center 
SAMS Secure Access Management Services 
SDN Secure Data Network 
SIV Special Immigrant Visa 
STD Sexually Transmitted Disease 
TB Tuberculosis 
TST Tuberculin Skin Test 
TVPA Trafficking Victims Protection Act of 2000 
UNHCR United Nations High Commissioner for Refugees 
USCIS United States Citizenship & Immigration Services 
USDOS United States Department of State 
VOLAG Resettlement Agency, formerly known as Voluntary Agency 
VOT Victim of Trafficking 
WHO World Health Organization 
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Establishment of the U.S. Refugee Resettlement Program 
 
The federal Refugee Resettlement Program was created by the Refugee Act of 1980 (and 
expanded by the Refugee Education Assistance Act of 1980) to provide for the effective 
resettlement of refugees and to assist them in quickly becoming economically self-sufficient 
after their arrival to the U.S. The Act established the Office of Refugee Resettlement (ORR), 
which funds and administers federal refugee resettlement programs and services. 

 

TITLE 8--ALIENS AND NATIONALITY, CHAPTER 12--IMMIGRATION AND 
NATIONALITY, SUBCHAPTER IV--REFUGEE ASSISTANCE 

 

Sec. 1521. Office of Refugee Resettlement; establishment; appointment of Director; 
functions 

 

(a) There is established, within the Department of Health and Human Services, an 
office to be known as the Office of Refugee Resettlement (hereinafter in this 
subchapter referred to as the “Office''). The head of the Office shall be a Director 
(hereinafter in this subchapter referred to as the “Director''), to be appointed by 
the Secretary of Health and Human Services (hereinafter in this subchapter 
referred to as the “Secretary”). 

 

(b) The function of the Office and its director is to fund and administer (directly or 
through arrangements with other federal agencies), in consultation with the 
Secretary of State, programs of the Federal Government under this subchapter. 
[CITE: 8USC1521] 

 

Refugee resettlement is a public/private partnership in the U.S. federal and state agencies work 
with non-governmental organizations (NGOs) to provide effective and coordinated resettlement 
and integration services to refugees. There are nine national resettlement agencies that assist 
with these efforts. For more information, visit: http://www.unhcr.org/en-us/us-resettlement-
agencies.html.  

 

Federal Agency Involvement in the Refugee Resettlement Process 
 

Federal Agency Role in Refugee Resettlement 
U.S. Citizenship and Immigration Services 
(USCIS) 

 Determines which applicants qualify for refugee 
status and are eligible for admission to the U. S 

U.S. Department of State (USDOS), 
Bureau of Population, Refugees, and 
Migration (PRM) 

 Coordinates resettlement policy 

 Manages overseas processing, cultural orientation, 
transportation to the U.S., and provides funds to 
private, non-profit NGOs for initial reception and 
placement (R&P) activities for newly arrived refugees 

Department of Health and Human Services 
(HHS), Office of Refugee Resettlement 

 Responsible for the domestic program of refugee 
resettlement services which includes cash and 
medical assistance 

 Provides funding for refugee services programs 
through state governments and NGOs 

Centers for Disease Control and Prevention 
(CDC) Division of Global Migration and 
Quarantine (DGMQ) 

 Provides guidelines for medical screening and 
treatment in the U.S. and overseas 
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Role of the Resettlement Agencies 
 
Resettlement agencies (formerly known as “voluntary agencies” or “volags”), such as Catholic 
Charities and Lutheran Social Services, receive funding from USDOS and ORR to assist 
individuals given refugee status with resettlement and integration in the U.S. Resettlement 
agencies work with these individuals to obtain their refugee health services and subsequent 
health care visits. Most resettlement agencies only serve refugees for 30 days from their arrival 
date. In some cases, other populations eligible for refugee benefits, such as Afghan and Iraqi 
Special Immigrant Visas or asylee derivatives, may receive assistance from refugee 
resettlement agencies. 

 
Although all refugees are sponsored by resettlement agencies, other arrivals eligible for refugee 
benefits (for example, asylees, parolees) may not be sponsored by a resettlement agency. 
While many Cuban arrivals are not sponsored by a resettlement agency, many attend the 
Parolee Orientation Program shortly after arrival in Miami and are provided assistance with 
resettlement needs and benefits. 
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Eligible Populations for Refugee Benefits 
 
The following groups are eligible for refugee programs and benefits: refugees, asylees, 
Cuban/Haitian asylum applicants, Cuban/Haitian entrants, Amerasians, Afghan and Iraqi 
Special Immigrants, and certain victims of severe forms of human trafficking. 

 

TITLE 45--PUBLIC WELFARE, CHAPTER IV--OFFICE OF REFUGEE 
RESETTLEMENT, ADMINISTRATION FOR CHILDREN AND FAMILIES, 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

 

PART 400--REFUGEE RESETTLEMENT PROGRAM--Table of Contents, Subpart 
D--Immigration Status and Identification of Refugees 

 

Sec. 400.43 Requirements for documentation of refugee status. 
 

An applicant for assistance under Title IV of the Immigration and Nationality Act (INA) 
must provide proof, in the form of documentation issued by United States Citizenship 
and Immigration Services (USCIS), of one of the following statuses under the INA as 
a condition of eligibility: 

 

(1) Paroled as a refugee or asylee under section 212(d)(5) of the INA 
 

(2) Admitted as a refugee under section 207 of the INA 
 

(3) Granted asylum under section 208 of the INA 
 

(4) Cuban and Haitian entrants, in accordance with requirements in 45 CFR part 401 
 

(5) Certain Amerasians from Vietnam who are admitted to the U.S. as immigrants 
pursuant to section 584 of the Foreign Operations, Export Financing, and Related 
Programs Appropriations Act, 1988 (as contained in section 101(e) of Public Law 
100-202 and amended by the 9th proviso under Migration and Refugee 
Assistance in title II of the Foreign Operations, Export Financing, and Related 
Programs Appropriations Acts, 1989 [Public Law 100-461 as amended]) 

 
[CITE: 51 FR 3915, Jan. 30, 1986, as amended at 65 FR 15443, Mar. 22, 2000] 

 

Additional Immigration Statuses Eligible for Refugee Benefits 
 

(6) Afghan and Iraqi Special Immigrants under section 101(a)(27) of the INA 
 

(7) Certain victims of severe forms of human trafficking under the Trafficking Victims 
Protection Act of 2000 (TVPA) 

 

NOTE: The term “refugee” is used in this document, unless otherwise noted, to 
encompass all categories of individuals who are eligible to participate in the 
refugee program. 

 
Refugees 

 
Thousands of refugees have made Florida their home after fleeing persecution, threats, or 
repression in their homelands. The resettlement process is often a long and arduous one. 
Extensive efforts are made to help a refugee return to his or her country of origin or to settle 
permanently in the country of asylum, but sometimes resettlement in a third country is 
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necessary. The U.S. is 1 of 37 countries having organized refugee resettlement programs. The other 
countries are Australia, Canada, Denmark, Finland, Japan, the Netherlands, New Zealand, Norway, 
Sweden, and Switzerland.1

Definition of a refugee: someone who has fled his/her country of origin due to a well-
founded fear of persecution for reasons of race, religion, nationality, social group, or
political opinion.

The U.S. refugee resettlement program prioritizes refugee applications using a three-tiered
process to establish case priority.2 Priority One cases are those referred by the United Nations
High Commissioner for Refugees (UNHCR) or U.S. Embassies. Priority Two is used for
USDOS-identified groups of concern. Priority Three is reserved for close family members
(spouses, unmarried children, and parents) of persons who have become permanent U.S.
residents.

A USCIS officer will interview priority case applicants and approve or deny the refugee
resettlement application. Upon approval, the refugee is matched with an American resettlement 
agency by the Refugee Processing Center (RPC) in Arlington, Virginia. The refugee must go 
through medical clearance, security clearance, and cultural orientation prior to entering the U.S. 
The resettlement agencies must also provide an assurance letter to the USDOS “assuring” it is 
prepared to receive the refugee. This entire pre-travel process may take up to two years to 
complete.

The International Organization for Migration (IOM) usually arranges air travel to the U.S. for 
refugees, in coordination with the USDOS. Prior to leaving the country of asylum, the refugee
signs a promissory note agreeing to repay the travel costs incurred by the U.S. government.
The IOM sends a detailed itinerary to the resettlement agency. The resettlement agency will
make arrangements to assist the refugee upon arrival at the airport and to help them adjust to
their new life in the U.S.3 Refugees must apply for lawful permanent resident (LPR) status after
one year in the U.S.4

Asylees

Asylum status is very similar to refugee status, except the person applies for resettlement from 
within the U.S. or at one of the ports of entry (U.S. border, airport, or seaport). Asylees must
meet the legal definition of a refugee. USCIS asylum officers either grant asylum based on the 
initial interview with the asylum seeker or refer the applicants whose cases are not granted to 
immigration judges who adjudicate their claims.5

Derivative asylees are individuals who come to the U.S. to join a family member who has
previously received asylum and are allowed to enter the U.S. under section 208C of the INA. All 
asylees are eligible for the same benefits as refugees.

1 Source: U.S. Committee for Refugees and Immigrants website,
http://www.unhcr.org/en-us/information-on-unhcr-resettlement.html, last accessed 10/01/2018.
2 Source: Refugee Council USA website, http://www.rcusa.org/eligibility/, last accessed 9/13/2016.
3 Source: U.S. Committee for Refugees and Immigrants website, http://www.rcusa.org/resettlement-process-
eligibility/, last accessed 9/13/2016.
4 Source: U.S. Department of Homeland Security, U.S. Citizenship and Immigration Services website,
http://www.uscis.gov/green-card/green-card-through-refugee-or-asylee-status/green-card-refugee, last
accessed 9/13/2016.
5 Source: U.S. Citizenship and Immigration Services website, http://www.uscis.gov/humanitarian/refugees-
asylum/asylum/obtaining-asylum-united-states, last accessed 9/13/2016.
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Cuban/Haitian Entrants 
 
ORR-funded refugee assistance was extended to Cuban and Haitian nationals who do not 
qualify as refugees or asylees under Title 45 of the Code of Federal Regulations. Eligible 
individuals, as defined by the Refugee Education Assistance Act of 1980, include parolees6, 
asylum applicants, and others who have not yet received a final non-appealable and legally 
enforceable order of deportation or removal. 

 
TITLE 45--PUBLIC WELFARE CHAPTER IV--OFFICE OF REFUGEE 
RESETTLEMENT, ADMINISTRATION FOR CHILDREN AND FAMILIES, 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

 
PART 401--CUBAN/HAITIAN ENTRANT PROGRAM--Table of Contents 

 
Sec. 401.12 Cuban and Haitian entrant cash and medical assistance 

 
Except as may be otherwise provided in this section, cash and medical assistance 
shall be provided to Cuban and Haitian entrants by the same agencies, under the 
same conditions, and to the same extent as such assistance is provided to refugees 
under Part 400 of this title. 

 
[CITE: 45CFR401.12] 

 
U.S.-Cuba Compromise: Migration Accord of 1994 

 
In 1994, the U.S. and Cuba entered into a migration agreement in which 20,000 Cubans are 
admitted to the U.S. each year. Under the Accord, Cuba agreed to try to prevent its citizens 
from leaving by boat or raft and formally agreed not to punish Cubans who are interdicted by the 
U.S. Coast Guard. Migration Accord entrants come to the U.S. through the refugee admissions 
program, with immigrant visas, as parolees, or through a special lottery. The special lottery 
system provides a mechanism by which persons who do not qualify as refugees or immigrants 
may seek to enter the U.S.7 Due to the number of applicants remaining in the 1998 lottery 
queue, the U.S. Interests Section in Havana is not currently accepting entries to the Cuban 
lottery. 

 
Amerasians 

Certain Amerasians from Vietnam who are admitted to the U.S. as immigrants are also eligible 
to receive ORR assistance and services.8 An Amerasian is a child born in Vietnam between 
January 1, 1962, and before January 1, 1976, who was fathered by an American citizen. A 
spouse, child, parent, or guardian accompanying or following an Amerasian may be eligible 
under this program. 

 
6 Certain individuals are granted “parole” under section 212(d) (5) of the INA, as amended. Parolees are granted 
temporary entry into the U.S. "on a case-by-case basis for urgent humanitarian reasons or significant public 
benefit." (INS, Report to Congress: Use of the Attorney General's Parole Authority Under the Immigration and 
Nationality Act Fiscal Years 1997—1998). 
7 This special lottery system is unique to Cuba and separate from the worldwide diversity visa lottery for which 
Cubans are also eligible. (http://havana.usembassy.gov/diversity_program.html), last accessed 9/13/2016. 
8 Pursuant to section 584 of the Foreign Operations, Export Financing, and Related Programs 
Appropriations Act, 1988. 
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Afghan and Iraqi Special Immigrant Visas (SIV) 
 
Special immigrant status is available under section 1059 of the National Defense Authorization 
Act for FY 2006 to Afghan and Iraqi nationals who worked directly for the United States Armed 
Forces, or under the authority of the Chief of Mission, as a translator or interpreter, and to their 
spouses and children. Once admitted to the U.S. as permanent residents, these individuals and 
their families may eventually acquire U.S. citizenship. 

 
Victims of Trafficking (VOT) 

 
The Trafficking Victims Protection Act of 2000 is a federal law that makes adult VOT, who have 
been certified by HHS, eligible for benefits and services to the same extent as refugees. VOTs 
who are under 18 years of age are also eligible for benefits to the same extent as refugees but 
do not need to receive certification from HHS. VOT eligibility for refugee services begins on the 
date of the certification or designation letter from ORR. 

 
Severe forms of trafficking in persons means: 

 
 Sex trafficking in which a commercial sex act is induced by force, fraud, or coercion or in 

which the person induced to perform such an act has not attained 18 years of age. 
 
 

 The recruitment, harboring, transportation, provision, or obtaining of a person for labor or 
services, through the use of force, fraud, or coercion for the purpose of subjection to 
involuntary servitude, peonage, debt bondage, or slavery. 

 
See the Human Trafficking Section on page 38 for additional information and resources. 
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Eligibility Determination Assistance 
 
The Refugee Health Program follows the eligibility guidelines set forth by Department of 
Children and Families (DCF) Refugee Services in the Refugee Program Eligibility Guide for 
Service Providers. The manual should be used when attempting to determine eligibility for 
services and for eligibility inquiries. 

 
The manual is available online at 
www.dcf.state.fl.us/programs/refugee/webguides/masterguide.pdf 

 
 

Eligibility Determination Documentation 
 
Documentation proving eligibility for refugee health services must be maintained in the client 
record. These documents must include the immigration status and arrival date of the client. A 
picture ID should also be retained in the file. 
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Florida Refugee Health Program 

 
Each state has a designated agency to administer and monitor refugee program activities within 
its jurisdiction. In Florida, DCF has this responsibility, but has designated the responsibility of 
administering refugee health services to the Department of Health (DOH) Refugee Health 
Program (RHP) through a signed Memorandum of Agreement. Refugee Medical Assistance 
(RMA) funds are received from DCF, DOH RHP provides fiscal oversight, and the county health 
departments (CHDs) are reimbursed after services have been performed. Between FFY 2016—
2018, Florida received over 100,00 eligible arrivals. There are currently 28 CHDs that provide 
health assessment and immunization services to newly arrived refugees. 

 

 

 
Source: Florida Department of Children and Families, Refugee Services Program 

 

 
Source: Florida Department of Health, Refugee Health Program—Health Management System, 2018 
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Source: Florida Department of Health, Refugee Health Program—Health Management System, 2018 

 

 

Source: Florida Department of Health, Refugee Health Program—Health Management System, 2018 
 

 
 

Source: Florida Department of Health, Refugee Health Program—Health Management System, 2018
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Florida Refugee Health Program Background 
 
Florida has been the final destination for thousands of refugees since the inception of the 
refugee resettlement program in 1980. Many of the new arrivals come from areas of the world 
where preventive health care is lacking or non-existent. Most reach our state with a variety of 
health conditions that can be treated quickly and in a cost-effective manner through early 
diagnosis and treatment. It is imperative that communicable diseases such as tuberculosis (TB) 
and sexually transmitted diseases (STDs) are diagnosed and treated promptly to protect the 
health of all Floridians. 

 
The vision of the Florida RHP is to be a leader in providing culturally sensitive health services to 
persons who have fled their home country due to persecution (political, religious, or economic) 
in search of a better life and self-sufficiency in the U.S. Within this vision is the goal of the 
protection of public health from communicable disease through the review of overseas visa 
medical examination (OVME) records and the provision of health assessments and 
immunizations. This is accomplished through the administration and oversight of a health 
assessment program, and collaboration between DOH personnel, DCF, federal agencies, 
resettlement agencies, and the national Association for Refugee Health Coordinators (ARHC). 

 
 

 
 

Source: Florida Department of Health, Refugee Health Program—Health Management System, 2018 
 
 
 
The Florida RHP received over 5,900 eligible refugee arrivals in FFY 17—18 and strives to 
attain a health screening rate of at least 95 percent. In federal fiscal year 2018, the RHP 
screened 92 percent of the eligible refugee arrivals. Miami-Dade County received the largest 
number of refugee arrivals; 53 percent of the total Florida arrivals. 
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Florida Refugee Health Program Services Overview

The RHP, in cooperation with the CHDs, offers voluntary post-arrival health assessment and 
immunization services to eligible new refugee arrivals. A high priority is placed on
communicable disease screening, although chronic disease screening and health education 
services are also offered.

The refugee health assessment is to be initiated and completed within 90 days of a refugee’s 
arrival date. For specific information pertaining to who is authorized to perform a health 
assessment, see Clinical Guidance for Refugee Health Assessments. Immunizations must be 
initiated within one year of the date of arrival and after the health assessment has been initiated. 
Vaccinations may not be provided after 12 months from the date of arrival, regardless if the 
series has been completed.

Refugee health services are provided at no charge to the clients, including the immunizations 
which are required for a refugee’s adjustment of immigration status to Lawful Permanent 
Resident, provided they initiate and complete the health assessment within 90 days of the date 
of arrival and immunizations are administered within one year of arrival. These services are
authorized by section 400.107 of the Code of Federal Regulations, Title 45.

Qualified interpretation services should be used as necessary and are required by law (see the
Interpretation Services Section, page 25).

Role of the Refugee Health Program Office

The RHP will support the efforts of the CHDs by furnishing:

 Technical assistance to enhance the effectiveness of the program. The technical
assistance shall include, but is not limited to, the following areas:

 Regular summaries of arrival and health assessment information on refugees
resettling in Florida.

 Development of policies, procedures, and protocols with regard to the health
assessment, referral processes, and follow-up services.

 The provision of bilingual and bicultural educational materials for specific refugee
groups to CHDs, state agencies, and other organizations.

 Provide on-going communication using a statewide distribution list, conference
calls, and webinars.

 Reimbursement for services rendered to eligible refugee clients.

 Quality improvement monitoring of select CHD RHPs.

Quality Improvement Monitoring

 CHDs that receive 100 or more refugee arrivals per federal fiscal year are subject to
biannual quality improvement reviews. Counties may be subject to more frequent quality 
improvement reviews as needed. This process involves random medical chart auditing
to ensure that standards of care are followed.

 Any CHD not meeting expectations for clinical standards of care will be subject to a
Corrective Action Plan.
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Arrival Notification Process

RHP headquarters and CHDs receive notification of new refugee arrivals to Florida from the 
CDC Miami-Dade Quarantine Station via the Electronic Data Notification (EDN) system. The 
arrival notification form varies depending on the CDC quarantine station that processes the 
arrival. Occasionally, a CHD may not receive prior notification of a refugee who has not been 
processed through EDN (for example, if a client has resettled from another state, the client has 
recently been granted asylum, or the client is an irregular maritime or land arrival). CHD clinic
staff is expected to check EDN daily to monitor new arrivals in their jurisdiction.

Refugee Arrivals

Refugees, who must apply to enter the U.S. at refugee processing posts outside of the U.S., 
receive assistance from a resettlement agency. The national resettlement agency prepares a 
form on each refugee containing demographic information and medical information obtained 
from the OVME, including any Class A or Class B or any other significant medical health
condition the refugee may have.

Derivative Asylee Arrivals

Derivative asylees have a family member who has been granted asylum in the U.S. The primary 
asylee can apply for immediate family members to come to the U.S. and becomes the derivative 
asylee’s sponsor. In most cases, there is no support from a resettlement agency. Derivative 
asylees receive an OVME before leaving their home country, and upon their arrival in the U.S.
are processed at a quarantine station.

Afghan and Iraqi Special Immigrant Visa (SIV) Arrivals

SIVs can choose to enter the U.S. at their own expense or they can enter through the US DOS 
Reception and Placement Program, as refugees do. If they enter at their own expense, they can 
arrive at any U.S. airport. SIVs entering through the Reception and Placement Program receive
assistance from resettlement agencies and usually enter through a quarantine station.

Arrival Notifications for Refugees, Derivative Asylees, and SIVs

Although the majority of Florida’s arrivals enter the U.S. through Miami, a number of arrivals 
enter through other quarantine stations, located at designated major airports in the U.S. The 
notifications for these arrivals are sent to the CDC in Atlanta, Georgia, for data entry into the 
EDN. Upon entry into the EDN, arrival notifications are electronically available to the state and 
jurisdiction where the refugee is scheduled to resettle.

Arrivals entering the U.S. through the Miami International Airport are processed by the CDC 
Miami Quarantine Station, in collaboration with staff from the Miami-Dade RHP. Staff at the 
quarantine station forward the notifications to the CDC in Atlanta for data entry into the EDN. 
CHDs can access the arrival notifications in the EDN if they have received a digital certificate 
from the Secure Data Network (SDN). (See the EDN Section, page 61, for more information 
about this process.)
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Cuban Parolees 

 
Cubans, who do not meet the legal definition of a refugee, can apply for entrance to the U.S. by 
applying at the U.S. Interest Section housed in the Swiss Embassy in Havana, Cuba. The 
documentation from the Interest Section is comprised of a letter from the Officer in Charge of 
Immigration entitled Authorization for Parole of an Alien in the United States, indicating the 
person entering the country has been paroled under the 1994 U.S.- Cuba Migration Accord, 
demographic information on the parolee, and a copy of the OVME. 

 
Arrival Notifications for Cuban Parolees 

 
Arrival notifications for Cuban parolees are processed in Miami. The arrival notifications are 
forwarded via traceable mail to the CDC EDN for entry into the EDN. Each day, the 
headquarters RHP staff then upload this information by notification date into the Health 
Management System (HMS). 

 
Notification of VOT 

 
The RHP Central Office receives notifications from ORR for adults who have been certified, or 
children who have been designated, as a VOT. The certification or eligibility letter contains the 
VOT’s name and their sponsor’s or case manager’s contact information. Central Office will 
contact the CHD if a certification/eligibility letter identifies a VOT in that county. The CHD is 
responsible for making contact and offering RHP services. If you find that the VOT resides in 
another county when attempting to schedule a health assessment for the VOT, please inform 
Central Office. If a CHD receives a VOT referral from anyone outside of RHP Central Office, 
please forward the information to Central Office to confirm eligibility. 

 
Other Arrivals 

 
There are several groups arriving or already in Florida who are eligible for refugee services but 
may not have an arrival notification (for example, irregular maritime arrivals, border crossers, 
and primary asylees). Irregular maritime arrivals and border crosser populations refer to 
Cuban/Haitian entrants who may have arrived via water or land (U.S./Mexico or U.S./Canada 
border) and have received an immigration status that deems them eligible for refugee benefits, 
such as public interest parole. 
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Appointment Scheduling for Refugee Health Services 

 
Upon receipt of the refugee’s arrival notification from the EDN or the sponsoring resettlement 
agency, the CHD RHP should attempt to contact the refugee or refugee’s sponsor to schedule a 
health assessment. The health assessment must be initiated and completed within 90 days from 
their date of arrival to comply with federal timeframes. However, every attempt should be made 
to provide services within 30 days from their date of arrival to ensure the refugee receives 
services before employment and school schedules interfere with scheduling. If health 
assessment services have not been initiated and completed within 90 days, the CHD may not 
be reimbursed for services via the RHP. 

 
Appointments for Refugees Sponsored by a Resettlement Agency 

 
Resettlement agencies that assist refugees with resettlement and integration also assist 
refugees with scheduling and attending their health assessment; however, resettlement agency 
services are typically only available for 30 days from their date of arrival. RHPs should make 
every effort to provide services within 30 days so the resettlement agencies may assist the 
refugee with transportation and interpretation needs, etc. 

 
When the resettlement agency contacts the CHD RHP to schedule an appointment, scheduling 
staff should make every effort to provide an appointment date and time while the staff are on the 
phone. The CHD RHP should request the following information from the resettlement agency 
prior to the refugee’s appointment: 

 
 Copy of the OVME, if not available in EDN

 
 Copy of the American Council of Voluntary Agencies arrival notification form, if not 

available in EDN
 

 Copy of the I-94 card or other eligibility documentation. Please see Attachment H- 
Department of State’s Refugee I-94 Automation letter.

 
 Picture ID

 
Note: The absence of these forms and documents at the time of scheduling should not prevent 
the RHP from providing an appointment date and time to the resettlement agency staff. At the 
time of the appointment, a copy of the refugee’s picture ID and I-94 card or other documentation 
of immigration status and arrival date must be copied and retained in the refugee’s file in HMS. 

 
Appointments for Arrivals Not Sponsored by a Resettlement Agency 

 

The CHD RHP should contact refugees via phone or certified letter, using the information 
provided on the arrival notification form received via EDN. Letters sent to refugees should be in 
the appropriate language based on the refugee’s country of origin. Bilingual staff or telephonic 
interpretation services should be used when contacting a refugee by phone. The next available 
appointment should be given to the refugee to ensure compliance and minimize the chances of 
interference with employment or school. 

 
The CHD RHP should request that the refugee bring the following information to the 
appointment: 

 
 Their I-94 card or other eligibility documentation with arrival/asylum/certification date

 
 Picture ID
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 Copy of their OVME, if available

 Insurance coverage (for example, Medicaid card), if applicable

 Current medications

 Any medical records the refugee may have

Note: At the time of the appointment, a copy of the refugee’s picture ID and I-94 card or other 
documentation of immigration status and arrival date must be copied and retained in the
refugee’s file in HMS.

Walk-Ins

Accepting walk-in appointments may be done at the discretion of the local CHD RHP. The CHD 
RHP does not receive arrival notifications for primary asylees, irregular maritime arrivals, border 
crossers, and other arrivals that may be eligible for refugee benefits. These arrivals may hear 
about refugee health services by word of mouth or through a local social service agency. As 
such, CHDs may have walk-ins or phone calls requesting appointments from clients with no 
corresponding arrival notification. RHP staff should inquire about the client’s immigration status 
and date of asylum grant or date of arrival in the U.S. to gauge eligibility for refugee benefits. If 
you are unsure of their eligibility, ask the walk-in/caller to bring their immigration documents to 
the appointment or prior to the appointment. If, after reviewing their documents, you are still 
unsure of their eligibility, contact the RHP Central Office for assistance. When scheduling the 
appointment, ask them to bring any of the remaining items listed in the previous section. If an 
unsponsored client is outside of their 90-day eligibility window and does not have Medicaid, 
services may be provided on a case-by-case basis. Contact the RHP Central Office for
guidance and approval.

General Scheduling Information

 CHDs need to prioritize patient scheduling based on medical or psychological conditions
assessed during the initial contact (phone, fax, face-to-face). Medical conditions may
include but are not limited to Class A/B status, lack of medication, or any other significant 
medical or psychological conditions identified.

 All refugees should be given the first available appointment. Scheduling should be made
as flexible as possible to accommodate the refugee’s schedule.

 Refugees who arrive at their appointment without an I-94 card or picture ID should not be
denied services; however, these services cannot be coded to program component 18 and
will not be reimbursed by RHP. Eligibility can be determined through EDN, HMS, or RHP 
Central Office staff.

 Missed appointments (health assessments and immunizations) should be rescheduled in
a timely manner.

 Reminder notices should be sent to refugees for follow-up immunizations, in their
language to the extent available.

 If a client arrives in the clinic after 90 days, and does not have Medicaid, services may be       
      provided on a case -by- case basis by
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RHP. Contact the RHP Central Office to determine eligibility and approval for 
reimbursement. 

 
 Interpreters should be used for scheduling, as necessary.

 
Relocation Information—Jurisdictional 

 
Refugee do not always resettle in Florida. If you discover that they are residing in another state, 
please update the information in EDN. 

 
Instructions to Access EDN to Change Address 

 
Step 1: Click the link to access EDN: 
https://auth.cdc.gov/siteminderagent/forms/login.fcc?TYPE=33554433&REALMOID=06- 
906c8fe5-fad0-4189-800c- 
40529cf5865c&GUID=&SMAUTHREASON=0&METHOD=GET&SMAGENTNAME=-SM- 
GMB5aYj8JxQ%2bRWO0TSufLFp%2bgX0dTs0wlFomnLHk%2ba09v%2fQvJsYTGyE9vLVKqcr 
t&TARGET=-SM-https%3a%2f%2fsams%2ecdc%2egov%2fsamsportal%2fdefault%2easpx 
Step 2: Enter your username and password 
Step 3: Click “Alien Search” on left side 
Step 4: Enter the file or alien number (use dashes and capitals if applicable) 
Step 5: Click on any of the associated family members when list populates 
Step 6: Click view/update address 
Step 7: Enter new address on address line 1 
Step 8: Select all names in the batch transfer to simultaneously update address for all family 
members listed 
Step 9: Click “Save” 
Step 10: Click “Change Address” 

 

Relocation Information—Within Florida 
 
Refugees do not always resettle in the county designated to receive them. If you discover that 
the refugee is residing in another county, contact RHP Central Office staff to perform the 
jurisdictional change in EDN. 

 
If a refugee has begun services in one county and has presented in another county for the 
remaining services, the staff should contact the initiating CHD to transmit a Continuity Care 
Document (see Health Management System section.) 

 
If the refugee does not receive health services at the CHD, CHD staff should code in HMS 
according to the appropriate code: 
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Codes for Unscreened Clients 
 

Service Description Code 
Attempt to Contact This code can be used by refugee health clinical or clerical staff 

to document an attempt to contact a refugee client for services. 
3103 

Decline Services This code can be used by refugee health clinical or clerical staff 
to document when a refugee client verbally declined or refused 
services. 

3110 

Unable to Locate This code can be used by refugee health clinical or clerical staff 
to document the inability to reach a refugee client for service 
after three attempts by letter or phone have been completed. 

3114 

No Show This code can be used by refugee health clinical or clerical staff 
to document a refugee client not attending a confirmed refugee 
health assessment appointment. 

3116* 

Insufficient Address This code can be used by refugee health clinical or clerical staff 
to document return to sender letters that have be sent to 
refugee clients to initiate services. 

3117* 

Moved This code can be used by refugee health clinical or clerical staff 
to document the confirmation that a refugee client has moved 
outside the CHD catchment area for services. 

3118* 
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Codes for Screened Clients 

 

 
CSR EAR Time # Svc Age Sex Race FTTY Res Out Dir Sup 

 

Use this code to document the start of the refugee health assessment. The physical 
examination components of the assessment must be completed by a clinician level of registered 
nurse or higher.  All other components of the assessment can be coded by other Refugee 
Health clinical staff. Please refer to the Refugee Health Program Guidelines, Protocol Summary 
(Attachment B) for detailed information about the required assessment components. 

 
 

 
CSR EAR Time # Svc Age Sex Race FTTY Res Out Dir Sup 

 

Use this code to document the continuation of the refugee health assessment when it was 
already initiated at your CHD, however the health assessment is not completed in this visit. The 
physical examination components of the assessment must be completed by a clinician level of 
registered nurse or higher. All other components of the assessment can be coded by other 
Refugee Health clinical staff. Please refer to the Refugee Health Program Guidelines, Protocol 
Summary (Attachment B) for detailed information about the required assessment components. 

 
 

 
CSR EAR Time # Svc Age Sex Race FTTY Res Out Dir Sup 

 

Use this code to document the completion of the refugee health assessment. The physical 
examination components of the assessment must be completed by a clinician level of registered 
nurse or higher.  All other components of the assessment can be coded by other Refugee 
Health clinical staff. Please refer to the Refugee Health Program Guidelines, Protocol Summary 
(Attachment B) for detailed information about the required assessment components. Note: the 
health assessment can be completed in one visit. However, program guidelines allow for up to 
three visits to complete. Please use the Initiated or In Progress code if you are unable to 
complete all the required components as outlined in the Refugee Health Program Guidelines 
during a visit. 

REFUGEE HEALTH ASSESSMENT - PC 18 
INITIATED 

5550 

CPT CODES  99381, 99382, 99383, 99384, 99385, 99386, 99387 

REFUGEE HEALTH ASSESSMENT – PC 18 
IN PROGRESS 

5551 

CPT CODES 99391, 99392, 99393, 99394, 99395, 99396, 99397 

REFUGEE HEALTH ASSESSMENT –  PC 18 
COMPLETED 

5552 

CPT CODES  99391, 99392, 99393, 99394, 99395, 99396, 99397 
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CSR EAR Time # Svc Age Sex Race FTTY Res Out Dir Sup 
 

Use this code to document the continuation of refugee health assessment services when the 
health assessment was already initiated at another CHD or outside provider, however the health 
assessment is not completed in this visit. Note: The first visit for a client who has transferred is 
5553 and the second visit, of which the assessment is completed, is 5552. 

Special Coding Note: This code should not be used for clients who completed the refugee 
heath assessment at another CHD of outside provider and now only need immunization 
services. See HMC Immunization-only visit description. 

 
 
 

 
CSR EAR Time # Svc Age Sex Race FTTY Res Out Dir Sup 

 

Provision of extended services, referrals, or other interventions to eligible refugees, 
following RHP guidelines and DOH policies. 

 
 
 

Registered nurses under protocol, mid-level practitioners, or physicians employed by county 
health departments review an established refugee client’s overseas and domestic medical 
records including, but not limited to, medical history, current health status, age, allergies, 
physical exam documentation, and laboratory results to address abnormal findings from the 
domestic refugee health assessment, following RHP guidelines and DOH policies. This in- 
person, minimal office visit is appropriate if the refugee health assessment has already been 
coded as completed (5552) for the client; however, extended services, referrals, or other 
interventions are required to ensure continuity of care. Healthcare practitioners act according to 
their legal scope of practice and routinely provide counseling relevant to the findings and needs 
for the client. 

Note: This code should be used when applicable, according to RHP guidelines and DOH 
policies. 

REFUGEE HEALTH ASSESSMENT- PC18 
TRANSFER 

5553 

CPT CODES 99391, 99392, 99393, 99394, 99395, 99396, 99397 

REFUGEE HEALTH ASSESSMENT – PC 18 
MINIMAL VISIT 

5554 

CPT CODE 99211 
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CSR EAR Time # Svc Age Sex Race FTTY Res Out Dir Sup 
 

Assessment and counseling for the administration of immunizations to eligible refugee 
clients, following the Advisory Committee on Immunization Practices (ACIP) guidelines. 

 

Registered nurses under protocol, mid-level practitioners, or physicians employed by county 
health departments assess the client’s eligibility for the Refugee Health Program, and review 
immunization and medical history, current health status, age, and allergies to determine the 
medical appropriateness of immunizations according to ACIP guidelines. The visit includes a 
thorough immunization assessment and, if applicable, immunization administration with 
appropriate documentation in Florida SHOTS and the Health Management System (HMS). 
Counseling relevant to the findings and needs, and providing information regarding 
immunizations to be administered and possible side effects are routinely performed. Clients are 
informed of the timeframe of when to return for the next immunization appointment for 
completion of the immunization series, if applicable. 

Use this code to document assessment, counseling, and administration of immunizations to 
eligible refugee clients once the refugee health assessment has been completed. Note: This 
code is to designate an immunization-only visit and should be coded with appropriate 
immunization product-specific CPT codes, following ACIP guidelines. 

Special Coding Note: This code is appropriate for eligible clients who are receiving a vaccine 
dose within 12 months of arrival. In addition, HMS should reflect appropriate documentation for 
a refugee health assessment which was completed within 8 months from the date of arrival. 
Immunizations administered to refugees after 12 months of arrival are not eligible for 
reimbursement through PC18. 

REFUGEE HEALTH ASSESSMENT – PC 18 
IMMUNIZATION-ONLY VISIT 

5555 

CPT CODES *IMMUNIZATION PRODUCT CODE/S ONLY* 

24



  

 
 
 
 
 

Interpretation Services 

 
Interpretation may be needed when scheduling appointments or during the refugee health 
assessment. Whenever interpretation is used, the method should be documented in HMS. For 
the vast majority of the clients served by the RHP, English is an unfamiliar language. This 
causes a significant barrier when attempting to cover family medical history and during the 
provision of medical care services. Due to the linguistic and cultural barriers experienced by the 
clients, interpretation services are an integral part of the services provided in the RHP. 
Providers should make every effort to ensure that clients are aware of the interpretation services 
available to them. Providers should also display posters in the office that allow the clients to 
identify the language they speak. These materials are available from the RHP headquarters 
office. 

 
Using trained bilingual/bicultural interpreters is always recommended. Bilingual CHD staff 
trained in medical interpretation should be used, if available. Using family members, especially 
the children of clients, is strongly discouraged as most clients are not comfortable discussing 
health matters in front of their family. Asking a child to interpret medical conditions may 
traumatize a child and, in many cultures, using a child for interpretation upsets the family’s 
social order. 

 
The program covers the cost of telephonic interpretation services used in conjunction with the 
health assessment and immunizations. The use of a qualified medical interpreter in the health 
assessment is crucial. It is important that the medical interpreter have an understanding of the 
refugee health assessment before they begin to interpret. 

 
As a medical professional, learning some basic words and phrases in the languages most 
commonly spoken by your clients will be beneficial. Knowing how to greet a client and ask 
simple questions in their native language is advantageous. It is unrealistic to expect someone to 
speak all languages, but a sufficient amount that will enable a client to feel comfortable until an 
interpreter arrives will benefit everyone. 

 
On-Site Interpretation 

 
Upon entering the examination room, the provider should introduce him/herself directly to the 
client and then allow the interpreter to complete the introduction. It is important to relay the role 
of the interpreter, the purpose of the medical office visit, and the commitment by all parties to 
maintain medical information confidentiality to the client. Interpreters are required to keep 
information confidential and are not allowed to express their own thoughts, beliefs, advice, or 
answers about health issues to a client. Providing the client with this information at the 
beginning of the appointment helps set the tone for the visit and establishes the medical 
professional as the lead during the medical visit. 

 
When a health care provider uses an on-site interpreter, the provider should: 

 
 Face and speak directly to the client.

 Arrange seating to facilitate communication between the provider and the client. The 
interpreter should be seated next to, but slightly behind the client.

 Watch the client, not the interpreter during the office visit and observe the client’s body 
language and other behavioral cues. If a problem is suspected, the interpreter can help 
explain any nonverbal messages from the client.

 Speak in first person.
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 Speak in a normal voice, clearly, and not too fast.

 Speak in short sentences, no more than two or three sentences at a time. Expecting an 
interpreter to remember long explanations may lead to omissions and errors. Do not stop 
in the middle of a sentence and ask the interpreter to interpret because the entire 
sentence is needed before interpreting can be properly completed.

 Ask one question at a time and use simple, straight-forward sentences. Avoid 
metaphors, slang, or jargon. Explain all medical terms in simple language. Allow extra 
time as the amount of time needed to interpret may take longer than it takes to be 
spoken in English. Explanations will take longer, especially if the client is not familiar with 
western medicine.

 Allow time for clients to ask questions and seek clarification.

 Refrain from engaging in long discussions with the interpreter. Excluding a client from 
the conversation is never recommended. In turn, an interpreter should never engage in a 
lengthy discussion with the client without informing the health care provider about the 
content of the discussion.

 The interpreter may have interpreted for the client on prior occasions and may be 
familiar with the health history, but it is always important to obtain an accurate, current 
health history.

If necessary, an interpreter may ask that you speak slower, to repeat something he/she didn’t 
quite understand, or to add an explanation for something the client may not be able to 
understand without some background information. Health care providers should be aware that 
some English words may not have a correlate in other languages. 

 
It is important to remember that refugees may know some English and may understand 
comments or gestures made to other providers or to the interpreter. Be conscious of 
discussions or comments in the presence of your clients. Reinforce verbal interaction with 
materials written in the client’s language and with visual aids. Document, in the progress notes, 
the name of the interpreter who interpreted for the client. 

 
Telephonic Interpretation 

 
Utilizing telephonic interpretation is another method of communication for CHD staff. Telephonic 
interpretation should be used when a qualified, bilingual staff member is unavailable. Telephonic 
interpretation can be used through a conference or three-way calling system. 

 
The DOH contracts with Language Line Solutions (LLS) to provide telephonic interpretation 
services. Telephonic interpretation services that are used in conjunction with health 
assessments or immunizations are available at no cost to the CHD RHP. When using LLS, the 
RHP staff member must provide the LLS operator with the master account number for RHPs, 
the client’s alien number, and the numerical county code for the CHD. This information is 
required for verification of charges for services provided by the RHPs statewide. To obtain the 
master account number for RHPs or to verify the CHD county code, contact the Refugee Health 
Program Administrator at (850) 901-6903. 

 
Phone Calls 

 
When you receive a call, tell the limited-English caller that you are placing the call on hold and 
say, “One moment please.” Dial the LLS toll-free number (1-866-874-3972) and provide the 
RHP account number, alien number, and the numerical CHD county code to the operator. If you 
know the client’s language, request the language for the caller. If you do not have the alien 
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number for the client yet, obtain the alien number after you initiate the call with the interpreter 
and the client. 

 
If you do not know the client’s language, the LLS operator can assist you in determining the 
language needed. Brief the interpreter about the call, explaining who you are and why you are 
calling and conference in your limited-English speaking caller. At the end of the call, say, “End 
of call” to the interpreter. 

 
When placing a call to a limited-English speaker, dial the Language Line Services toll-free 
number, using the instructions above. Request the language for the caller. Brief the interpreter 
about the call, explaining who you are and why you are calling and conference in your limited- 
English speaking person. At the end of the call, say “End of call” to the interpreter. 

 
If you need assistance placing a call to a limited-English speaker, please inform the interpreter 
at the beginning of the call. 

 
On-Site 

 
Funding for on-site interpreters that are not employees of the CHD is unavailable from the RHP. 
When a limited-English speaking client is present in the office and you are unable to use a 
bilingual CHD staff trained in medical interpretation, dial LLS at 1-866-874-3972. Provide the 
operator with the RHP master account number, the client’s alien number, and the CHD’s 
numerical county code. Request the language for the speaker. When connected with an 
interpreter, brief them about the nature of the visit or appointment. At this point, you can use the 
speakerphone feature of the phone for the duration of the call. 
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Purpose of the Refugee Health Assessment 

 
Many of the refugees who arrive in Florida come from areas of the world where preventive 
health care is not a priority and, as such, may reach the state with a variety of health conditions 
that can be promptly addressed with early diagnosis and treatment. Some may have a 
communicable disease or condition, such as TB, which could represent a threat to public health. 
Information on the status of Class A/B and significant health conditions should be recorded in 
HMS, in the Clinician Portal, under the Refugee Health tab. If the refugee has not already been 
entered into HMS, the OVME information is available in EDN. Refugees with Class A/B or 
significant health conditions should be prioritized and scheduled first. 

 
Most refugees will have received an OVME prior to departure for the U.S. The OVME and the 
health assessment differ in both scope and purpose. These differences are detailed in the table 
below. 

 
Comparison of the Overseas Visa Medical Exam and the Refugee Health Assessment 

 

Overseas Visa Medical Exam Refugee Health Assessment 

Purpose: To identify refugees with 
medical conditions that, by law, would 
exclude them from entering the U.S. 

Purpose: To eliminate health-related barriers to 
successful resettlement and to protect public health 
in the U.S. 

Scope: 

 Communicable diseases of public 
health significance 

 Current or past physical or mental 
disorders that are or have been 
associated with harmful behavior 

 Drug abuse or addiction 

Scope (Refugee Act, §412(b)(5)): 

 Follow-up (evaluation, treatment, and/or 
referral) of Class A and B conditions 
identified during the OVME 

 Identify persons with communicable 
diseases of potential public health 
importance that were not identified during, or 
developed subsequent to, the OVME 

 Introduce incoming refugees to the U.S. 
health care systems 

 Identify conditions that could impact self- 
sufficiency 

 
 

Overseas Visa Medical Examination (OVME) (CDC Form DS-2053 and DS-2054) 
 
The OVME serves as an exclusion process to identify those with physical or mental disorders 
that might prove harmful to the general U.S. population (Class A conditions). Testing is provided 
for TB, syphilis and other STDs, Hansen’s disease (leprosy), and other physical and mental 
disorders. 

 
Federal regulations require the same OVME for most refugees worldwide. The exam is limited 
in that it provides only minimal baseline medical information on new arrivals. Supplemental 
testing for refugees arriving from areas of the world where certain diseases may be endemic are 
not always included in the OVME. Another limitation in the overseas examination is that the 
exam may have been completed up to a year before the refugee’s departure to the U.S.; 
therefore, the possibility exists that a refugee may develop active TB or another communicable 
disease after the OVME but before departure to the U.S. 
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Refugee Health Assessment (See the Clinical Guidance section for detailed information on the 
refugee health assessment.) 

 
The health assessment is often a new arrival’s first encounter with the U.S. health care system. 
RHP staff plays an important role in establishing the new arrival’s confidence in the health care 
system and their likelihood to seek care in the future. Patient materials on health education, 
information about local community health resources, and advice on accessing the health care 
system should be an integral part of the health assessment process and should be made 
available in the appropriate languages for RHP clients. (See Attachment J for additional 
information on cultural competency.) 

 
Health assessment programs should be coordinated with services provided by resettlement 
agencies to ensure effective resettlement of new arrivals and the prompt identification and 
treatment of medical problems. Refugee clients should be routinely referred to primary care 
providers during the initial appointment so as to provide continuity of care for any conditions 
identified during the health assessment. Referral for Class A, B1, and B2 TB conditions should 
be made to the TB clinics within the CHDs. 

 
Providers involved in the provision of health assessments to new arrivals should have an 
understanding of, and be sensitive to, the psychological trauma some individuals may have 
experienced in the migration process. The health assessment process can serve as an 
opportunity for providers to discuss with RHP clients the potential psychosocial difficulties they 
may experience during resettlement and refer them for counseling, if necessary. Health care 
providers should assess for key indicators of trafficking and domestic violence. 

 
 
Table 1: Required Timeframes* for Completing a Health Assessment by Immigration Status 

 
Immigration Status Timeframe 

Refugee 90 days from date of initial arrival in U.S. 

Asylee 90 days from date asylum status was granted 

Derivative Asylee 90 days from date of initial arrival in U.S. 

Cuban/Haitian Asylum Applicant 90 days from date asylum application was filed with 
USCIS 

Cuban/Haitian Entrant/Parolee 90 days from date of initial arrival in U.S. 

Amerasian 90 days from date of initial arrival in U.S. 

Afghan & Iraqi Special 
Immigrant 

90 days from date of initial arrival in U.S. 

Victim of Trafficking Adults—90 days from certification date 
Children—90 days from date of ORR Letter of Eligibility 

Health assessments may be completed by 90 days from the date of arrival. If the client is beyond 90 days, and 
eligible for Medicaid, services should be billed to Medicaid.  
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Requirements for Designated Medical Providers in Florida 

 
Providers must: 

 

 Be a Florida CHD. 
 

 Demonstrate clinical capacity and cultural competence in providing refugee health 
services to all eligible refugees. 

 
 When possible, employ bilingual, bicultural health aides recruited from the predominant 

refugee ethnic groups in Florida; bilingual staff are encouraged to complete department- 
approved interpreter training when available. 

 
 Provide interpreter services for limited English proficient clients to overcome bilingual or 

bicultural barriers to care. 
 

 Make appointments, when necessary, and have a protocol to follow up with refugees who 
do not keep their appointments and enter the appropriate Health Management 
Component (HMC) code in HMS. 

 
 Demonstrate linkages to appropriate primary care or specialty care providers for referrals 

and follow-up services and enter the appropriate HMC code in HMS. 
 

 Assure that referrals for general and specialty follow-up care are appropriate and timely 
and, when possible, in proximity to the client’s home. 

 
 Maintain patient records in accordance with the rules and regulations that govern 

recordkeeping in CHDs. 
 

 Comply with OMB Circular A87 (2 CFR 225) which requires employees who are paid and 
working on a federal grant (activity) to maintain accurate timekeeping records. 
Timekeeping must be maintained in the DOH Employee Activity Record System (EARS) 
under Refugee Health Program Component 18. 

 
 Provide education and information to orient refugees to the U.S. health care system. 

 
 Have access to encrypted email for receipt of confidential information sent electronically. 
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Clinical Guidance for Refugee Health Assessments

A licensed health care provider such as a physician, nurse practitioner, or credentialed 
registered nurse in a CHD setting must perform the refugee health assessment. SeeAttachment 
K (425-3-18) for guidelines specific to the credentialing process for registered nurses. Licensed 
Practical Nurses cannot perform health assessments; however, they can assist with vitals, 
medical history intakes, vision screenings, immunization administration, referral assistance, and 
other duties assigned to support staff. Newly hired RNs or RNs who are not currently providing 
the health assessment, but want to be able to do so, will need to complete credentialing before 
functioning in this capacity. CHDs shall create their own written protocol which provides for 
supervision of the RN by a licensed physician for the procedures by which patients may be 
assessed, pursuant to section 154.04, Florida Statutes. CHDs that bill to Medicaid when clients 
initiate the health assessment after 90 days are required to have a Refugee Health Assessment 
Standard of Care (SOC). A sample SOC is available onSharePoint.

All clients should be routinely instructed to establish with a primary care provider. Only a 
licensed medical doctor or licensed advanced practice registered nurse (APRN) can prescribe 
medications following DOH and CHD policies. Refugees with abnormal physical assessment 
results should be referred to a primary or specialty care providers with appropriate 
documentation and follow-up in HMS. Clinical judgement should be used when referring
patients to the emergency room if objective or subjective findings reveal an urgent concern that 
extends past the function or capacity of the CHD and for which waiting for an appointment with
a specialist or primary care physician would possibly harm the patient or the public.

In accordance with ORR State Letter #12-09, core services represent a minimum standard of 
care for refugees who meet the screening criteria. Extended screening services are available 
and should be used based on a refugee’s risk factors or clinical indicators. The screening
criteria for core and extended services are defined below.

Please document in HMS if an interpreter is used in the provision of services, the refugee’s
language, the mode of interpretation, and, if face-to-face, who provided the interpretation. 

Ensure that services and employees time are coded to PC18 in the DOH’s HMS.

Core Services

Review of the Overseas Visa Medical Exam

Refugees resettling in the U.S. receive an overseas medical examination prior to departure for 
the U.S. The overseas examination is the same for most refugees worldwide and the 
components of the exam are specified by federal regulations set by the CDC. This mandatory 
examination is designed to exclude individuals who have communicable diseases of public 
health significance, physical or mental disorders that involve harmful behaviors, or problems 
with drug abuse or addiction. Conditions identified during the overseas exam that require follow 
up in the U.S. are designated as Class A or Class B. The overseas medical examination is done 
by a physician working under contract with the IOM or by a local panel physician, using locally 
available facilities (that is laboratory, x-rays). The CDC DGMQ is responsible for oversight of all 
overseas examinations. The OVME and associated records in EDN should always be reviewed 
by a clinician and uploaded into HMS.
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Note on asylees: While most asylees have not received an overseas medical examination, many 
have received a medical or psychological evaluation in support of their application for asylum. The 
CHD should ask the asylee to bring this documentation with him/her to the assessment. 

 
Cultural factors may limit an uninhibited exchange of health history. A complete review of the 
following documents, if available, is important to augment the health history of the refugee: 

 
 Overseas medical examination recorded on the DS 2053
 Chest x-ray report
 Immunization record, if available all immunizations received prior to arrival into the 

U.S. should be entered into Florida SHOTS and the client’s health records
 Medical history and other medical records as available

 
Class A or B Condition – The CDC notifies the CHD refugee health contact if Class A/B 
conditions are identified during a refugee’s overseas medical examination via EDN. For Class A 
or B TB conditions, the area TB manager also receives the notification via EDN. 

 
Class A – An alien with an excludable condition may apply for a waiver to enter the U.S. 
The waiver process generally includes assurance from a private medical provider or an 
appropriate public health agency in the U.S. that necessary medical or psychological 
follow-up services will be provided upon arrival. Class A conditions include: 

 
 Chancroid, gonorrhea, granuloma inguinale, lymphogranuloma venereum, 

syphilis 
 Tuberculosis (active, infectious) 
 Drug addiction 
 Hansen’s disease/leprosy (infectious) 
 Mental illness with violent behavior 

 
Class B – Class B conditions do not require a waiver, but the refugee will require follow- 
up medical care upon arrival in the U.S. Significant health problems noted as Class B 
conditions include physical or mental abnormalities, diseases, or disabilities, serious in 
degree or permanent in nature, amounting to a substantial departure from normal well- 
being. Class B conditions requiring follow up soon after arrival in the U.S. include: 

 
 Tuberculosis, active, not infectious; extrapulmonary; old or healed TB; contact to 

an infectious case-patient; positive Tuberculin Skin Test (TST) 
 Hansen’s disease, not infectious 
 Other significant physical disease, defect, or disability 

 
Unscreened Report – Central Office will send counties an Unscreened Report via email on a 
monthly basis, which identifies refugees who have not yet initiated the health assessment, 
including those with an A/B status. CHDs are responsible for attempting to schedule refugees, 
entering appropriate HMC codes for attempts to contact, merging duplicate records in HMS, and 
updating addresses in EDN if a refugee states they have relocated. 

 

Each CHD should regularly monitor Class A/B arrivals and schedule refugees with an A/B status in a 
prompt manner. To pull an A/B report from EDN: 

1. Log in to EDN 
2. Navigate to the report tab 
3. Select Alien Line List Report 
4. Select an arrival date range 
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5. Choose “any” for TB Class 
6. Select your county as the jurisdiction 
7. Run report 

 
Medical History – Obtaining a medical history during the domestic refugee health assessment 
is required for all refugees. The purpose of taking the medical history is to record any significant 
past or current medical condition or disability, preventive care (for example, immunizations and 
dental work), and any relevant family or social history. During this medical history process, it 
may be possible to detect an obvious speech or hearing problem and to assess the patient’s 
mental status. Clinicians should try to be concise about the sequence of historical events as 
they may provide clues to the refugee’s risk for certain medical conditions, particularly infectious 
disease, psychological problems, and growth/nutritional abnormalities. 

 
A complete medical history should include: 

 
 Biographical data, for example, migration history
 Present health status/Review of Systems

 General (ex. recent fever, night sweats, weight loss) 
 Skin 
 Eyes 
 Ears 
 Nose 
 Mouth 
 Throat 
 Neck 
 Breast 
 Respiratory (ex. cough, hemoptysis) 
 Cardiovascular 
 Gastrointestinal (ex. diarrhea) 
 Urinary 
 Gynecological (ex. abnormal discharge) 
 Musculoskeletal 
 Neurologic 
 Psychiatric 
 Endocrine 
 Allergies 
 Other recent illness in self or family 

 Current health information:
 Current medications 
 Immunization status 
 Risk factors for sexually transmitted infections, if applicable 

 Past health status: summarize and record chronological data as completely as possible:
 Childhood illnesses 
 Serious or chronic illness 
 Serious physical trauma 
 Hospitalizations 
 Surgery 
 Dental care 
 Emotional stress/mental illness 
 Social history (ex. history of drug use, including alcohol and tobacco) 
 Obstetrical history 
 Family history 
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Allergies – List all reported allergies. If the refugee denies allergies, document no known 
allergies (NKA). 

 
Current Medications – List all current medications, including non-prescription (over-the- 
counter) medications, traditional and/or herbal remedies, and therapies. The use of traditional 
and herbal therapies is common and can have significant health consequences due to drug-to- 
drug interactions, teratogenicity and contaminations with toxins. Determine if the refugee has 
adequate medications on hand. 

 
Medical Problems – Record any conditions the refugee has had in the past or present. This 
information should include: 

 
 Recent fever
 Diarrhea
 Cough
 Weight loss
 Night sweats
 Hemoptysis
 Known medical problems

 
Injuries/Accidents – List all past or present injuries/accidents. 

 
Surgery – List all past or present surgical procedures. 

 
Recent Family Illness – Record any conditions that indicate a communicable health condition 
or condition that will affect the family’s integration. 

 
Physical Assessment (Refer to Attachment A and B) 

 
Height – Document the height in inches 

 
Weight – Document the weight in pounds 

 
Body Mass Index (BMI) – Document calculation for refugees ≥2 years old 

 
Blood Pressure – Required for all refugees 3 years and older 

 
Nutritional Status – Record the refugee’s type of diet and history of weight gain or loss 

 
Oral Health Screening – Perform an oral health screening on all refugees age 2 years and 
older. Document the appearance of gums, tooth loss, caries, and any present signs of 
inflammation. 

 
Visual Acuity – Document results of eye exam using the Snellen eye chart or equivalent for 
children. For preverbal children, have the child follow a toy object or finger up, down, and to 
each side. 

 
Hearing – (Whisper Test) The clinician should stand an arm's length behind the refugee, so 
they cannot read the examiner’s lips. The refugee is instructed to cover the tragus of the ear not 
being tested with one finger to obscure sound. The examiner whispers a distinct two-syllable 
word and then asks the patient to repeat the word. The test is then repeated for the other ear. 
For preverbal children, stand behind the child and whisper their name or snap fingers on one 
side and note if their head turns towards the sound. The test is then repeated for the other ear. 
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Audiometry Testing – Provide testing based on results of Whisper Test, as available. 

 
Hearing Milestones 

0—3 months Turns to you when you speak; is soothed by your voice when crying 

4—6 months Notices toys with sounds; responds to “no” and changes in your tone of voice 

7 months—1 
yr. 

Responds to simple requests; turns or looks up when their name is called; 
recognizes words for common items 

1—2 yrs. Follows simple commands; points to simple pictures in books when they are named 

2—3 yrs. Understands difference in meaning (stop/go, up/down); can follow two requests 
(“pick up book and set on table”) 

3—4 yrs. Responds to their name when called from another room; responds to simple who, 
what, when, and where questions 

4—5 yrs. Pays attention to simple stories and is able to answer questions about it 

 
 
Eyes/Ears/Nose/Throat – Document any abnormalities. 

 
Eyes – Using penlight, inspect size, shape, and symmetry of pupils. Ask patient to follow 
penlight up, down, and to each side. Assess alignment for inward or outward deviation. 

 
Ears – Using an otoscope, first check for any foreign body. Then assess for any edema, 
lesions, discharge, or inflammation. 

 
Nose – Tilt patient’s head back, using penlight, or for convenience, use same speculum 
as used for ears, check for septum deviation or perforation. Examine each nostril for 
redness, swelling, or drainage. Mucosa should be pink. Ask if stuffy or allergies. 

 
Throat – Inspect lips, gums, tongue, and the pharynx. Inspect lips for color and 
moisture. Inspect gums for ulceration, swelling, and color. Using a light and tongue 
blade, inspect tongue for redness, ulcers, white patches, nodules or lesions. Check 
tonsils for masses, lesions, nodules, drainage, or redness by asking the patient to open 
their mouth and say “ahh” while simultaneously pressing down on middle of tongue with 
tongue blade. 

 
Chest/Lungs/Heart – Document any abnormalities. 

 
Chest – Assess shape and symmetry of chest and position of ribs. With a stethoscope, 
listen to the rate, rhythm, and depth of breathing. 

 
Lungs – Assess for quality and location of breath sounds, chest expansion as they 
inhale, and respiratory rate. Assess color of nail beds. Document the presence of a 
chronic cough (note whether the cough is productive or non-productive and character of 
secretions), wheezes, and hemoptysis. 

 
Heart – Assess the heart rate, rhythm, and sounds by listening to the five sites (aortic, 
pulmonary, erbs point, tricuspid, and mitral). Document complaints or report of chest 
pain, palpitations, shortness of breath on exertion (for example, climbing stairs), 
dizziness/light-headed, edema to extremities, and abnormal heart rate. 
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Abdomen Palpation – Place the patient in a supine position. Ask patients with abdominal pain 
to point to the area of greatest pain. Deep palpation of the abdomen is performed by placing the 
flat of the hand on the abdominal wall and applying firm, steady pressure. It may be helpful to 
use two-handed palpation (see figure below), particularly in evaluating a mass. Here the upper 
hand is used to exert pressure, while the lower hand is used to feel. One should start deep 
palpation in the quadrant directly opposite any area of pain and carefully examine each 
quadrant. At each costal margin, it is helpful to have the patient inspire deeply to aid in palpation 
of the liver, gallbladder, and spleen. Document masses or pain. 

 

 
Postural Assessment – (Refer to Attachment E) A visual scan will detect significant 
asymmetries in posture – presence of head tilt, unlevelling of shoulders, abnormal gait, pelvis or 
scoliosis (back view); forward head carriage where ear lobes are anterior to shoulders, 
exaggeration of spinal curves (side view). 

 
Pap Smear – Recommended (not required) for sexually active women and all women >21 years 
of age every three years to identify changes in the cells of the cervix that show cervical cancer 
or conditions that may develop into cancer. Please note: Although the Pap smear is an 
important part of the physical assessment, the initial visit may not be an appropriate time or 
setting to perform a Pap smear, particularly if there is concern for past sexual abuse or if it 
would be particularly against a cultural norm. If not performed at the initial screening, assist the 
refugee with an appropriate referral. Only an MD or trained APRN can perform a Pap Smear. 
For information about female genital cutting, please see Attachment I. 

 
General Education/Counseling – Provide introductory information about key health-related 
topics relevant to newly arriving refugees. Health education content must be documented in the 
patient record. Educational content of the health assessment should be delivered using cultural 
competence (Refer to Attachment J) including, but not limited to: 

 
 Introduction to the U.S. health care system — Refugees should be informed of their 

responsibilities regarding their own health status and use of health care, including 
primary care, emergency services, and dental care.

 Introduction of the concept of primary care and preventive care — Refugees should be 
knowledgeable about the importance of immunizations, early and periodic screening for 
children, and regular checkups for adults.

 Access to health services — Orient refugees to the logistics of office-based health care 
services, which may include the use of phone systems, scheduling appointments, after- 
hours coverage, missed appointments, and urgent care.

 Insurance — Brief introduction to the role of insurance in paying for health services and 
pharmaceuticals, including the role of Medicare, Medicaid, and private health insurance.

 Immunizations – Inform refugees about vaccine requirements for school attendance and 
adjustment of immigration status.

 Emergency services and 911 — Provide information regarding the appropriate use of 
these services.

 Oral health/dental care — Education should emphasize personal hygiene, prevention of 
early childhood caries (use of dental sealants), use of fluoridated water and toothpaste, 
and regular dental care.
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 Medications — Explain over-the-counter medications vs. doctor-prescribed medications; 

following directions as prescribed; and not to share prescription medication.
 Healthy lifestyle — Discuss nutrition, diet, exercise, tobacco cessation, safe sex, injury 

prevention and safety promotion.
 
For access to culturally relevant educational resources in multiple languages: 

 
National Institute of Health: https://healthreach.nlm.nih.gov/ 

 
Referrals – Counseling and coordination of care with other providers or agencies should be 
provided and consistent with the nature of the problem(s) and the refugee’s and/or family’s 
needs. Document all applicable referrals in the HMS medical record, if indicated: TB, Vision, 
Mental Health, Hearing, OB/GYN, Dental, Communicable Diseases, Family Planning, Primary 
Care Provider (PCP), Disability Services, Pediatrics, Other (specify) (for example, high 
cholesterol, high blood sugar, or high blood pressure). For a sample referral form see 
Attachment N. If a referral form is given to a client, a copy should be uploaded into HMS. Be 
sure to instruct the client if a referral appointment has been made for them or if they are to 
schedule their own referral appointment. 

 
 The CHD should demonstrate linkage to appropriate primary care or specialty care 

providers for follow-up services. Clients with an abnormal health condition that requires 
ongoing care and treatment should have documentation of a referral to a primary care or 
appropriate specialty care provider. The CHD should ensure that referrals for general 
and specialty follow-up are appropriate and timely and, when possible, in proximity to the 
client’s home. All refugees should be routinely referred to a primary care provider as a 
measure of continuity of care. When making referrals, provide refugees with provider 
names, phone numbers, and directions. Always document the referral information in the 
HMS medical record.

 
 The RHP has case managers in Duval, Hillsborough, and Orange counties to assist with 

referrals that should be used for refugees with ongoing medical care needs.
 
Mental Health – Required for refugees ≥14 years of age. Programs should make every effort to 
use the Refugee Health Screener-15 (RHS-15; see Attachment F). If you are unable to 
complete the RHS-15 in its entirety, use the questions below in order to assess if a referral is 
needed. CHD staff should always review the OVME for any documented mental health history 
Class A or Class B distinctions during the initial refugee health visit. Prompt and appropriate 
referrals should be used as needed. 

Questions to ask: 
 

 How are you coping with the changes since arriving in the U.S.?
 Are you being helped by a sponsor, family member(s), or friends?
 Is there anything that is causing stress or worry for you or your family?
 Are you having any difficulties sleeping?
 Are you having difficulties with memory/concentration?
 Do you have any past mental health problems and/or treatment?
 How would you say you are feeling today?

 
Refer clients to a licensed clinician for a mental health assessment as appropriate based on 
responses and document referral. Do not ask leading questions and be sure to ask questions 
individually. 
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Human Trafficking – CHDs should post information on human trafficking in appropriate 
multiple languages wherever the public sees public health messages in CHD facilities. CHD 
staff are responsible for completing the TRAIN module on Human Trafficking, Blue Campaign 
(Course ID 1062487), as well as the TRAIN module FDOH Refugee Health Program Victims of 
Trafficking (Course ID 1073611). Central Office receives electronic notifications from the 
Department of Health and Human Services Office on Trafficking Persons, regarding all certified 
Victims of Trafficking (VOT) who are resettling in Florida and are eligible to receive refugee 
health services and other public health benefits (www.acf.hhs.gov/programs/orr/programs/anti- 
trafficking/about). Central Office will email the CHD clinical contact at the county where the VOT 
is resettling and provide the eligibility letter. When a CHD receives a VOT notification, the CHD 
is responsible for contacting the individual, or a representative of the individual (such as a case 
manager), to offer RHP services. If a CHD receives a referral or an eligibility letter for a VOT 
from a local organization, the CHD should contact Central Office to confirm eligibility. 

 
CHD staff in a variety of clinics may see VOT before they have been rescued from their 
trafficker(s). A VOT may look like many of the people you help every day. When providing one- 
on-one consultation, you can help trafficking victims get the assistance they need by looking 
beneath the surface for key indicators. 

 
Key Indicators of Human Trafficking: 

 
 Evidence of being controlled
 Evidence of an inability to move or leave job
 Bruises or other signs of battering
 Fear or depression
 Lack of passport, immigration, or identification documentation

 
Screening Questions to Assess Whether a Person is a VOT: 

 Can you leave your job or situation if you want?
 Can you come and go as you please?
 Have you been threatened if you try to leave?
 Have you been physically harmed in any way?
 What are your working or living conditions like?
 Where do you sleep and eat?
 Do you sleep in a bed, on a cot, or on the floor?
 Have you ever been deprived of food, water, sleep, or medical care?
 Do you have to ask permission to eat, sleep, or go to the bathroom?
 Are there locks on your doors and windows so you cannot get out?
 Has anyone threatened your family?
 Has your identification or documentation been taken from you?
 Is anyone forcing you to do anything that you do not want to do?

 
Communicating with Known or Possible Victims 

 
Health care providers should use therapeutic communication when interacting with known or 
possible victims. A trauma-informed approach can be used which applies basic knowledge of 
trauma and acknowledges the impact it has on a person’s life. Communication is prefaced with 
a supportive intent and is strategic so as to avoid re-traumatization. When performing a health 
assessment on a trauma victim, empower them by offering choices when applicable. For 
example, a provider could ask, “Would you like to keep your shirt on during the exam or use a 
gown?” It is also important to explain each step of the assessment and what you are doing as 
you progress. In all communication, a health care provider should be sure to be consistent, 
supportive, and non-judgmental. 

38



 

 
 

 
The Department of Health’s Approach 

 
Florida takes a public health approach to combatting human trafficking. Given the diverse 
populations the DOH serves, there is great potential for victims of human trafficking to come into 
contact with the DOH. DOH is committed to moving from awareness to action in its efforts to 
eradicate human trafficking in Florida. 

 
Reporting a Victim of Trafficking 

 
 If a health care provider at a CHD identifies a VOT who is a minor, the child welfare laws 

apply, mandating reporting regardless of whether the victim wants you to report it or not. 
This is applicable for both labor and sex trafficking. See section 39.201, Florida Statutes. 

 
 If a health care provider at a CHD identifies a VOT who is an adult (18 or older), they 

can only report it with the consent of the victim. To ensure permission is given, the 
provider should call the Human Trafficking Hotline (1-888-373-7888) in the presence of 
the victim. 

 
 If human trafficking is suspected, the clinician should: 

 Discuss the suspicion with the clinician ‘s supervisor. 
 Call the Human Trafficking Hotline at 1-888-373-7888 (TTD/TTY). 
 Follow existing mandatory reporting protocols for victims of child abuse. 
 Follow existing protocols for victims of domestic violence. 
 Provide information. Certified trafficking victims may be eligible for public 

benefits and services to the same extent as refugees. 
 

The HHS Rescue and Restore website is a great resource for information and materials, 
including toolkits for health care providers, posters, and fact sheets. Other information and 
resources are listed below. 

 
 

Information/Resources Links 

ORR Anti-Trafficking in Persons http://www.acf.hhs.gov/trafficking/ 

National Human Trafficking Resource Center http://nhtrc.polarisproject.org/ 

Human Trafficking: The Role of the Health Care 
Provider 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3125713/ 

Florida Responds to Human Trafficking http://www.cahr.fsu.edu/sub_category/thereport.pdf 

Human Trafficking and Healthcare http://peds.stanford.edu/Tools/documents/human_trafic 
king.pdf 

Florida Statewide Taskforce on Human Trafficking http://www.dcf.state.fl.us/initiatives/humantrafficking/ 

Human Trafficking Nursing Toolkit http://www.ct.gov/dcf/lib/dcf/nurses/docs/human_trafficki 
ng_nursing_assessment_tool.doc 

Trauma-Informed Human Trafficking Screenings http://traffickingresourcecenter.org/resources/trauma- 
informed-human-trafficking-screenings 

HHS Rescue and Restore https://www.acf.hhs.gov/otip/resource/about-rescue- 
restore 
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Domestic Abuse and Sexual Violence – It is highly recommended for all clients to be 
assessed for domestic and sexual violence. The client must be alone, or if a child is present, the 
child must not be of verbal age. Once total privacy has been established, ask questions as 
stated in HMS and provide the appropriate referral. If abuse has been identified or suspected, 
follow section 39.201, Florida Statutes. 

 
If you need help, advocates at the National Domestic Violence Hotline understand immigration 
issues and can talk with you about your situation. The hotline has Spanish speakers available, 
as well as translators for more than 170 languages, 24 hours a day. For help, call 1-800-799- 
SAFE (7233) or TTY 1-800-787-3224. Additional information can be found at 
http://www.thehotline.org/is-this-abuse/abuse-and-immigrants/. 

Core Lab Services (Refer to Attachment B) 
 

Urinalysis (U/A) – Required for all refugees old enough to provide a clean-catch urine 
specimen. 

 
Pregnancy Testing – Required for all females of childbearing age (for example, those who 
have started their menstrual cycle), using an opt-out approach. 

 
 This does not apply to women who have had tubal ligation, hysterectomy, or are no 

longer ovulating.
 Indicate if currently pregnant or breast feeding, and document last Pap smear (PAP) and 

menstrual period (LMP).
 It is necessary to obtain a pregnancy test before providing live vaccines.

 
CBC With Differential – Required for all refugees. A complete blood count can provide 
information for many conditions, including indication of parasitic infections with elevated 
eosinophils (>400 cells/μL). 

 
Comprehensive Metabolic Panel – Required for all refugees to evaluate organ function and 
check for conditions such as diabetes, liver, and kidney disease. 

 
Lead Testing – Required for all refugee children age 6 months to 16 years. Recommend and 
encourage the use of daily pediatric multivitamins with iron for refugee children 6–59 months of 
age. A BLL of ≥10 ug/dL is abnormal and indicates lead poisoning. Please refer, as indicated, 
for follow-up lead testing in three to six months after placement in a permanent residence. Refer 
the refugee family to the WIC program and other social services for at least eight months after 
resettlement and report to the Child Lead Poisoning Prevention Program at the local CHD and 
the Florida Department of Health, Childhood Lead Poisoning Prevention Program. 

 
Assay of Iron – Required for refugee children age 6 months to 6 years old to screen for iron 
deficiency or iron overload. 

 
Newborn Screening – Recommended within the first year of life. Refer to the Florida Newborn 
Screening Program or a primary care provider for the provision of newborn screening services. 

 
Measles (Rubeola), Mumps, Rubella (MMR) Antibody – Recommended for all adult refugees 
born 1957 or later who lack immunization verification. Children 18 years and younger do not need an 
MMR antibody test prior to immunization. 

 

Varicella Zoster Antibody – Recommended for all adult refugees who lack immunization 
verification. 
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Internal Parasites – Required for all refugees based on their point of departure and pre-departure 
presumptive therapy in accordance with CDC guidelines. In cases when documentation is not 
available, it is reasonable to assume presumptive treatment has been received by the refugee if the 
refugee is from a population where the pre-departure presumptive treatment program is currently 
implemented and as long as they had no contraindications at the time of departure. Refer to 
Attachment P. 

 
 If a refugee is from Africa, Asia, the Middle East, Latin America, or the Caribbean (which 

includes Cuba and Haiti), and did not receive pre-departure presumptive parasite 
treatment, perform two O&P tests on separate morning stools at least 48 hours apart, a 
CBC with differential for eosinophil count, and a Strongyloides serologic test. See 
Superbill for CPT codes. If a refugee is from Eastern Europe and did not receive 
presumptive pre-departure parasite treatment, perform two O&P tests on separate 
morning stools at least 48 hours apart and a CBC with differential for eosinophil count 
only, as Strongyloides serologic testing is not required for refugees from Eastern 
Europe.

 
 If a refugee is from sub-Saharan Africa and did not receive pre-departure presumptive 

parasite treatment, the refugee should additionally be tested for Schistosomiasis. See 
Superbill for CPT code.

 
 If a refugee did receive pre-departure presumptive treatment, perform a CBC with 

differential only.
 

 Pre-departure presumptive parasite treatment should be documented on the overseas 
records; however, it is recognized that it may not be consistently documented. If a 
refugee was processed in a country that has a presumptive parasite treatment program 
in place, it is reasonable to assume that the refugee received pre-departure presumptive 
parasite treatment as long as the refugee had no contraindications at the time of 
departure. To determine in what country a refugee was processed, refer to the Overseas 
Processing Entity (OPE) that is listed on the refugee’s overseas records. To determine if 
the OPE is a country that has a pre-departure presumptive treatment program in place, 
refer to Attachment P.

 
 If a refugee did receive pre-departure presumptive treatment, but the refugee has 

gastrointestinal symptoms and/or diarrhea, anemia, or weighs less than fifth percentile, 
collect two O+P tests and a Strongyloides test.

 
Tuberculosis – All refugees 6 months of age or older must be screened for tuberculosis, 
regardless of Bacillus Calmette-Guérin history, unless medically contraindicated. Tests include: 

 
 Tuberculin Skin Test (TST) – Appropriate for infants to <5 years of age. Perform and 

record the date the TST is placed, the date read, and diameter of induration in 
millimeters. The skin test should be read by qualified personnel between 48–72 hours.

 
 Interferon-Gamma Release Assay (IGRA) – Appropriate for refugees ≥5 years of age. 

Record date of IGRA and result. Refer all positive test results to the CHD TB clinic.
 

 If the parent of a refugee child 2 to <5 years of age is unable to bring the child back 
within 72 hours to have the TST read, the RHP staff can draw a serum sample for a 
IGRA testing. That serum sample would need to be given to the TB department where it 
would be sent to Oxford Labs and billed to Medicaid. Please make sure Medicaid 
information is communicated to the TB department for billing purposes. If CHD staff does
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not routinely perform phlebotomy, the child 2 to <5 can go to an outside lab. When 
entering the IGRA order in Emdeon, be sure to click “bill as initiated” for the IGRA test 
only. All other core lab services and IGRA testing for clients 5 years and older should be 
marked as “provided” to PC18. CHD RHP staff are responsible for confirming that the 
test results were received and reviewed. 

 
 TST and IGRA should not be administered for at least 28 days after receiving a varicella, 

smallpox, or any live-virus vaccine.
 

 A repeat IGRA or a TST can be performed when the initial IGRA result is indeterminate, 
borderline, or invalid.

 
If a client reports that they are relocating before follow-up interventions have been initiated or 
completed or if a client needs continuity of care regarding known or suspect TB disease or 
LTBI, 
an interjurisdictional form (IJN) should be sent to the appropriate public health contact for both 
in-state or out-of-state relocation (refer to Attachment O). Review the Extended Services section 
for information specific to chest x-ray guidelines. 

 
For more information regarding TB testing, refer to CDC guidelines. 

https://www.cdc.gov/immigrantrefugeehealth/guidelines/domestic/tuberculosis-guidelines.html 

Chlamydia/Gonorrhea (CT/GC) Amplified Urine Test – Required for female refugees <25 
years old who are sexually active or female refugees ≥25 years old who have risk factors (refer 
to Risk Factor Checklist, Attachment C) who do not have documented pre-departure testing. 
Risk factors must be documented for those screened outside of the recommended age range. 
Testing can also be performed for anyone with symptoms. 

Symptoms for females: 
 Unusual vaginal discharge
 Intermenstrual vaginal bleeding
 Lower abdominal or pelvic pain
 Burning on urination
 Itching around opening of penis
 Penile discharge
 Pain, bleeding, or discharge from the rectum

 
For males, only test if they have symptoms (urethral discharge, dysuria, or rectal pain or 
discharge) or if they have been sexually assaulted. 

Syphilis RPR (screening) – Required for all refugees ≥15 years of age if no overseas results 
are available and for children <15 with risk factors (refer to Risk Factor Checklist, Attachment 
C). Risk factors must be documented for those screened outside of the recommended age 
range. 

 
Symptoms: 

 Firm, round, small, and painless sore (chancre), on the genitals, anus, or mouth
 Rash on the body, especially on the palms of the hands or the soles of the feet
 Swelling or enlargement of the lymph nodes

 
HIV Testing and Counseling – Required for all refugees 13—64 years of age, using an opt-
out approach. Screening all refugees, including those ≤12 years and ≥64 years of age, is also 
encouraged and is reimbursable. If a refugee has a documented history of HIV on the OVME, 
testing should still be offered using an opt-out approach; however, it is important to refer the 
client to the HIV program on the first encounter for proper linkage to care. Referrals should be 
documented in HMS. If a refugee opts out, document that in HMS. 
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Risk factors for HIV include: 
 Injected drugs or steroids, during which equipment (such as needles, syringes, cotton, 

water) and blood were shared with others
 Unprotected vaginal, anal, or oral sex (that is, sex without using condoms)
 Exchanged sex for drugs or money
 Received a blood transfusion or clotting factor during 1978–1985
 A diagnosis of, or treatment for, hepatitis, TB, or STD such as syphilis

 
For more information regarding HIV testing, refer to CDC guidelines: 

 
Screening for HIV Infection During the Refugee Domestic Medical Examination. Centers for 
Disease Control and Prevention. (2012). Retrieved from 
www.cdc.gov/immigrantrefugeehealth/guidelines/domestic/screening-hiv-infection-domestic.html 

 
Hepatitis Screening and Immunization – Hepatitis B panels should be performed when a 
refugee is from a country with intermediate (≥2%—7%) or high (≥8%) prevalence of chronic 
HBV infection and did not receive testing for HBsAg overseas. Hepatitis C antibody (anti-HCV) 
can be ordered for clients born between 1945—1965 or for those with risk factors. 

 
Hepatitis A or B vaccinations are only reimbursable by the RHP if an adult refugee is not 
immune, does not have an active/chronic infection, and has a risk factor for hepatitis A or B. 
Risk factors should be documented in the electronic medical record. If a risk factor is present, 
the applicable hepatitis screening test can be ordered to ensure that the client does not have an 
active/chronic infection nor previous immunity prior to vaccination. See Attachment D. 

 
For more information regarding hepatitis testing, refer to CDC guidelines: 

 
Hepatitis Screening Guidelines (2014). Centers for Disease Control and Prevention. Retrieved 
from www.cdc.gov/immigrantrefugeehealth/guidelines/domestic/hepatitis-screening- 
guidelines.html 

 
Malaria Testing – Due to the complexity of malaria testing, it is not feasible to perform in a 
refugee clinic setting. Refugees from sub-Saharan Africa who did not have contraindications 
should be assumed to have received pre-departure presumptive antimalarial therapy. If a 
refugee from sub-Saharan Africa did not receive pre-departure presumptive antimalarial 
therapy, presumptive antimalarial treatment can be considered domestically, if there are no 
current contraindications, in accordance with CDC post-arrival presumptive malaria treatment 
guidelines. Refugees should be assessed for signs and symptoms of malaria and referred to an 
emergency room if signs or symptoms are present. Symptoms include fever and flu-like illness, 
including shaking chills, headache, muscle aches, and tiredness. Nausea, vomiting, and 
diarrhea may also occur. Malaria may cause anemia and jaundice. 

 
For more information regarding malaria, refer to CDC guidelines: 

 
Malaria: Domestic Guidelines (2012). Centers for Disease Control and Prevention. Retrieved 
from www.cdc.gov/immigrantrefugeehealth/guidelines/domestic/malaria-guidelines- 
domestic.html#table2 
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Laboratory Results Responsibilities – Each CHD should have a process for electronically 
reviewing lab results in HMS and informing clients of abnormal results in a prompt manner. 
Review of lab results and follow-up if needed should be documented in HMS.

All practitioners, hospitals and laboratories in Florida are required to notify DOH of diseases or 
conditions of public health significance under section 381.0031, Florida Statutes, and Chapter 
64D-3, Florida Administrative Code. Practitioners, hospitals, medical facilities, laboratories, 
schools, nursing homes, state institutions or other locations providing health services are 
required to notify DOH of diseases or conditions and the associated laboratory test results listed 
in the Table of Reportable Diseases or Conditions to Be Reported, Rule 64D-3.029, Florida
Administrative Code.

For information regarding diseases and conditions that are reportable by law, refer to:

www.floridahealth.gov/diseases-and-conditions/disease-reporting-and-management/

Extended Lab Services

Chest X-Ray (PA & Lateral) – Required for all individuals with a positive TB skin test or IGRA. 
A chest x-ray should also be performed for those individuals classified as TB Class A or TB 
Class B during the overseas medical exam and for those who have symptoms compatible with 
TB disease, regardless of TB test results. Each CHD should designate a staff member to 
monitor clients’ compliance when chest x-rays are ordered and ensure that chest x-ray reports 
are uploaded in HMS, reviewed by a clinician, and result in a TB program referral as needed.

Syphilis Enzyme Immunoassay (EIA) – Recommended for all refugees with a positive syphilis 
RPR screening. Refugees with positive confirmatory results should be referred to the STD clinic
in the CHD.

Continuity of Care

CHDs should routinely ask clients if they initiated the refugee health assessment at another CHD or 
outside provider. Anytime a client reports that they have had services elsewhere, records should be 
obtained to determine what services were already provided. If a client-initiated services at another 
CHD, a clinical summary known as a Continuity of Care Document (CCD) can be generated through 
HMS and sent to the medical records point of contact. It is very important for CHDs to review medical 
records for clients who have transferred (initiated at one CHD or outside provider and continue 
services at a different CHD) to ensure that appropriate referrals are made in the new county if
needed. When requesting or sending a CCD from one CHD to another CHD, Direct Messaging can 
be used within the HMS. If a client requests to have access to their medical record, HealthVault can 
be used. HealthVault provides patients the ability to view online, download, and transmit their health
information. Patients must sign the HealthVault consent form and provide an email address.

To view a pre-recorded webinar for using both Direct Messaging and HealthVault see the link
below:

floridahealth.sharepoint.com/sites/INFORMATIONTECHNOLOGY/CLINIC/ClinicInformatics/me
aningfuluse/SitePages/Home.aspx

*For more information on how to create a CCD in HMS, see page 65.
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Immunization Guidelines 

 
Review Immunization Certification/Documents 

 
To protect U.S. public health, the ORR encourages all refugees to be vaccinated as soon as 
possible after entry into the U.S. Review the refugee’s Immunization Certification/documents to 
ensure that every refugee is appropriately immunized against vaccine-preventable diseases 
according to the vaccine schedules of the CDC’s Advisory Committee on Immunization 
Practices (ACIP). It is also necessary to review vaccination history in order to prevent redundant 
vaccine administration. Vaccination criteria are based on age appropriateness, to protect 
against disease that can cause an outbreak, and protect against disease that has or is in the 
process of being eliminated in the U.S. If immunization records are unavailable, an age- 
appropriate vaccination schedule should be initiated. In addition, vaccinations through the RHP 
will assist refugees when they apply for adjustment of status to lawful permanent resident. All 
immunizations received prior to arrival into the U.S. should be entered into Florida SHOTS and 
documented in the client’s health records. CHDs should now be entering the adult vaccine 
inventory into Florida SHOTS under Program Component 18 and no longer enter under 
Program Component 05 (Refer to page 46). All Florida SHOTS should be imported into HMS or 
entered manually. 

 
Notice from the Department of Health and Human Services: 

 
Although U.S.-bound refugees are not required to be vaccinated prior to arrival in the U.S., 
vaccination during the overseas medical examination is recommended for their health. While the 
goal is to provide at least two doses of each vaccine, the vaccines administered depend on 
availability and logistics at each site as well as the refugee’s date of arrival. First vaccine doses 
are given at the overseas medical screening examination (approximately three to six months 
prior to departure), and second doses are typically given one to two months after the initial 
dose. Refugees who undergo multiple medical examinations overseas may receive additional 
vaccine doses. Live-virus vaccines will not routinely be administered less than four weeks 
before departure, except in certain outbreak settings. 

 
Immunizations in a CHD Setting: 

 
 Immunizations are still an eligible benefit even if a refugee has received a health assessment 

somewhere else in the U.S. However, immunizations need to begin within one year of arrival 
and a refugee must have completed the health assessment by 90 days from arrival. If the 
refugee had the health assessment with an outside provider, they must show documentation 
that should then be uploaded into the clinician portal under the clinician reports tab in HMS.

 
 If an eligible refugee had their immunizations initiated within one year of their date of arrival 

and the health assessment was completed by 90 days of their date of arrival (regardless of 
where the health assessment was provided), a CHD may provide immunizations to a 
refugee for up to one year from the date of the refugee’s arrival.

 
 The RHP can only reimburse ORR-approved vaccines for eligible adult refugees within the 

first year from their date of arrival and in accordance with age-appropriate guidelines set by 
ACIP. (See the immunization electronic resources for a direct link to the latest immunization 
schedule.)

 

 Providers should refer to the DS-3025 (Vaccination Worksheet) form to determine which 
vaccinations were received overseas.
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The Hepatitis B Vaccine: Memo 
 
Per the Department of Health and Human Services, refugees are offered pre-vaccination testing for 
hepatitis B virus infection. Refugees are tested for hepatitis B surface antigen (HBsAg), and receive 
hepatitis B vaccine only if HBsAg negative. Typically, HBsAg-negative persons receive up to two 
hepatitis B vaccine doses, if due. However, negative household contacts of hepatitis B-positive 
persons may be given an additional (third) dose of hepatitis B vaccine. Because the third dose may 
be given close to the time of departure, states should be aware that if such persons are re-tested less 
than one month after vaccination, their hepatitis B surface antigen may be falsely positive. 

 
The Varicella Vaccine: Memo 

 
Per the Department of Health and Human Services, there has been an outbreak of varicella 
(chickenpox) among refugees from various countries. Although the varicella vaccine is not required 
for refugees before departure to the United States, it is possible that a varicella vaccine was 
administered 14 days prior to departure for the United States to decrease the risk of varicella. Always 
assess the overseas medical record to determine if a first dose of the varicella vaccine was already 
administered. The second varicella vaccine dose should be given at least four weeks after dose 1 for 
people aged 13 years or older or at least three months after dose 1 for children younger than 13. 

 
The Influenza Vaccine – The Influenza vaccine is reimbursable by PC18 and can be administered 
once per client within the first year of arrival for adjustment of status. The Centers for Disease 
Control and Prevention has developed four seasonal flu documents in 11 different languages to 
improve knowledge of seasonal flu in refugee populations. The documents are: Flu and You, 
Cleaning to Prevent Flu, Talking to Children About Flu, If Your Child Gets Sick with Flu. To view or 
download these documents visit: www.cdc.gov/immigrantrefugeehealth/resources/index.html. 

 
Human Papillomavirus (HPV) and Zoster Vaccines – These are no longer required for 
adjustment of status but are still reimbursable by the RHP if applicable per the ACIP schedule. 

 
Immunization Electronic Resources: Review the following sources for more information on the 
updated CDC immunization schedule guidelines. 

 
Vaccination Program for U.S.-Bound Refugees (2016). Centers for Disease Control and Prevention. 
Retrieved from 
www.cdc.gov/immigrantrefugeehealth/guidelines/overseas/interventions/immunizations- 
schedules.html 

 
Evaluating and Updating Immunizations During the Domestic Medical Examination for Newly Arrived 
Refugees (2016). Centers for Disease Control and Prevention. Retrieved from 
www.cdc.gov/immigrantrefugeehealth/guidelines/domestic/immunizations-guidelines.html 

 
Recommended Immunization Schedule for Adults (2018). Centers for Disease Control and 
Prevention. Retrieved from www.cdc.gov/vaccines/schedules/hcp/adult.html 

 
Recommended Immunization Schedule for Children and Adolescents Aged 18 Years or 
Younger (2018). Centers for Disease Control and Prevention. Retrieved from 
www.cdc.gov/vaccines/schedules/hcp/child-adolescent.html 
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Refugee Health Assessment References: 
 
CDC, Domestic examination for newly arrived refugees: Guidelines and discussion of the history 
and physical examination, 
https://www.cdc.gov/immigrantrefugeehealth/guidelines/domestic/domestic-guidelines.html. 
Accessed on September 14, 2018. 

 
CDC, Domestic Intestinal Parasite Guidelines, 
www.cdc.gov/immigrantrefugeehealth/guidelines/domestic/intestinal-parasites-domestic.html. 
Accessed on September 14, 2018. 

 
CDC, General Refugee Health Guidelines, 
www.cdc.gov/immigrantrefugeehealth/pdf/general.pdf. Accessed on September 14, 2018. 

 
CDC, Guidelines for Screening for Tuberculosis Infection and Disease During the Domestic 
Medical Examination for Newly Arrived Refugees, 
https://www.cdc.gov/immigrantrefugeehealth/guidelines/domestic/tuberculosis-guidelines.html. 
Accessed on September 14, 2018. 

 
CDC, Lead, www.cdc.gov/nceh/lead/. Accessed on September 14, 2018. 

 
CDC, Recommendations for Identification and Public Health Management of Persons With 
Chronic Hepatitis B Virus Infection, Morbidity and Mortality Weekly Report, September 19, 2008, 
www.cdc.gov/mmwr/preview/mmwrhtml/rr5708a1.htm. Accessed on September 14, 2018. 

 
CDC, Screening for HIV Infection During the Refugee Domestic Medical Examination, 
https://www.cdc.gov/immigrantrefugeehealth/guidelines/domestic/screening-hiv-
infection-domestic.html. Accessed on September 14, 2018. 

 
CDC, Advisory Committee for Immunization Practices (ACIP): ACIP Vaccine 
Recommendations, www.cdc.gov/vaccines/hcp/acip-recs/index.html. Accessed on 
September 14, 2018. 

 
DOH, Practitioner Lead Reporting Requirements, www.floridahealth.gov/environmental-
health/lead-poisoning/practioner-reporting-lead.html. Accessed on September 14, 2018. 

 
Immigrant and Refugee Health, Global Migration and Quarantine, Centers for Disease Control 
and Prevention, United States Department of Health and Human Services, 
https://www.cdc.gov/ncezid/dgmq/index.html. Accessed on September 14, 2018. 

 
Massachusetts Department of Public Health, Postural Screening Assessment, 
https://www.mass.gov/files/documents/2016/07/oi/psmanual04.pdf. Accessed on September 14, 2018. 

 
Negash, Eskinder. Revised Medical Screening Guidelines for Newly Arriving Refugees, ORR 
State Letter #12-09, 07/29/13. Office of Refugee Resettlement, Administration for Children and 
Families, United States Department of Health and Human Services, 
www.acf.hhs.gov/programs/orr/resource/state-letter-12-09. Accessed on September 14, 2018. 
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Florida SHOTS – Refugee Health Service Now Available 

Receive Inventory 

As was mentioned on the last bi-monthly conference call, we are working with the Florida 
SHOTS team on an enhancement within the system, and we are excited to announce that 
Florida SHOTS now has the capability for the Refugee Health Programs (RHP) at the CHDs to 
enter their RHP vaccine inventory into Florida SHOTS. Vaccine inventory must be coded as 
PC18, thus allowing the CHDs to maintain and monitor their RHP vaccine inventory. Initially, 
this will require a designated staff member to enter all of the existing RHP vaccine inventory 
into Florida SHOTS. Then, each CHD will be required to enter all of the RHP vaccine inventory 
into Florida SHOTS going forward. 

 
Step One: 
You must now designate vaccine as PC18 (when applicable) as such when you receive it into 
your inventory. 

 

 

Step Two: 
When entering client data into Florida SHOTS, CHDs are required to click the check box for 
“Refugee Health Services” and then code the vaccine to PC01 for Vaccines for Children (VFC) if 
the patient is under 19 years of age. For adults 19 years of age or older enter the “Program 
Component” as “05-Non-VFC Vaccine” when using PC05 vaccine from your inventory (even 
if it is actually for Refugee Health Services). When using inventory received – and recorded – as 
PC18, choose “18-Refugee Program” as the “Program Component.” There will be no longer 
be a checkbox for “Refugee Health Service” shown. 

 
When adding a vaccination record for a patient under the age of 19, you will still choose 
VFC/PC01 as the program component, and then check the box designating that patient as 
“Refugee Health Service.” 

 
 

When entering vaccinations for patients 19 years of age and older, you will see that when you 
enter your “Vaccine Type” you may see inventory designated for PC05 and PC18 (also any 
other existing programs you may have). 
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When entering vaccinations for patients 19 years of age and older, you will see that when you enter your 
“Vaccine Type” you may see inventory designated for PC05 and PC18 (also any other existing programs 
you may have). 
 
 

If you have PC05 vaccine that is for Refugee Health Services, you may select “05-Non-VFC 
Vaccine” under “Program Component.” You will notice that your PC18 inventory will now not 
appear, because you have chosen PC05 for this patient. When entering a vaccination for RHS 
using your PC05 vaccine, you must still check the box for Refugee Health Service. 

For patient 19 yrs. of age and 
over 

For patient under 19 yrs. of 
age 
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For patients 19 years of age and older, if you are using vaccine that has been received into 
inventory as PC18, you will select “18-Refugee Program” under “Program Component.” As 
this serves the same function as the Refugee Health Services checkbox, there will no longer be a 
checkbox shown. 

 

 

You must still check the Refugee Health Services box when you are using PC05 vaccine 
and, as such, have chosen “05-Non-VFC Vaccine” under “Program Component” as shown in 
the previous examples. This must be done for PC05 vaccine (and PC01 for those under 18 years. 
of age) so that the vaccination is correctly imported and converted to PC18 in HMS. Checking the 
box for Refugee Health Services is no longer necessary only when using vaccine designated as 
PC18 and when “18-Refugee Program” is chosen from the “Program Component” dropdown 
menu. 

For patient 19 yrs. of age and 
over 

For patient 19 yrs. of age and 
over 
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Add Vaccination Record – Date of Arrival 
 
When entering a new vaccination on the “Add Vaccination Record” page, whenever “18- 
Refugee Program” is chosen from the “Program Component” dropdown menu, there will be 
an “Arrival Date” box that will appear to the right. 
It is important that you check the refugee’s paperwork and enter the correct date of arrival in this 
box. This step is vital in maintaining proper records on all adult refugee patients. 
Note: When “05-Non-VFC Vaccine” or “01-VFC/Peds” is chosen from the dropdown, this 
date of arrival option will not appear, and the “Refugee Health Service” box must still be 
checked for all refugees receiving vaccines under those program components. 

 
Figure 1 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Once you enter a refugee’s “Arrival Date” in the box provided, you will see that, if the 
refugee’s date of arrival is within the 365 days, the date will be approved with no pop- 
ups or messages (as in Figure 2). 
Note: In order for the arrival date to be acceptable, it must: 

 Be less than 365 days prior to the date of the vaccination
 Not be prior to patient’s date of birth
 Not be after date of vaccination
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Figure 2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 2 is an example of what the “Add Vaccination Record” page should look like 
when the date the vaccine is administered is within 365 days from the refugee’s date of 
arrival; thus, making the client in compliance with RHP guidelines. 

 
Figures 3 through 9 illustrate varying alert messages that may populate if an arrival date 
violates RHP guidelines. 
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Figure 3 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
In Figure 3, you can see that the “Arrival Date” entered was prior to the patient’s date 
of birth (DOB is 04/02/1964, date of arrival given is 04/01/1964). Before it can be 
submitted, there will be a pop-up alerting you to the error (seen clearer in Figure 4). 

 
Figure 4 

 

 

If the arrival date that is entered after the “Date Given” for the vaccination (Ex: 
vaccination date is 10/30/2017, and the date of arrival entered is 10/31/2017), the 
following pop-up will appear before it can be submitted (Figure 5). 
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Figure 5 
 
If the “Arrival Date” is one year or more prior to the “Date Given” for the vaccination, 
the following message will appear (Figure 6). This alerts you that the refugee has 
exceeded the date for refugee vaccine and this entry is not in compliance with the RHP 
guidelines; however, this will not stop you from entering the shot. If you have already 
administered the vaccine, it must be recorded and reduced from inventory. 

 
Figure 6 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 7 
 
If the box in Figure 7 (located on the bottom left of the “Add Vaccination Record” 
page) is checked, and you click “Next,” but not “Submit” to enter another vaccination, 
you will see that, when “18-Refugee Program” is again chosen under the dropdown
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“Program Component,” the “Arrival Date” given on the previous entry appears, along 
with the message (Figure 8). 

 
Figure 8 

 
 
 
 
 

However, once the vaccination has been entered by clicking “Submit,” should you 
choose to return to that shot via the “Change Vaccination Record” page, you will see 
the “Arrival Date” no longer appears (Figure 9). Be assured, if a date was initially 
entered, it has been recorded and does not need to be re-entered. (Should you re-enter 
the date, it will not create a problem, but is an extra step you are not required to do.) 

 
Figure 9 

 
 
 
 
 
 

If you click the “Submit” button, but then realize you need to enter another vaccination, 
you will see that the “Arrival Date” you entered for the previous shot does not appear 
(Figure 10). Once “Submit” has been clicked, the date will not show up in the box 
again. For all new recorded vaccinations, where they are not added by choosing 
“Next” instead of “Submit,” you should again enter the “Arrival Date” for the new 
vaccination entry. 

 
Figure 10 

 

  1  
 

When entering a new vaccination on the “Add Vaccination Record” page, whenever 
“18-Refugee Program” is chosen from the “Program Component” dropdown menu, 
there will be an “Arrival Date” box that will appear to the right. 

 
It is important that you check the refugee’s paperwork and enter the correct date of 
arrival in this box. This step is vital in maintaining proper records on all adult refugee 
patients. 
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Transferring Vaccines to Program Component 18.01 (Refugee Adult)  
 
This guide will ensure the proper steps on how to transfer your current refugee program vaccines 
either from PC 05 or PC18 into your new Refugee Health Adult program component (18.01) in 
Florida SHOTS.  
Do not transfer 05 vaccines that were privately purchased for use by your CHD. 
 

NOTE: Only the NDC numbers that are on the CDC Federal Contract can be transferred 
into PC18.01. If you encounter the following error: "The NDC is not valid for this 
Program Component," please contact the VFC Helpdesk at 877-888-7468 and press 
option one.  

 
 
 
 
 
 
 
 
 

o Step One:  
 

 Login to Florida SHOTS website, click on Vaccine Inventory on you Florida 
SHOTS menu. Select Transfer Inventory. 

 
NOTE: Please know the organization’s name or the PIN number of the site to which you are 
transferring. 

 
 
 

  
  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 On the Inventory List (Transfer) page, fill the selection criteria section. Select the 
Service Site, the Vaccine Type, Lot Number (optional) and the Program Component 
(PC05 or PC18) of the vaccine that you want to transfer from. Click Retrieve inventory 
records meeting above criteria. 
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NOTE: Inventory search will only display vaccines with current inventory. If any vaccine is zeroed out, 
it will not appear on this screen in Florida SHOTS. 

 
o Step Two: 
 
 Click on the vaccine you would like to transfer. After selecting the vaccine, a screen 

asking for the amounts as well as the reasoning for the transfer will appear on your web 
page.  

 
 As we mentioned before, you will need the name of the organization or the site’s PIN 

number. (Remember this should be your site, just changing the program component.) 
 

 
 

 
  
 
 
 
 
 
  
 
 
 
 
 

 
 Now, fill in the PIN in the selection that says Select by providing Receiver Pin or you 

may fill in the organization’s name in the selection that says Select by Organization 
Name. (You can click the drop-down box named Site to select your own site as well.)  
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o Step Three: 
 
 Fill in amount, Transfer Quantity. For the Reason, select “Pay Back Inventory;” in 

the comment box you will enter the following: Refugee inventory being transferred 
from PC05 or PC18 to PC18.01 (Refugee Health Adult), you may also add any other 
information you would like to include for Florida SHOTS to be aware of.  

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 click Submit on the bottom left corner. 

 
 
 
 
 
 
 
NOTE: Here is the pop-up you will receive when 

transfer was successful. Click “OK”.  
 

 
 
 
 
 
 
 
 
 

 
 

 
 After you have successfully submitted the vaccine transfer, a pending transfer receipt 

will be created for you to accept. 
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Applying Pending Receipts 
 To successfully complete the transfer of the inventory into PC18.01 (Refugee Health Adult), 

you must accept the pending transfer receipt that was created in the previous step. 
 

 
 
 
 
 
 
                                                                         
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

NOTE: As shown above, this will also appear on your task list when you first log in. 
 
 
 
 
 

 
 
 Click on “Line Items” to go to the Apply Pending Transfer Page. The information for the 
inventory you transferred will be displayed here. Check the information to make sure the lot, type, 
and expiration date of the vaccine are correct. Now check the box on the right-hand side that says 
“Revise;” checking this box will give you the option to change your program component from 05 
to 18.01.  

 
 
 
 
 
 
 
 
 
  

1 
2 3 

59



  

1.) Select 18.01 on the drop down. 

 
 
 
 
 
 
 
 
 
 
 
 

2.) After you have changed the 05 to the 18.01 component, click the “Apply” button.  
 

 
 

3.) Then click on “Apply transfer to inventory balances" button. 

 
Now you have successfully added your current Refugee Inventory into your new Refugee 18.01 
component.  
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Electronic Disease Notification System 

 
The Electronic Disease Notification (EDN) system is a secure online database that provides 
electronic notification to state and CHDs of refugees, derivative asylees, Cuban and Haitian 
parolees, and SIVs arriving in the U.S., and immigrants with a Class A/B TB condition. EDN 
contains results of arriving refugees’ OVMEs and immunization records and is housed within the 
Secure Access Management Services (SAMS), an umbrella system maintained by CDC. 
Effective January 1, 2011, EDN is the only method of receiving notification of the arrival of 
refugees, derivative asylees, and SIVs for counties that routinely receive refugees; therefore, 
CHD RHPs must obtain access to EDN. If you already have access based on your affiliation 
with DOH programs, please ensure your access is expanded to include refugee arrival 
notifications. 

 
EDN managers at the CDC will assign an access level to each user, which will determine the 
data that can be viewed. Users will only have access to the demographic information and 
medical records for arrivals within their jurisdiction. RHP users can only view refugee arrivals; 
TB program users can only view Class A/B refugee and immigrant arrivals. Users who work in 
the Refugee Health and TB programs can view all arrivals in their jurisdiction. 

 
Obtaining Access to the EDN 

 
A user (RHP staff) must obtain access to the EDN via SAMS. 

 
 
SAMS is the replacement e-authentication system that does not use digital certificates. 

 
To register with the SAMS Partner Portal, please click the following link or cut and paste it into your 
browser: 

 
https://im.cdc.gov/iam/im/SAMS3/ui/index.jsp?task.tag=SAMSRegistration 

 
SAMS Partner Portal Registration 

 
Registration consists of the following steps: 

 
1. Online Registration 
2. Identity Verification (if required for your application) 
3. Access Approval 

 
Online registration with the SAMS portal takes about five minutes. Please have the following 
available before you begin: 

 
 Your home address — This must match the documentation you intend to use for 

proofing if applicable.
 Your organization or employer and their address
 Your telephone number

 
Should you have questions about the SAMS Partner Portal or the registration process, please 
contact our Help Desk for assistance or refer to the SAMS User FAQ at 
https://auth.cdc.gov/sams/samsfaq.html. 
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Once the identity verification has been completed, an email will be sent with the following information: 

 
Thank you for registering with CDC's SAMS Partner Portal. Your registration information has been 
received and is currently pending approval. 

 
In order to provide individuals with access to non-public information, U.S. law requires the identity of 
potential users be verified. This step is critical in helping to protect people's private data and in 
helping to prevent information misuse. Please be assured that CDC and its programs have made 
every effort to keep this necessary process as simple and non-intrusive as possible. Also, be 
assured that your identity information will only be used to help determine your suitability for access 
and that these data will not be shared outside of CDC programs. 

 
To complete identity verification, please print the form included in this email message and follow the 
instructions provided below. The required steps are as follows: 

 
1. Complete the Applicant Section in the included form—part of the information has been pre- 

filled for you based on the information you supplied during registration. 
 

2. Take the printed form, along with appropriate photo identity documentation to a Proofing 
Agent (a Notary Public or person specifically designated by CDC to conduct identity 
verification). Have them verify your identity and complete the Notary Proofing Agent Section. 
Acceptable forms of photo ID are: 

 
 Driver's license or ID card issued by a state or outlying possession of the 

U.S. 
 U.S. passport or passport card 
 U.S. military ID card 

 

3. Confirm the photo ID being submitted contains your home address information. If the photo 
ID being used does not include your home address, for example, if a U.S. passport is used, 
please submit a photocopy of a utility bill, pay stub, voter registration card, or other document 
which displays your current home address and can be used for validation. Confirm the home 
address information on your photo ID, or other supplemental documentation, matches the 
home address you provided when you registered with SAMS. If the address does not match, 
for example, because you recently moved, please submit a photocopy of a utility bill, pay 
stub, voter registration card, or other document which displays your current home address 
that can be used for validation. 

 
Please note: Your home address in SAMS must be valid as you will receive physical 
mail at this address as part of the SAMS ID proofing process. If the home address used 
for registration is incorrect, please contact the SAMS Help Desk for further assistance. 

 
4. Upload, fax, or mail the completed form, along with photocopies of your identity 

documentation, to the website, fax number or address supplied below. Scanned 
copies of documentation cannot be received via email. 
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5. To upload a scanned PDF: 

You may upload a single PDF that includes all of your proofing documentation (form, 
scan(s) of identification, notary stamp, supplemental documentation, etc.) by logging into 
SAMS using your SAMS username and recently established password. To upload a 
document, visit the following link: 
https://sft1-sams.cdc.gov/Proofing/Upload/upload.aspx 
For step-by-step instructions on how to upload a document, please reference the guide. 

 
You will receive an email notification when your documentation has been successfully 
delivered to the CDC Proofing Authority. 

 
To Fax: 
Toll Free: 877-681-2899 

 
To Mail: 
Centers for Disease Control and Prevention 
Attn: Proofing Authority 
1600 Clifton Road 
MS K-94 
Atlanta, GA 30329 

 
Once the completed form has been processed, you will receive a confirmation letter and further 
information regarding your access to CDC applications, “Using the EDN.” 

 
On the home page, click on EDN. Upon entering the system, there are several basic functions 
available that are commonly used. These functions are listed on the toolbar on the left side of 
the webpage and include alien list, alien search, batch print, and reports. These functions are 
described in detail below. 

 
Alien List allows the user to: 

 
 View a list of the refugees (and/or Class A/B TB immigrants) who have arrived in their 

jurisdiction within the last year.
 

 View the electronic and scanned health and demographic information in an alien’s EDN 
forms.

 
 Update the address of an alien who has moved within or outside the user’s jurisdiction.

 
Alien Search allows the user to: 

 
 Search for an alien in any jurisdiction (if the alien arrived in the U.S. more than one year 

ago, you must specify an arrival date range to search for records).
 

 Obtain the contact information for the health department in the jurisdiction where an 
alien resides (once the search has been completed, click on the plus [+] sign located 
next to the alien number).

 
Batch Print allows the user to: 

 
Print a group or “batch” of alien records by selecting one of the following categories: 
notification date/range, arrival date/range, file number (for a family of refugees), and alien 
number. 
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Report(s) allow the user to: 

 
Define a list of aliens by choosing one or more of these fields: Notification Date, Arrival 
Date, TB Classification, Alien Type (for example, refugee, asylee, etc.), and Jurisdiction. 

 
Technical Assistance 

 
A “Quick Help Overview” for EDN is available under the Help tab on the login page. The EDN 
Quick Help Document will assist you with navigating the EDN system. The document explains 
all functions of the system in full detail. To access the overview, click on Help, then under Help 
Links, click on EDN Quick Help Document. 

 
If you need additional assistance with the functions of the system or are experiencing technical 
difficulties, you can reach the CDC EDN Help Desk by calling 1-866-226-1617. 
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Health Management System 

 
HMS is a statewide, distributed computerized system used by CHDs in daily business and 
clinical operations. 

 
The HMC of HMS is used to collect public health service and time data at the program 
component level for reporting to the HMC Reporting System. At the state level, data from all the 
CHDs is collected and analyzed to support departmental planning, budgeting, management, 
and administration, as well as reporting to the governor and state legislature. 

 
IMPORTANT: CHDs may only code ORR-approved CPT codes in order for the CHD to be 
reimbursed by RHP headquarters. Local system administrators are responsible for allowing 
CHDs access to the ORR-approved codes. Approved CPT codes can be found in the Refugee 
Health Quick Guide (Attachment M.) 

 
Accessing HMS 

The Client Information page is used to capture specific client data in the HMS. This section 
addresses how to access and explore the Client Information page. 

 
 Steps to Access the Client Information Page  

1. Log in HMS 

2. Click Find Client 

3. Type Search criteria in the corresponding fields 

4. Click Search HMS 

5. Select Client from the Search Results list 

 

At a minimum, enter the client’s last name, first name, and date of birth to access client 
information. 

All possible client matches for the criteria entered are displayed in the Search Results list. 
Click on the client’s name to select them. The Client Information page displays after 
selecting a client. 
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Accessing the Client Demographics Page 

The client registration process consists of collecting and capturing client data in the HMS 
and importing client data from the Florida State Health Online Tracking System (Florida 
SHOTS). 

This section addresses how to access the Client Demographics page and how to search for 
a client in HMS and Florida SHOTS. It also addresses how to import data from Florida 
SHOTS to HMS and how to process the Financial Update Alert message. 

 
Viewing Extended Demographics 

To view or update the client’s extended demographics, select Extended Demographics 
under Client Record from the Client Information menu. The Update Extended Demographics 
page displays. IMPORTANT: The required fields listed below must be completed in order to 
receive reimbursement from the RHP. 

 Last Name 
 First Name 
 Jurisdiction (Initial County of Resettlement) 
 Date of Birth 
 Gender 
 Country of Birth 
 I-94 Status 
 Sponsor 
 Arrival Date 
 Port of Entry 
 Address 
 City 
 State 
 ZIP 

 

 
Accessing the Continuity of Care Document Via the Clinician Portal 
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The Continuity of Care Document Record (CCD) (CCR) provides a means for one health 
care practitioner to aggregate all pertinent patient data. In turn, the aggregated data can be 
forwarded to another CHD in support of the patient’s continuity of care. Important: This 
resource should be used when a refugee has received services in another county. This 
information can then be shared with a county by using the HealthVault. 

After selecting a client, the Clinician Portal displays. The CCD is accessible from the left side 
navigation. Click CCD to expand the CCD menu options. 

Select Consolidated CCD/History to view the client’s consolidated CCD or View CCR/CCD 
to view the client’s CCD. 

67



 
 

 
 

 
Clinician Portal — CCD Menu 

 
 Steps to Access the CCD Via the Clinician Portal  

1. Select Client in HMS 

2. Click CCD. The CCD menu expands. 

3. Click One of the following: 

a. Consolidated CCD/History to view the client’s consolidated 
CCD 

b. View CCR/CCD to view the client’s CCD 
 
 

 Steps to Transmit the CCD to a Provider (CHD)  

1. Access The CCD page. 

2. Click Transmit to Provider. 

3. Verify Email address in the From field and select an email address if 
needed. 

4. Do one of the following: 

a. Type Provider email address in the To text box 

b. Select Search button to search the Healthcare Provider Directory 

5. Type Subject in the Subject text box 

6. Verify Clinical Summary is attached 

7. Type A message to the provider in the Message text box. 

8. Click Send button. 
 
 

To report HMS issues, please follow the procedures below. 

1. If you have a local process in place, follow that procedure first. 

2. Submit a Help Desk Ticket (CSC Ticket) stating your issue. Include as much detail as 
possible to minimize the chance of misrouting the ticket. 

3. If you do not have access to this application, please send an email to DL HMS Support. A 
ticket will be created and routed accordingly. Please remember to encrypt all emails 
containing client information. 

For security reasons, ensure your local HMS System Administrator has been notified of the issue 
prior to submitting your support request. You can do this by having the HMS System 
Administrator submit the ticket or including the HMS System Administrator on your email 
request. While this is our recommended process, you should always follow your local support 
process providing it satisfies the above requirements. 
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Refugee Health CHD Reports 
 

Refugee Health CHD staff have the ability to use five reports located in HMS’ Report Portal that may be beneficial to the program. The 
reports can also be exported as an Excel or pdf document. The reports can be assessed here: 

 
http://dcs-doh-ws10/ReportPortal/rdPage.aspx?rdReport=RefugeeHealth.RefugeeScreeningReport 

 
Step 1: Select the county in which you are trying to pull data for, along with the specific timeframes, and click submit. 

 

Step 2: Once the data are returned, you should have five tabs which will indicate the type of reports that are available. Each tab 
below will show different results based on the tab selected. 

 
 

 
County Tab: Shows the number of arrivals by county (demographic county). 
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Country of Origin Tab: Shows the number of arrivals, by specific county, by the country of birth. 
 

 
Immigration Tab: Shows the different I-94 statuses the county received. 
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Port of Entry Tab: Shows the number of arrivals, by the port of entry into the U.S. 

 
Screening Time Period: Shows the number of days taken to initiate a health assessment at the CHD. NOTE: This is for all visits, 
not just initial. 
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Reimbursement Process for Refugee Health Services

CHDs should initiate and complete a refugee’s health assessment within 90 days of arrival to
the U.S. and begin immunizations once their health assessment is complete. These data
should be entered into HMS within seven days. Immunizations must be started within one year 
of arrival, asylum, or certification date in the U.S. in order to receive reimbursement.
Exceptions to the 90-day timeframe are made if the client is unsponsored and presents at the 
CHD prior to Medicaid eligibility determination. CHDs may request a waiver from Central Office 
prior to providing services; waivers are decided on a case-by-case basis. Initiation of 
immunization services may be delayed if a client is pregnant during the standard eligibility 
timeframe for immunization services. Initiation of a health assessment can simply be obtaining 
the medical history. As long as the health assessment is initiated and completed within 90
days of arrival. It is recommended, but not required, that all persons eligible for refugee
benefits receive a health assessment based on the Refugee Health Guidelines discussed in
the clinical section of this document.

DOH administers the Refugee Health Program in accordance with guidelines established in 45 
CFR 400, and refugee health protocols developed by the ORR. Through the use of RMA funds, 
the DCF Refugee Services provides reimbursement to the DOH for the provision of refugee 
health services.

Central Office coordinates the provision of health assessment and immunization services 
statewide. According to federal policies, organizations that provide refugee health services are 
eligible to receive RMA reimbursement for costs incurred if refugee health services are initiated
within the program timeframes.

To receive reimbursement, the provider or CHD must:

 Verify that the person is eligible for refugee services (through EDN, HMS, or contacting
the RHP Central Office).

 Conduct the health assessment and document findings in the HMS and coded to PC18.

 Administer immunizations and document the immunization type, dose, and date
administered in Florida SHOTS and HMS and coded to PC18.

Note: All client services must be documented in HMS. All staff time must be coded to PC18 in 
HMS and “set” records should be created in the Financial and Information Reporting System to 
establish payroll re-allocations to charge OCA SRSXX. See Attachment L for the RHP Superbill, 
which describes laboratory services and immunizations that are eligible for reimbursement and
CPT codes that are to be entered in HMS.

Payment Process:

 Since October 1, 2015, CHDs have been reimbursed based on cost-reimbursement. The
RHP Central Office will run a FLAIR expenditure report monthly and submit it to the DOH
Office of Budget and Revenue Management (OBRM).

 The OBRM prepares an invoice and submits it to the DCF Refugee Services for CHD
RHP services.

 The DCF journal transfers reimbursement funds to the OBRM.

 The OBRM transfers payment via Transaction 30 to CHDs for RHP services.

 Reimbursement of expenditures may take up to 60 days.
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Allowable Use of Funds 

 
CHDs must use the reimbursement funds to cover expenses associated with the provision of 
refugee health services. Allowable expenditures are divided between direct service and 
administrative costs. Administrative expenditures may not exceed 12 percent of a county’s total 
reimbursement during the state fiscal year. Excess funds, or administrative expenses that 
exceed 12 percent of total reimbursement, may be recouped by the RHP Central Office through 
reductions in future reimbursement payments. The following describes allowable direct services 
and administrative expenditures. 

 
Allowable Direct Service Expenses 

 
 Direct service staff salary and fringe including: 

 Physicians 
 Nurses 
 Eligibility, registration, and scheduling 
 Phlebotomists 
 Referral specialists 
 Medical records 

 
 Clinical expenses that support the functioning of the program: 

 Laboratory services 
 Vaccines 
 Medical supplies 
 Equipment and equipment rental or maintenance associated with direct service 

functions of the RHP clinic operations 
 Biomedical hazardous waste 
 Health education materials 
 Clinical training or staff development 

 
Allowable Administrative Expenses 

 
 Staff salary and fringe including: 

 Management, not involved in daily RHP clinic operations 
 Fiscal or billing 
 Janitorial 
 Security services 

 
 Administrative expenses that support the functioning of the program: 

 Rent associated with administrative functions of the RHP clinic operations 
 Utilities 
 Risk management 
 Communications (phone and Internet) associated with administrative functions of 

the RHP clinic operations 
 Office supplies associated with administrative functions of the RHP clinic 

operations 
 Furniture associated with administrative functions of the RHP clinic operations 
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 Equipment and equipment rental or maintenance associated with administrative 

functions of the RHP clinic operations 
 Printing associated with administrative functions of the RHP clinic operations 
 Postage associated with administrative functions of the RHP clinic operations 
 Staff travel associated with administrative functions of the RHP clinic operations 

If a refugee is referred for follow-up care within the health department, the refugee becomes a 
client of the program where they are accessing services (For example, TB, STD, Family 
Planning, etc.). These programs and clinics may bill Medicaid or another third-party payor 
directly if the refugee has current coverage. The RHP cannot be billed for services provided 
outside of the scope of the health assessment and immunizations. 

 
RMA funds must only be used to support refugee health services. All expenditures using 
reimbursed RMA funds must be coded to OCA SRSXX or SRAXX, where XX = 
Federal Fiscal Year End. 

 
CHDs will be required to submit quarterly budget reports to the Central Office by the tenth day 
of the month after the end of the quarter, detailing administrative and direct service expenditures 
during the reporting period. 
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Attachment A

REFUGEE HEALTH ASSESSMENT

MEDICAL HISTORY & OVERSEAS MEDICAL RECORD INFORMATION

Review of Overseas Medical Records:  Yes  No  N/A (no records available)

Class A or B Condition reported on overseas medical exam:  Yes  No  N/A

If yes, please list and evaluate: _____________________________________________________________ 
____________________________________________________________________________________

Review Immunization Certification/Documents:  Yes  No  N/A (no records available)

Allergies: ______________________ Current Medications: ___________________________________

Medical Problems: ____________________________________________________________________

Injuries/Accidents: ________________________ Surgery: ___________________________________

Recent Family Illness: __________________________________________________________________

PHYSICAL ASSESSMENT
Height: ________ Weight: ________ BMI: _______ Head Circumference (if < 5 yrs. (in.): _______

Blood Pressure (if ≥ 3 yrs):  L  N  H_________ Nutritional Status:  Abnormal  Normal

Oral Health Screening:  Abnormal  Normal  Caries  Tooth Loss Signs of Inflammation

Visual Acuity (Snellen Chart or equivalent):  Abnormal  Normal Right Eye: ______ Left Eye: ______

Hearing (Whisper test or snap test):  Abnormal  Normal

Audiometry Testing:  Abnormal  Normal  N/A

Eyes/Ears/Nose/Throat:  Abnormal  Normal – Findings: _________________________________

Chest/Lungs/Heart:  Abnormal  Normal – Findings: _____________________________________

Abdomen Palpation:  Abnormal  Normal – Findings: _____________________________________

Postural Assessment:  Abnormal  Normal – Findings: ____________________________________

Pap Smear:  Abnormal  Normal  N/A – Findings: _____________________________________________

General Education/Counseling:  Healthy Lifestyle  Emergency Services  Immunizations

 Safe Sex  Tobacco Cessation  Other: ________________

Domestic & Sexual Violence/Human Trafficking:  Referral necessary  No referral necessary

Adults: Establish total privacy; client must be alone, or if a child is present, the child must not be of verbal 
age. Ask three questions:

o Have you been physically hurt (hit, pushed, shoved, burned, slapped, and/or bitten), insulted, or
threatened (to take away income, children, and/or pets) by your loved one, partner or significant 
other?

o Have you ever been touched sexually against your will or without your consent?
o Is anyone forcing you to do work that you do not want to do (i.e. have you been threatened and/or

can you come and go as you please)?
Children: Establish total privacy.  Do not ask the questions below if unable to.

o Do you feel safe in your home and at school?
o Has anyone in your family or a school ever hit, kicked, punched, slapped, shoved or bit you?
o Have you ever been touched sexually against your will or without your consent?

__________________________________________     __________________      ___________
Client name                                                     ID# Date

Revised 11/13/2017
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__________________________________________     __________________      ___________ 
                              Client name                                                     ID#                             Date 
 
Revised 11/13/2017  

Mental Health (≥ 14 years old):  Referral necessary    No referral necessary  

Use RHS-15 Screener (preferred) or abbreviated assessment below: 

o How are you coping with the changes since arriving in the U.S.? 
o Are you being helped by a sponsor, family member(s), or friends? 
o Is there anything that is causing stress or worry for you or your family? 
o Are you having any difficulties sleeping? 
o Are you having difficulties with memory/concentration? 
o Do you have any past mental health problems and/or treatment? 
o How would you say you are feeling today? 

 
LAB SERVICES 

Urinalysis:  Abnormal     Normal – Findings:  _________________________________ 

Pregnancy Test:               Positive       Negative     LMP ______________________ 

 Currently Pregnant?               Yes        No  
 Currently Breast Feeding?     Yes        No 

CBC w/differential:  Abnormal     Normal – Findings:  ___________________________              

CMP:  Abnormal    Normal – Findings:  ______________________________________ 

Lead Testing (6 mos – 16 yrs):    Abnormal       Normal 

Assay of Iron (6 mos – 6 yrs):     Abnormal       Normal  

Tuberculin Skin Test (TST):  
 Placed: _______ Read: ________ Results: ________    Abnormal   Normal 

IGRA – QFT TB Gold Test or T-Spot (≥ 5 years old):    Abnormal       Indeterminate      Normal 

Chlamydia/Gonorrhea (Females ≤ 25 yrs who are sexually active and who do not have documented pre-departure testing, or 

anyone (regardless of age or gender) with risk factors or symptoms.    
 Positive       Negative – Findings:  ___________________________ 

HIV Counseling and Testing:  Positive       Indeterminate      Negative 

Syphilis RPR Screening ( ≥15 required if no overseas results or <15 yrs if sexually active, sexually assaulted, or w/ risk factors)      
 Abnormal    Normal 

Ova & Parasites x2 (if client did not receive pre-departure presumptive parasite treatment or if symptoms are present) 

 Abnormal (specify ____________________)     Normal 

Strongyloides Antibody (if is coming from an area of prevalence and did not receive pre-departure presumptive parasite treatment 

or if symptoms are present) 

Schistosomiasis Antibody (if coming from sub-Saharan Africa and did not receive pre-departure presumptive parasite treatment) 

Hepatitis B core antibody (HBcAb) (If coming from a country of intermediate to high prevalence or if a risk factor is present and 

did not receive testing overseas)        Positive  Negative 

Hepatitis B surface antibody (HBsAb) (If coming from a country of intermediate to high prevalence or if risk factor is present and 

did not receive testing overseas):            Positive  Negative 
 
Hepatitis B surface antigen (HBsAg): (If coming from a country of intermediate to high prevalence or if a risk factor is present and 

did not receive testing overseas):            Positive  Negative 

Hepatitis C antibody (Anti-HCV): (If born between 1945 and 1965 or if a risk factor is present)   Positive  Negative 

 

 

76



 
__________________________________________     __________________      ___________ 
                              Client name                                                     ID#                             Date 
 
Revised 11/13/2017  

Rubella Antibody (Adults who were born 1957 or later and lack immunization records):       Positive  Negative 

Rubeola Antibody (Adults who were born 1957 or later and lack immunization records):     Positive  Negative 

Mumps Antibody (Adults who were born 1957 or later and lack immunization records):       Positive  Negative 

Varicella Antibody (Adults who lack immunization records):    Positive  Negative 

 
EXTENDED SERVICES  
(IF CLINICALLY INDICATED) 

Chest X-Ray (PA & Lateral)   Abnormal          Normal 

Syphilis (confirmatory):          Positive             Indeterminate         Negative 

 
REFERRALS 

 TB    Vision    Mental Health     Hearing    OB/GYN    Dental    Communicable Diseases 

 Family Planning    Primary Care    Disability Services    Pediatrics    Other (specify)____________ 

 

INTERPRETATION 

Was an interpreter used in the provision of services?    Yes     No   

If yes, what language? (specify) ________________________________  

What mode of interpretation?   Face-to-face ______________  Telephonic    

If face-to-face interpretation, who provided the service?   CHD bilingual employee 

            Contracted interpreter 
  Resettlement agency representative 
  Other (specify) _____________ 

       

PROGRESS NOTE 

   ______________________________________________________________________________ 
 
  _______________________________________________________________________________ 
 
  ________________________________________________________________________________ 
 
  ________________________________________________________________________________ 
  
  ________________________________________________________________________________ 
 
  ________________________________________________________________________________ 
 
 
 
   _________________________________________________   ____________________ 
             Assessment completed by: (Name and Title)                                               Date 
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Attachment B 
 

REFUGEE HEALTH ASSESSMENT PROTOCOL: CORE SERVICES  

 
 

Physical Assessment: Core 
Elements 

 
Children  

 
Adults 

 
Document review of overseas records 
 

√ √ 

 
Obtain a medical and social history 
 

√ √ 

 
Height, Weight, BMI  
(BMI * ≥ 2 yrs) 
 

√ √ 

Head Circumference 

         
          √ 

                            * < 3 yrs 

 

Blood Pressure 

 
√ 

                             *  ≥ 3 yrs 

√ 

 
Nutritional Status 
 

√ √ 

Oral Health Screening 
 

√ 
* ≥ 2 yrs 

√ 

 
Visual Acuity  
 

√ √ 

 
Hearing (Whisper Test) 
 

√ √ 

Audiometry Testing 
 

Based on results of Whisper Test, or in lieu of 
the Whisper Test 

 
Based on results of Whisper Test, or in lieu of 

the Whisper Test 
 
Eyes/Ears/Nose/Throat 
 

√ √ 

 
Chest/Lungs/Heart 
 

√ √ 

 
Abdomen Palpation 
 

√ √ 

 
Postural Assessment 
 

√ √ 

 
Pap Smear 
(Document referral for PCP if not available) 
 

 √ 
*If sexually active or ≥ 21 yrs, if available. 

 
General Health Education 
 

√ √ 

 
Domestic & Sexual Violence/ 
Human Trafficking Assessment 
 

Strongly recommended Strongly recommended 

 
Mental Health Assessment  
(RHS-15 or abbreviated version) 
 

√ 
* ≥ 14 yrs 

√ 

Malaria Assessment  

√ 
*Routinely assess fore signs and symptoms if 

from sub-Saharan Africa and refer to ER if 
symptoms are present.  

√ 
*Routinely assess symptoms if from sub-

Saharan Africa and refer to ER if symptoms 
are present. 
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Attachment B 
 

REFUGEE HEALTH ASSESSMENT PROTOCOL: CORE SERVICES  

 
 

 

 
Laboratory Tests: Core Elements 

 
Children Adults 

Urinalysis  
 

√ 
*If old enough for clean-catch. 

√ 

Pregnancy Test  
 

√ 
*Childbearing age or sexually active. 

√ 

 
CBC with Differential 
 

√ √ 

 
Comprehensive Metabolic Panel (CMP) 
 

√ √ 

Lead Testing  
 

√ 
*6 months – 16 yrs 

 

Assay of Iron 

 
√ 

*6 months – 6 yrs 

 

 
Stool O&P (x2) 
 

 
√ 

*If client did not receive pre-departure 
presumptive parasite treatment (Albendazole), if 

symptomatic, or if client weighs less than fifth 
percentile. 

 
√ 

*If client did not receive pre-departure 
presumptive parasite treatment (Albendazole), 

if symptomatic, or if client weighs less than 
fifth percentile. 

 
Strongyloides Antibody IGG 
 

 
√ 

*If from Africa, Asia, Middle East, Latin America, 
or Caribbean and did not receive pre-departure 

presumptive parasite treatment  
(Ivermectin or high-dose Albendazole). 

 
√ 

*If from Africa, Asia, Middle East, Latin 
America, or Caribbean and did not receive 

pre-departure presumptive parasite treatment 
(Ivermectin or high-dose Albendazole). 

 
Schistosomiasis IGG 
 

 
√ 

*If from sub-Saharan Africa and did not   
receive pre-departure presumptive parasite 

treatment (Praziquantel). 

 
√ 

*If from sub-Saharan Africa and did not 
receive pre-departure presumptive parasite 
treatment (Praziquantel). 

TST 
 

√ 
* ≥ 6 months 

 
 

IGRA-QFT TB Gold or T-Spot 

 
√ 

* ≥ 5 yrs 
(either TST or IGRA) 

√ 
(either TST or IGRA) 

Gonorrhea/Chlamydia 

 
√ 

*Females who are sexually active or males or 
females with risk factors, symptoms, or history 

of sexual assault. 

 
√ 

*Females ≤ 25 yrs who are sexually active 
and who do not have documented pre-

departure testing or adults with risk factors, 
symptoms, or history of sexual assault. 

Syphilis RPR (screening) 
 
 

 
√ 

* ≥15 required if no overseas results are 
available or <15 yrs if sexually active, have 

been sexually assaulted, or have risk factors for 
congenital syphilis. 

√ 
*All adults if no overseas results are available. 
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Attachment B 
 

REFUGEE HEALTH ASSESSMENT PROTOCOL: CORE SERVICES  

 
 

 
 
 
 
 
 
 
 
 
 
 
 
Key: 

√ 
 

Applicable 

* Specifications apply 

 

HIV Counseling & Testing  
(opt-out method) 

 
√ 

* ≥ 13 yrs 
(encouraged for everyone) 

 
√ 

* ≤ 64 yrs  
(encouraged for everyone) 

Hepatitis B Panel (HBcAb, HBsAb, HBsAg) 

 
√ 

*If coming from a country of intermediate to 
high prevalence of Hepatitis B or if risk factors 
apply. Do not repeat domestically if client was 

tested for HBsAg overseas. 

 
√ 

*If coming from a country of intermediate to 
high prevalence of Hepatitis B or if risk factors 
apply. Do not repeat domestically if client was 

tested for HBsAg overseas. 

Hepatitis C Antibody (Anti-HCV) 

 
√ 

*If child has an HCV-positive mother or if risk 
factors apply. 

 
√ 

*If born between 1945-1965 or if risk factors 
apply. 

 
Measles, Mumps, Rubella (MMR) Antibody 
 

 
 

 
√ 

*If immunization history is unavailable. 
Unnecessary if born before 1957. 

 
Varicella Zoster (VZ) Antibody  
 

 
 

 
√ 

*If immunization history is unavailable. 

 
Preventive Interventions: Core 
Elements 
 

Children Adults 

 
Review of immunization history and 
administration of immunizations, following 
Advisory Committee on Immunization 
Practices (ACIP)  

 

√ 
(Bill to Vaccines for Children Program ≤18 yrs) 

 
√ 

 

 
Routine Referrals: Core Elements 
 

Children Adults 

Primary Care Referral 
 

√ 
 

 
√ 
 

 
Newborn Screening Program 

 

 
√ 

*Refer to Florida Newborn Screening Program 
for infants 0-1 yr 
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UPDATED April 19, 2018, per ORR 
 

 

 Attachment C 
     

Refugee Health Risk Factor Checklist 

     

Instructions: Indicate reported risk factors by checking the box next to each risk factor.  Provide screening for each of the following conditions, if one or 
more risk factor is identified.  Retain this checklist in the patient's medical record for documentation of required screening.  

     

Chlamydia  Gonorrhea 

  Sexually active female, under 25 years of age    Sexually active female, under 25 years of age 

  Female -  multiple sex partners within the last year    Female - multiple sex partners 

  Female - unprotected sex (anal, oral, or vaginal)    Female - previous gonorrhea diagnosis 

  Female - history of prior STD    Female- unprotected sex (anal, oral, or vaginal) 

  Men who have been sexually assaulted    Infants born to infected mothers 

 

Men with symptoms (urethral discharge, dysuria, or rectal pain or 

discharge) 
  

Men with symptoms (urethral discharge, dysuria, or rectal pain or 

discharge) 

 Infants born to infected mothers   Men who have been sexually assaulted 

  

Consider for children who have a history of sexual assault. However, 

management and evaluation of such individuals require consultation with 

an expert. 

   

Persons who have symptoms or leukoesterase (LE) detected in 

urine sample 

  

Persons who have symptoms or leukoesterase (LE) detected in urine 

sample     
Consider for children who have a history of sexual assault. 

However, management and evaluation of such individuals require 

consultation with an expert. 

  

 

  

Syphilis 
For syphilis, refugees 15 years and older should routinely be tested if no 

overseas results are available (syphilis screening is required as part of the 

overseas exam).  

 

For refugees <15 years, only test if there is a risk of congenita syphilis 

(mother who tests positive for syphilis), those who are/have been sexually 

active/assaulted.   

     Unprotected sex (anal, oral, or vaginal) 

     Mulitple sex partners 

     Men who have sex with men 

     Have HIV and engage in any of the above activities 

  

 

  

All refugees from countries that are endemic for treponemal  

subspecies (e.g., yaws, bejel, pinta). 
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The ABCs of Hepatitis
HEPATITIS A is caused  
by the Hepatitis A virus (HAV)

HEPATITIS B is caused by the Hepatitis B 
virus (HBV)

HEPATITIS C is caused by the 
Hepatitis C virus (HCV)

U.S. Statistics •  Estimated 2,500 new infections 
in 2014

•  Estimated 19,200 new infections in 2014
•  Estimated 850,000–2.2 million people with chronic 

HBV infection

•  Estimated 30,500 new infections in 2014
•  Estimated 2.7–3.9 million people with 

chronic HCV infection 

Routes of 
Transmission

Ingestion of fecal matter, even in 
microscopic amounts, from: 
•  Close person-to-person contact 

with an infected person
•  Sexual contact with an infected 

person
•  Ingestion of contaminated food 

or drinks

Contact with infectious blood, semen, and other body 
fluids primarily through:
•  Birth to an infected mother
•  Sexual contact with an infected person
•  Sharing of contaminated needles, syringes, or other 

injection drug equipment
•  Needlesticks or other sharp instrument injuries

Contact with blood of an infected person 
primarily through:
•  Sharing of contaminated needles, syringes, 

or other injection drug equipment 
Less commonly through:
•  Sexual contact with an infected person
•  Birth to an infected mother
•  Needlestick or other sharp instrument injuries

Persons at Risk •  Travelers to regions with 
intermediate or high rates  
of Hepatitis A

•  Sex contacts of infected  
persons 

•  Household members or 
caregivers of infected persons

•  Men who have sex with men
•  Users of certain illegal drugs 

(injection and non-injection)
•  Persons with clotting-factor 

disorders

•  Infants born to infected mothers
•  Sex partners of infected persons
•  Persons with multiple sex partners
•  Persons with a sexually transmitted disease (STD)
•  Men who have sex with men
•  Injection drug users 
•  Household contacts of infected persons 
•  Healthcare and public safety workers exposed to 

blood on the job
•  Hemodialysis patients
•  Residents and staff of facilities for developmentally 

disabled persons 
•  Travelers to regions with intermediate or high rates 

of Hepatitis B (HBsAg prevalence of ≥2%)

•  Current or former injection drug users
•  Recipients of clotting factor concentrates 

before 1987
•  Recipients of blood transfusions or donated 

organs before July 1992
•  Long-term hemodialysis patients
•  Persons with known exposures to HCV 

(e.g., healthcare workers after needlesticks, 
recipients of blood or organs from a donor 
who later tested positive for HCV)

•  HIV-infected persons
•  Infants born to infected mothers

Incubation Period 15 to 50 days (average: 28 days) 45 to 160 days (average: 120 days) 14 to 180 days (average: 45 days)

Symptoms of  
Acute Infection

Symptoms of all types of viral hepatitis are similar and can include one or more of the following:  • Fever      • Fatigue        

•  Loss of appetite     • Nausea       • Vomiting      • Abdominal pain      •  Gray-colored bowel movements   •  Joint pain    • Jaundice

Likelihood of 
Symptomatic 
Acute infection

•  < 10% of children < 6 years 
have jaundice

•  40%–50% of children age  
6–14 years have jaundice 

•  70%–80% of persons > 14 
years have jaundice 

•  < 1% of infants < 1 year develop symptoms
•  5%–15% of children age 1-5 years develop symptoms 
•  30%–50% of persons > 5 years develop symptoms 

Note: Symptoms appear in 5%–15% of newly 
infected adults who are immunosuppressed

•  20%–30% of newly infected persons 
develop symptoms of acute disease 

Potential for 
Chronic Infection

None •  Among unimmunized persons, chronic infection 
occurs in >90% of infants, 25%–50% of children 
aged 1–5 years, and 6%–10% of older children  
and adults

•  75%–85% of newly infected persons 
develop chronic infection

•  15%–25% of newly infected persons clear 
the virus

Severity Most persons with acute disease 
recover with no lasting liver 
damage; rarely fatal

•  Most persons with acute disease recover with no 
lasting liver damage; acute illness is rarely fatal

•  15%–25% of chronically infected persons develop 
chronic liver disease, including cirrhosis, liver failure, 
or liver cancer

•  1,800 persons in the United States die with HBV-
related liver disease as documented from death 
certificates

•  Acute illness is uncommon. Those who do 
develop acute illness recover with no lasting liver 
damage.   

•  60%–70% of chronically infected persons 
develop chronic liver disease

•  5%–20% develop cirrhosis over a period of 
20–30 years

•  1%–5% will die from cirrhosis or liver cancer 
•  19,600 deaths in 2014

Continued on next page

Attachment D
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HEPATITIS A HEPATITIS B HEPATITIS C
Serologic Tests 
for Acute 
Infection

•  IgM anti-HAV •  HBsAg in acute and chronic infection
•  IgM anti-HBc is positive in acute infection only

•  No serologic marker for acute infection

Serologic Tests 
for Chronic 
Infection

•  Not applicable—no chronic 
infection

•  HBsAg (and additional markers as needed) •  Screening assay (EIA or CIA) for anti-HCV
•  Verification by an additional, more specific 

assay (e.g., nucleic acid testing (NAT) for 
HCV RNA)

Screening 
Recommendations 
for Chronic 
Infection

•  Not applicable—no chronic 
infection 
Note: Screening for past acute 
infection is generally not 
recommended

Testing is recommended for:
•  All pregnant women 
•  Persons born in regions with intermediate or high 

rates of Hepatitis B (HBsAg prevalence of ≥2%) 
•  U.S.–born persons not vaccinated as infants whose 

parents were born in regions with high rates of 
Hepatitis B (HBsAg prevalence of ≥8%)

•  Infants born to HBsAg-positive mothers
•  Household, needle-sharing, or sex contacts of  

HBsAg-positive persons 
•  Men who have sex with men
•  Injection drug users
•  Patients with elevated liver enzymes (ALT/AST) of 

unknown etiology
•  Hemodialysis patients
•  Persons needing immunosuppressive or cytotoxic therapy
•  HIV-infected persons
•  Donors of blood, plasma, organs, tissues, or semen

Testing is recommended for:
• Persons born from 1945–1965
•  Persons who currently inject drugs or who 

have injected drugs in the past, even if once 
or many years ago

•  Recipients of clotting factor concentrates 
before 1987

•  Recipients of blood transfusions or donated 
organs before July 1992

•  Long-term hemodialysis patients
•  Persons with known exposures to HCV (e.g., 

healthcare workers after needlesticks, 
recipients of blood or organs from a donor 
who later tested positive for HCV)

•  HIV-infected persons
•  Children born to infected mothers (do not 

test before age 18 mos.)
•  Patients with signs or symptoms of liver 

disease (e.g., abnormal liver enzyme tests)
•  Donors of blood, plasma, organs, tissues, 

or semen

Treatment •  No medication available
•  Best addressed through 

supportive treatment

•  Acute: No medication available; best addressed 
through supportive treatment

•  Chronic: Regular monitoring for signs of liver 
disease progression; some patients are treated 
with antiviral drugs

•  Acute: Antivirals and supportive treatment
•  Chronic: Regular monitoring for signs of liver 

disease progression; new direct acting 
antiviral medications offer shorter durations 
of treatment and increased effectiveness, 
including over 90% of patients who  
complete treatment are cured

Vaccination 
Recommendations

Hepatitis A vaccine is 
recommended for: 
•  All children at age 1 year
•  Travelers to regions with 

intermediate or high rates of 
Hepatitis A

•  Men who have sex with men
•  Users of certain illegal drugs 

(injection and non-injection)
•  Persons with clotting-factor 

disorders
•  Persons who work with HAV-

infected primates or with HAV  
in a research laboratory

•  Persons with chronic liver 
disease, including HBV- and 
HCV-infected persons with 
chronic liver disease

•  Family and care givers of recent 
adoptees from countries where 
Hepatitis A is common

•  Anyone else seeking long-term 
protection

Hepatitis B vaccine is recommended for:
•  All infants at birth
•  Older children who have not previously been vaccinated
•  Susceptible sex partners of infected persons
•  Persons with multiple sex partners
•  Persons seeking evaluation or treatment for an STD
•  Men who have sex with men
•  Injection drug users 
•  Susceptible household contacts of infected persons 
•  Healthcare and public safety workers exposed to  

blood on the job
•  Persons with chronic liver disease, including  

HCV-infected persons with chronic liver disease 
•  Persons with HIV infection
•  Persons with end-stage renal disease, including 

predialysis, hemodialysis, peritoneal dialysis, and  
home dialysis patients

•  Residents and staff of facilities for developmentally 
disabled persons 

•  Travelers to regions with intermediate or high rates  
of Hepatitis B (HBsAg prevalence of ≥2%)

•  Unvaccinated adults with diabetes mellitus 19–59 (for 
those aged ≥60 years, at the discretion of clinician)

•  Anyone else seeking long-term protection

There is no Hepatitis C vaccine

Vaccination 
Schedule

2 doses given 6 months apart •  Infants and children: 3 to 4 doses given over a  
6- to 18-month period depending on vaccine type 
and schedule

•  Adults: 3 doses given over a 6-month period (most 
common schedule)

No vaccine available

Updated 2016 www.cdc.gov/hepatitis
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Hepatitis B Panel Testing Per Country Prevalence 
 

Continent Country Test for  
Hepatitis B Routinely  

(as prevalence is high) 

Don’t Test for 
Hepatitis B Routinely 
(as prevalence is low) 

Central America All but Panama  X 

 Panama X  

South America Colombia  X 

 Venezuela  X 

 Brazil  X 

 French Guiana  X 

 Paraguay  X 

 Guyana X  

 Suriname X  

 Ecuador X  

 Peru X  

 Bolivia X  

 Chile X  

 Argentina X  

 Uruguay X  

North America-Caribbean Cuba  X 

 Dominican Republic X  

 Haiti X  

Africa All X  

Asia All-including: X  

 Afghanistan X  

 Iraq X  

 Iran X  

 Syria X  

 China X  

 Myanmar (Burma) X  

 Thailand X  

 Malaysia X  
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Hepatitis Guidelines 
 

Event Action Billing and Coding 
 

Subjective Findings: 
 

(Client reports symptoms 
fever, fatigue, loss of appetite, nausea, 

vomiting, abdominal pain, gray-colored bowel 
movement, joint pain, jaundice) 

 

 
 

1. Order Hepatitis Panel  
2. Refer to PCP 

 
 

1. CPT Codes: 
86704, 86706, 86708, 86803, 87340 
2. R041 

 

 
Objective Findings: 

 
(Elevated liver enzymes, ALT/AST, of 

unknown etiology) 
 

 
 

          1.  Order Hepatitis Panel 
    2.  Refer to PCP 

 
1. CPT Codes: 
86704, 86706, 86708, 86803, 87340 
2. R041 

 
A client is from a country of intermediate to 
high prevalence of Hepatitis B and was not 

tested for Hepatitis B overseas (HBsAg) 
 

(Refer to Hepatitis B Panel Testing Per 
Country Prevalence in Attachment D) 

 

 
 

Order Hepatitis B Panel 

 
 

CPT Codes: 
86704, 86706, 87340 

 
 

A client has one or more risk factors for 
Hepatitis A  

 
 (Refer to ABCs of Hepatitis in Attachment D) 

 
 

1. Order total HAV antibody 
2. If the client is not already immune 

and does not have an active or 
chronic infection proceed with 
Hepatitis A and/or B vaccination 

3. In HMS, document specific risk 
factor/s that applied and if the 
vaccine was given.  

 
 

1. Total HAV CPT: 86708   
2. Hepatitis A Vaccine CPT: 90632 

 
 

A client has one or more risk factors for 
Hepatitis B 

 
(Refer to ABCs of Hepatitis in Attachment D) 

 
 

1. Order Hepatitis B panel 
2. Upon results, if the client is not 

already immune and does not 
have an active or chronic infection 
proceed with Hepatitis B 
vaccination.  

3. In HMS, document specific risk 
factor/s that applied and if the 
vaccine was given. 

 
 

1. CPT Codes for Hepatitis B Panel:  
86704, 86706, 87340  

2. CPT Codes for Hepatitis B Vaccine: 
90746 

 
 

  A client was born between 1945-1965 or has 
one or more risk factors for Hepatitis C 

 
(Refer to ABCs of Hepatitis in Attachment D) 

 
 

1. Order Hepatitis C Antibody (Anti-
HCV) 

2. If ordered due to a risk factor, 
document risk factor in HMS. 

 
 

Anti-HCV CPT: 86803 

 
A client who was tested for some type of 
Hepatitis per guidelines above is noted to 
have an active or chronic infection upon 

reviewing lab results 
  

 
 

1. Refer to CHD Hepatitis Program 
2. Refer to Primary Care 

 
 

1. R044 
2. R041 

 
A child needs to be vaccinated for Hepatitis 
per CDC Guidelines and does not have an 

immunization record 
 

 
 
No titer testing is necessary. Proceed with 

vaccination per CDC guidelines. 

 
 

Bill to Vaccines for Children (VFC) Program 

Attachment D
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Developed by the Pathways to Wellness project and generously funded by Robert Wood Johnson Foundation, Bill and Melinda Gates 
Foundation, United Way of King County, Medina Foundation, The Seattle Foundation, Boeing Employees Community Fund and 

M.J. Murdock Charitable Trust. 

©  2013 Pathways to Wellness: Integrating Refugee Health and Well-Being

Pathways to Wellness: Integrating Refugee Health and Well-Being is a project of Lutheran Community Services Northwest, Asian 
Counseling and Referral Service, Public Health Seattle & King County, and Michael Hollifield, M.D. of Pacific Institute for  

Research & Evaluation. For more information, please contact The Pathways Project at 206-816-3253 or pathways@lcsnw.org.

DEMOGRAPHIC INFORMATION

Administered by: Date of Screen:

Name: Date of Birth:

Gender: Date of Arrival: Health ID:

Bilingual versions of the RHS-15 have been translated by an iterative process involving experts in the field, professional 
translators, and members of the refugee community so that each question is asked correctly according to language and 

culture. The English text is provided for reference only; using the English alone negates the sensitivity of this instrument.

Refugee Health Screener-15 (RHS-15)

English Version
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Developed by the Pathways to Wellness project and generously funded by Robert Wood Johnson Foundation, Bill and Melinda Gates Foundation, 
United Way of King County, Medina Foundation, The Seattle Foundation, Boeing Employees Community Fund and M.J. Murdock Charitable Trust. 

©  2013 Pathways to Wellness: Integrating Refugee Health and Well-Being

Pathways to Wellness: Integrating Refugee Health and Well-Being is a project of Lutheran Community Services Northwest, Asian Counseling 
and Referral Service, Public Health Seattle & King County, and Michael Hollifield, M.D. of Pacific Institute for Research & Evaluation. For more 

information, please contact The Pathways Project at 206-816-3253 or pathways@lcsnw.org.

INSTRUCTIONS: Using the scale beside each symptom, please indicate the degree to which the symptom has been bothersome 
to you over the past month. Place a mark in the appropriate column. If the symptom has not been bothersome to you during the 
past month, circle “NOT AT ALL.”

SYMPTOMS

N
O

T 
A

T 
A
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A
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E 
B

IT

M
O

D
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A
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LY

 Q
U
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E 

A
 B

IT

EX
TR

EM
EL

Y

1. Muscle, bone, joint pains 0 1 2 3 4

2.  Feeling down, sad, or blue most of the time 0 1 2 3 4

3.  Too much thinking or too many thoughts 0 1 2 3 4

4. Feeling helpless 0 1 2 3 4

5.  Suddenly scared for no reason 0 1 2 3 4

6. Faintness, dizziness, or weakness 0 1 2 3 4

7. Nervousness or shakiness inside 0 1 2 3 4

8. Feeling restless, can’t sit still 0 1 2 3 4

9.  Crying easily 0 1 2 3 4

REFUGEE HEALTH SCREENER-15 (RHS-15)
ID# 

DATE
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Developed by the Pathways to Wellness project and generously funded by Robert Wood Johnson Foundation, Bill and Melinda Gates Foundation, 
United Way of King County, Medina Foundation, The Seattle Foundation, Boeing Employees Community Fund and M.J. Murdock Charitable Trust. 

©  2013 Pathways to Wellness: Integrating Refugee Health and Well-Being

Pathways to Wellness: Integrating Refugee Health and Well-Being is a project of Lutheran Community Services Northwest, Asian Counseling 
and Referral Service, Public Health Seattle & King County, and Michael Hollifield, M.D. of Pacific Institute for Research & Evaluation. For more 

information, please contact The Pathways Project at 206-816-3253 or pathways@lcsnw.org.

The following symptoms may be related to traumatic experiences during war and migration. How much in the past month have you:

SYMPTOMS

N
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10.  Had the experience of reliving the trauma; acting 
or feeling as if it were happening again? 0 1 2 3 4

11.  Been having PHYSICAL reactions (for example, 
break out in a sweat, heart beats fast) when 
reminded of the trauma?

0 1 2 3 4

12.  Felt emotionally numb (for example, feel sad but 
can’t cry, unable to have loving feelings)? 0 1 2 3 4

13.  Been jumpier, more easily startled (for example, 
when someone walks up behind you)? 0 1 2 3 4

REFUGEE HEALTH SCREENER-15 (RHS-15)
ID# 

DATE
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SCREENING IS POSITIVE IF:      1  ITEMS 1–14 IS  12 OR        2  DISTRESS THERMOMETER IS  5

 SELF-ADMINISTERED          NOT SELF-ADMINISTEREDCHECK ONE:  POSITIVE     NEGATIVE

SCORING

LEGAL NOTICE 2013 © Pathways to Wellness: Integrating Refugee Health and Wellbeing. Pathways to Wellness is a partnership of Lutheran 
Community Services Northwest, Asian Counseling and Referral Service, Public Health Seattle and King County and Michael Hollifield, MD of Pacific 

Institute for Research and Evaluation. All Rights Reserved.

14.  Circle the one best response below. Do you feel that you are:

Able to handle (cope with) anything 0

Able to handle (cope with) most things 1

Able to handle (cope with) some things, but not able to cope with other things 2

Unable to cope with most things 3

Unable to cope with anything 4

EXTREME DISTRESS

“I feel as bad as I ever have.”

NO DISTRESS

“Things are good”

10

9

8

7

6

5

4

3

2

1

0

15. Distress Thermometer

Please circle the number (0 –10) that best describes 
how much distress you have been experiencing in the 
past week, including today.

Add Total Score of items 1–14

REFUGEE HEALTH SCREENER-15 (RHS-15)
ID# 

DATE
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Attachment G

Adjustment of Status and Civil Surgeons

Adjustment of status (AoS) refers to the process by which certain aliens are allowed to apply for 
LPR status while they are in the U.S. and is a separate process from the RHA. AoS applications 
are made to USCIS and most applicants are required to have a medical examination.  The 
medical examination must be conducted by a physician who has been designated as a civil 
surgeon by USCIS, and the results of the exam must be submitted to USCIS on the Form I-693, 
Report of Medical Examination and Vaccination Record.

Note:  Persons admitted to the U.S. with refugee or asylee dependent status and applying for 
AoS do not need the full medical examination, if there were no medical grounds of 
inadmissibility (Class A conditions) identified during their OVME. Refugees and asylee 
dependents do, however, need to comply with the vaccination requirements. LHD physicians 
providing only the vaccination sign-off for refugees do not need to apply to USCIS for civil 
surgeon status (See Attachment I regarding the designation of LHD physicians as civil surgeons
for the purpose of providing the “vaccination sign off” for refugees).

AoS and I-693 Requirements by Immigration Status 

Status Timing I-693 Requirements 

Refugee,  

except Class A 

Required after 1 year in U.S. Page 1 
Page 5 Vaccination Form 

Designated civil surgeon or LHD 
Physician may sign form 

Refugee-Class A Required after 1 year in U.S. Pages 1-5 
New waiver application required 

Asylee 
(Dependent) 

Optional after 1 year in U.S. Page 1 
Page 5 Vaccination Form  

Designated civil surgeon must 
sign form 

Asylee (U.S. grant) Optional after 1 year in U.S. Pages 1-5 

Cuban 
Entrant/Parolee 

Optional after 1 year in U.S. Pages 1-5 

Afghan & Iraqi 
Special Immigrant 

None-enter U.S. as LPR NA 

Amerasian None-enter U.S. as LPR NA 

Victim of 
Trafficking 

Optional after physically present in the U.S. 
for a continuous period of at least three years 
in T-nonimmigrant status, or a continuous 
period during the investigation or prosecution 
of the acts of trafficking, provided that the 
Attorney General has certified that the 
investigation or prosecution is complete, 
whichever time is less. 

Pages 1-5 

93



Attachment G 
 

Selected Adjustment of Status and Civil Surgeon Resources 

Information/Resources Link 

Form I-693: Report of Medical 
Examination and Vaccination 
Record 

www.uscis.gov/files/form/i-693.pdf 

www.uscis.gov/files/form/i-693instr.pdf 

Technical Instructions for Civil 
Surgeons 

www.cdc.gov/immigrantrefugeehealth/exams/ti/civil/technical-
instructions-civil-surgeons.html 

General Information on Medical 
Examinations  

Medical Examination:  Frequently 
Asked Questions 

www.cdc.gov/immigrantrefugeehealth/exams/medical-examination
-faqs.html  

Civil Surgeon Locator 
https://egov.uscis.gov/crisgwi/go?action=offices.type&OfficeLocato
r.office_type=CIV 

Designation of Health 
Departments as Civil Surgeons 
for Refugees Adjusting Status 

See Attachment I-LHD Civil Surgeon Vaccination Memo 1998 

Information on Civil Surgeons 

www.uscis.gov/portal/site/uscis/menuitem.eb1d4c2a3e5b9ac8924
3c6a7543f6d1a/?vgnextoid=271e6138f898d010VgnVCM1000004
8f3d6a1RCRD&vgnextchannel=271e6138f898d010VgnVCM1000
0048f3d6a1RCRD 

Law Concerning Refugee and 
Asylee AoS and Medical 
Examination Requirement 
Cite: 8CFR Part 209 Section 
209.1 
8CFR Part 209 Section 209.2 

www.gpo.gov/fdsys/granule/CFR-2012-title8-vol1/CFR-2012-title8-
vol1-sec209-1/content-detail.html 

Health-Related Waivers www.cdc.gov/immigrantrefugeehealth/exams/medical-waivers.html 

 

Designation as a civil surgeon allows physicians to perform the medical exam required of some 
applicants for AoS.  A list of civil surgeons located in LHDs in Florida is included in Attachment 
J.  Physicians interested in being registered as a designated civil surgeon must submit the 
following information and documentation to their local USCIS office:   

  A letter to the USCIS District Director requesting consideration 

 A copy of your current medical license 

 A current resume that shows four years of professional experience, not including a 
residency program  

 Proof of U.S. citizenship or lawful status in the U.S.  
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 Two signature cards showing name typed and signature below 

Local USCIS offices can be found at:  
https://egov.uscis.gov/crisgwi/go?action=offices.summary&OfficeLocator.office_type=LO&Office
Locator.statecode=FL 
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 September 4, 2015 

PROGRAM ANNOUNCEMENT 2015-20 

Lawrence Bartlett, Director, Office of AdmissionsFrom:

Bureau of Population, Refugees, and Migration 

Reception and Placement AgenciesTo:

Beginning September 7, 2015, U.S. Customs and Border Protection (CBP) will 

automate the issuance of I-94 records for refugees at Ports of Entry (POEs).  This will 

streamline the inspection process for refugees at the POEs and bring the I-94 process 

for refugees in line with that of nearly all other travelers entering the U.S.   

With this change, refugees will no longer receive the paper I-94 card at the POE and 

will need to obtain their I-94 record online.  When a refugee is admitted, CBP will 

create an electronic admission record for each individual.  CBP hosts an I-94 website, 

wherein a refugee can obtain a printed document containing his or her I-94 

information.  This electronic version of form I-94 will be available at 

www.cbp.gov/I94  and can be obtained after a refugee enters his or her name, date of 

birth, and alien number into the proper fields.  The electronic record will be available 

within hours of the refugee’s arrival at the POE. Note:  The refugee’s alien number 

must be entered into the passport number field regardless of whether the refugee has 

a passport number.  The alien number should be entered as numbers only without the 

preceding “A”. 

CBP will stamp the transportation boarding letter upon admission to the U.S.  This 

letter is provided to the Principal Applicant (PA) of each refugee case by the 

Resettlement Support Center (RSC) overseas.  The boarding letter introduces all the 

members of the refugee case to the airlines and U.S. security agencies by providing 

identifying information, including photos, and affirms that they have been approved 

for refugee status, may travel aboard an airline to and within the U.S. to their 

resettlement destination, and apply for admission to the U.S.  The PA of the refugee 

case presents this letter to CBP upon arrival at the POE.  Beginning September 1, 

2015, the transportation boarding letter will be the only document provided to the 
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refugee with an official CBP refugee stamp.  The refugee must retain this 

transportation boarding letter and a copy of the document must be placed in the 

refugee case file. 

Although this change is scheduled to take place on September 1, affiliates should 

expect to see some refugees arrive with paper I-94 cards throughout September as the 

change is implemented.  If a refugee receives a stamped I-94 record at the POE, there 

is no need to also obtain the electronic I-94 record.  

This change will affect how refugees obtain Social Security Cards.  Beginning 

September 7, 2015, the Social Security Administration (SSA) will require two 

documents from newly-arrived refugees in order to issue a social security card:  1) an 

original transportation boarding letter stamped by CBP with a refugee stamp and 2) a 

printout of the I-94 obtained online.  Affiliate staff will need to ensure that online I-94 

copies are printed for each individual and copies are placed in case files.  Refugees 

must present an I-94 printout for each member of their case as well as the original 

stamped copy of the transportation boarding letter to SSA.  SSA will also continue to 

accept the I-765 Card (Employment Authorization Document, EAD) with the 

category code “A3” which the refugee receives after entering the U.S.  If an EAD is 

presented, there is no need to present the boarding transportation letter and the I-94 

printout. 

If a refugee has not received the I-765 (EAD) Card and loses the stamped 

transportation boarding letter, the affiliate should notify their headquarters 

agency.  The headquarters agency will notify their PRM Program Officer and request 

that a replacement copy of the transportation boarding letter be generated.  PRM will 

then send a copy (via pdf) of the letter to SSA headquarters along with contact 

information for the refugee(s) (i.e., residence address, phone number, and SSA office 

address the refugee plans to visit) who will then work with the relevant SSA 

regional/field office to have the affected refugees appear at the local office.  The 

refugee(s) should not approach the local SSA office until contacted by the SSA office 

employee.  Each member of the refugee case will have to have a printout of the I-94 

obtained online to present to SSA as well as their replacement DOS transportation 

boarding letter. This process - when transportation letters are lost - is time consuming; 

therefore, it is important that the transportation boarding letters be kept in a secure 

location to prevent any delays with obtaining a Social Security card. 

If you have questions regarding this announcement please contact Irving Jones at 202-

453-9248. 
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Female Genital Cutting (FGC) 

Female genital cutting (also known as female circumcision, female genital mutilation, 
and female genital excision) refers to all procedures involving partial or total removal of 
female genitalia or other injury to female genital organs for any cultural, religious, or 
otherwise non-therapeutic reasons. This practice, although pervasive throughout the 
world, is common in many refugee populations, particularly those from East Africa (for 
example, Somalia, Ethiopia, and Sudan). This controversial practice is considered a 
human rights violation by many and is illegal in the U.S. for females under 18 years of 
age. The World Health Organization (WHO) has condemned the practice and is making 
efforts to end it. The practice poses adverse medical consequences, including direct 
complications from the procedure (anesthesia or sedation complications, bleeding, acute 
infection), increased risk of death for both mother and infant in subsequent pregnancies, 
post-traumatic stress disorder, and urinary tract infections, among others. In addition, 
there may be adverse consequences for the woman’s sexual well-being. 

An external genital examination will reveal whether a girl or woman has undergone this 
procedure. Although this examination is required on the OVME, it may not have been 
performed. As such, the RHA presents an opportunity to identify women who have had 
the procedure. The exam may also provide opportunities to interrupt the practice in 
future generations of the family and/or population. When the practice is identified, the 
health care provider should record what type of procedure was performed (see table 
below). Culturally sensitive counseling and educational materials should be offered and, 
when necessary, referrals provided (for example, for complications or post-traumatic 
stress disorder). The refugee should be informed that the procedure is illegal in the U.S. 

           World Health Organization Categorization of Female Genital Cutting 

Type I Partial or total removal of the clitoris (clitorectomy). 

Type II Partial or total removal of the clitoris and the labia minora, with or without 
excision of the labia majora. 

Type III Narrowing of the vaginal orifice with creation of a covering seal by cutting 
and appositioning the labia minora and/or majora (infibulation), with or 
without excision of the clitoris. 

Type IV All other harmful procedures to the female genitalia for nonmedical 
purposes (e.g., piercing, incising, pricking, scraping, and cauterization). 

 
In providing care for clients affected by FGC, health care professionals should start by 
examining their own personal attitudes towards the practice. For example, they may 
regard FGC as oppression of women, but this view is not shared by all circumcised 
women who see FGC as part of their “honor” and self-identity. Also, health care 
professionals need to be aware that in many cultures: 

 FGC is carried out with the best interest of young girls at heart, however harmful 
it may seem from a Western viewpoint. 

 It is sanctioned by the community and endorsed by loving parents in the belief 
that it will ensure their daughter’s health, chastity, hygiene, fertility, honor, and 
eligibility for marriage. 

 It is seen as “normal” to the women who are affected by it. 
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An appropriate approach to FGC should include: 
 

 Using appropriate, non-judgmental terminology when referring to FGC (consider 
refraining from using the Western term “female genital mutilation,” ask for the 
client’s own terminology for FGC or use such words as ‘cutting,’ or ‘female 
circumcision’). 

 Being sensitive to the possibility that the woman may wish to discuss issues 
associated with FGC; however, avoid raising the subject when there is no 
apparent reason to do so.  

 Consider a referral to a female doctor. 

 Reassure women that any questions relating to FGC are to do with health care, 
not the U.S. laws. 

 Avoid discussing FGC in a family consultation; it is not customary to discuss the 
topic around family members. 

 Be aware that the client may never have had a gynecological examination. 

 Be aware that pelvic examination may be difficult, painful, or impossible and 
should not be continued if it is unduly uncomfortable for the client. 

 Document findings in detail to minimize the need for repeat examinations and so 
that future needs can be anticipated and arranged. 

 Recognize that a woman may regard her genitalia as normal; she may be 
unaware that she has undergone FGC or may even deny that this is the case. 

 Recognize that women may be unaware that there are medical complications 
associated with FGC. 

 

Information/Resource Link 

U.S Department of Health and 
Human Services, Office of 
Women’s Health-Female Genital 
Cutting 

www.womenshealth.gov/publications/our-
publications/fact-sheet/female-genital-
cutting.html 
  

World Health Organization-
Female Genital Mutilation 

www.who.int/mediacentre/factsheets/fs241/en/ 
 

Ethnomed-Dysuria, Symptoms 
in Somali Girls and Women 

https://ethnomed.org/clinical/womens-
health/pearl-dysuria 
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Cultural Competency 
 

Effective communication is essential to providing quality health care, as language and cultural 
barriers can lead to serious complications and adverse outcomes. In addition to the effect the 
inability to communicate can have on client outcomes, cultural and linguistic barriers can also 
have an effect on costs by increasing inefficiencies and unnecessary testing.   

Cultural competence goes beyond cultural awareness or cultural sensitivity. The U.S. Office of 
Minority Health defines cultural competence as “the ability by health care providers and health 
care organizations to understand and respond effectively to the cultural and linguistic needs 
brought by patients to the health care encounter.” 

There are many factors that influence our feelings about various cultures: 

 
 
 
 
 
 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Physical 
 

 Dress 

 Food 

 Appearance 

 Tools 

 Buildings 

 Art 

 Books 

Personal 
 

 Religious faith 

 Education 

 Values 

 Beliefs 

 Occupation 

 Health 

 Sexual 
orientation 

 
 

 

  

  

 
 

 

  

Family

Gender roles 
Generational roles 
Socioeconomic 
status

Acceptance/rejection 
of mind-altering 
substances (for 
example,
alcohol/drugs) 

Social 
 

 Ethnic affiliation 

 Laws  

 "Right and wrong" 

 Traditions 

 Totems and taboos 

 Concepts of health and 
health care 

 Communities 

 Marriage 
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Culture, Belief, and Health-Related Needs 

There are no magic recipes for approaching patients from another culture. Each patient is 
unique. Each culture is a filter, not a lens. We all look at the world through the filter of our culture 
but also with our own eyes. 

There are sensitive issues that all health care providers and volunteers who work with people 
from other cultures should know: 

 Patient autonomy and decision making are perceived as misguided concepts in some 
cultures. Sometimes the individual or the family makes the decisions; at other times, 
they want the doctor to decide. 

 The funnel for medical information is not always the patient, but in many cases a 
designated family member, which can be confusing for health care workers and 
volunteers and interfere with health-related laws, such as the Health Insurance 
Portability and Accountability Act (HIPAA). 

 Refugees often arrive from war-torn countries. A startling percentage of refugee women 
were raped abroad. Most suffer some degree of trauma and many have no experience 
with medical exams. 

 Refugees are in particular need of sensitive services from interpreters. A high 
percentage of them suffer from post-traumatic stress disorder, depression, substance 
abuse, and histories of sexual assault, starvation, deprivation, and/or ill health in refugee 
camps. 

Other important issues that cut across many cultures: 

 A number of refugees are not literate in their own language. 

 Refugees may be suspicious of the U.S. health care system. It can bewilder them. 

 Folk healers are common, even among refugees who seek formal health care. 

 Compliance and follow up is often poor due to language and cultural barriers. 

 In many cultures, it is not considered appropriate to display emotions, while in other 
cultures it may be considered obligatory to show strong emotion about serious illness, 
even in a clinical setting where they may disturb other clients. 

 Pain medication is often poorly understood. 

 In some cultures, patients are expected to be stoic about pain and may not be honest 
when communicating about the pain they feel. They may have withdrawn or refused 
access to pain medication for immediate family members. 

 Confidentiality is critical, yet misunderstood. For this reason, it is vital to stress to the 
patient and family that all health care workers and volunteers must respect confidentiality 
(and why). 
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Folk Medicine and Remedies 

Some folk remedies can lead to cultural misunderstanding and possible charges of child neglect 
or abuse.  Health care professionals need to take special care to ascertain if practices such as 
coining and cupping are being used before child protective services is notified. For more 
information on folk medicine and remedies, please see the Internet resources on the following 
page. 

Cultural Competence: Questions for Your Program  

How does your clinic appear to clients? 

 What poster or sign is on your door? 

 In what languages are the materials in your reception area? 

 Do the images of people throughout your clinic reflect the diversity of your clients? 

 Are your patient education materials simple, attractive, and multilingual? 

How can you make your clinic more welcoming to clients from diverse cultures? 

 Order or make a multilingual "welcome" poster.  

 Post miniature flags of your clients' home countries. 

 Gather international posters and wall hangings. 

 Collect magazines in several languages. 

 Order multilingual education materials with colorful pictures. 

 Display a world map and highlight countries of origin of clients served in your clinic.  

“What is your language” materials 

“What is your language” materials include a list of languages in English and multiple languages with 
the translated statement “Point to your language” beside it. A client can point to the language 
poster/card/brochure to identify his or her language. Make sure the materials are easily accessible 
to clients. 

Do you post information stating the client's right to a free interpreter? 

Agencies that receive federal funding are required to post signage stating that any client with limited 
English proficiency has the right to an interpreter at no cost. This signage should be multilingual, 
reflecting the dominant languages spoken by area residents or by clients. 

How do staff members greet your clients? 

For a number of cultures, a business-like approach in clinical settings seems rude. Shaking hands 
may be unacceptable between men and women from some cultures. Some clients may avoid your 
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eyes to show respect for authority. For these reasons, it is important to establish a warm relationship 
yet remain sensitive to the cultural meaning of physical gestures and behavior. 

Strategies 

 Take your time! For many cultures, a first meeting in a clinical setting ideally begins with a 
pleasant conversation. It can include questions about neutral subjects, to put the client at 
ease. The goal is to establish a relationship of warmth and trust. Only then is it helpful to 
proceed to some of the delicate questions that surround health care. 

 Ask your interpreters and bilingual staff how to greet clients. Your interpreter and bilingual 
staff have a wealth of cultural knowledge. You can also consult a local ethnic group or 
resettlement agency. Acquiring cultural information can help put your clients at ease. 

 Hire bilingual orbicultural staff. Hiring qualified staff from the cultures of your clients provides 
the greatest reassurance that your organization understands and respects the cultural 
issues around health care. Acquiring such staff members also promotes trust. 

Cultural Competence in Health Care: Internet Resources  

Cultural and ethnic health profiles are valuable tools for staff and volunteers. Most are brief (a few 
pages or less) and free of charge. They provide information about the culture, language, and/or 
important health issues that affect the population. Such documents can be used as a tool to 
stimulate informal discussions among staff, volunteers, and interpreters on these complex issues.  
Cultural profiles and other information on cultural competence and overcoming linguistic and cultural 
barriers can be accessed through the websites listed below. 

 

 

Information/Resource Link 

Traditional Health Practices-
Southeast Asian Refugees 

www.ncbi.nlm.nih.gov/pmc/articles/PMC1003313/pdf/westj
med00093-0047.pdf 

Traditional Health Practices-
Somali Bantu 

http://ethnomed.org/culture/somali-bantu/somali-bantu-
refugees 

Refugee Health Information 
Network-Repository of 
Translated Materials 

http://rhin.org/ 

 

Provider’s Guide to Quality & 
Culture 

http://erc.msh.org/mainpage.cfm?file=5.0.htm&module=pro
vider&language=English 

Cultural Profiles http://ethnomed.org/culture 

Cultural Profiles http://depts.washington.edu/pfes/CultureClues.htm 
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Scope of Practice 

The following information is provided to guide public health nursing practice for 

Department of Health (Department) county health departments (CHD).   

Definition of Public Health Nursing 

• Public health nursing practice focuses on population health through 

continuous surveillance and assessment of the multiple determinants of 

health with the intent to promote health and wellness; prevent disease, 

disability, and premature death; and improve neighborhood quality of life. 

These population health priorities are addressed through identification, 

implementation, and evaluation of universal and targeted evidence-based 

programs and services that provide primary, secondary, and tertiary 

preventive interventions. Public health nursing practice emphasizes primary 

prevention with the goal of achieving health equity. (American Nurses 

Association (2013), Public Health Nursing: Scope and Standards of Practice, 

2nd edition, Silver Springs, Maryland:  www.Nursesbooks.org) 

Personnel of County Health Departments 

• Section 154.04, Florida Statutes 

(http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&

Search_String=&URL=0100-0199/0154/Sections/0154.04.html)  

• A registered nurse or licensed physician assistant working in a CHD is 

authorized to assess a patient and order medications, provided that: 
o No licensed physician is on the premises; 

o The patient is assessed and medication ordered in accordance with 

rules promulgated by the department and pursuant to a protocol 

approved by a physician who supervises the patient care activities of 

the registered nurse or licensed physician assistant; 
o The patient is being assessed by the registered nurse or licensed 

physician assistant as a part of a program approved by the 

department; and 

o The medication ordered appears on a formulary approved by the 

department and is prepackaged and prelabeled with dosage 
instructions and distributed from a source authorized under chapter 

499 to repackage and distribute drugs, which source is under the 

supervision of a consultant pharmacist employed by the department. 

(Source:  Chapter 499, Florida Statutes 

http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Sta

tute&URL=0400-0499/0499/0499ContentsIndex.html) 
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• Each CHD shall adopt written protocols which provide for supervision of the 

registered nurse or licensed physician assistant by a physician licensed 

pursuant to chapter 458 or chapter 459 and for the procedures by which 

patients may be assessed, and medications ordered and delivered, by the 

registered nurse or licensed physician assistant. Such protocols shall be 

signed by the supervising physician, the director of the county health 

department, and the registered nurse or licensed physician assistant.  

• A copy of these protocols shall be maintained in the registered nurse or 

licensed physician assistant’s personnel record at the CHD. 

Florida Nurse Practice Act and Rules of the Board of Nursing 

• Chapter 464, Florida Statutes is the Florida Nurse Practice Act 

http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&U

RL=0400-

0499/0464/0464PartIContentsIndex.html&StatuteYear=2017&Title=%2D%3

E2017%2D%3EChapter%20464%2D%3EPart%20I  

• Florida Administrative Code Rule 64B9-1 through 64B9-16 

https://www.flrules.org/  

• Located on Board of Nursing website at http://floridasnursing.gov/resources/  

Physicians Assistants (PA) Practice Protocols 

• Source:  Section 458.347, Florida Statutes, is the Regulation of Physician 

Assistants 

http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&S

earch_String=&URL=0400-0499/0458/Sections/0458.347.html  

• Florida Administrative Code Rule 64B8-3 

https://www.flrules.org/gateway/ChapterHome.asp?Chapter=64B8-30  

• A supervising physician shall delegate only tasks and procedures to the 

physician assistant which are within the supervising physician’s scope of 

practice. Furthermore, the supervising physician must be certain that the 

physician assistant is knowledgeable and skilled in performing the tasks and 

procedures assigned.  

Advanced Registered Nurse Practitioners (ARNP) Practice Protocols 

• Source:  Chapter 464, Florida Statutes is the Florida Nurse Practice Act 

http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&U

RL=0400-

0499/0464/0464PartIContentsIndex.html&StatuteYear=2017&Title=%2D%3

E2017%2D%3EChapter%20464%2D%3EPart%20I 
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• Source:  House Bill 543 became effective June 23, 2017 

http://www.myfloridahouse.gov/Sections/Bills/billsdetail.aspx?BillId=57169 

o This bill requires that an established protocol be maintained at the 

location or locations at which the ARNP practices. It also removes the 

requirement that the Board of Nursing review protocols. 

• ARNPs must practice within the limits of their approved, written and signed 

protocols for collaborating practice agreements between the ARNP and a 

Florida-licensed physician. ARNPs may have authority within their approved 

medical protocols to dispense certain drugs.  

• A copy of these protocols shall be maintained in the ARNP’s personnel record 

at the CHD. 

Registered Nurse (RN) 

• Source:  Chapter 464, Florida Statutes is the Florida Nurse Practice Act 
http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&U

RL=0400-

0499/0464/0464PartIContentsIndex.html&StatuteYear=2017&Title=%2D%3

E2017%2D%3EChapter%20464%2D%3EPart%20I 

• Florida Administrative Code Rule 6A-6.024(1) 
https://www.flrules.org/gateway/RuleNo.asp?title=SPECIAL PROGRAMS 

I&ID=6A-6.024    

• “Practice of professional nursing” means the performance of those acts 

requiring substantial specialized knowledge, judgment, and nursing skill 

based upon applied principles of psychological, biological, physical, and social 
sciences which shall include, but not be limited to: 

o (a) The observation, assessment, nursing diagnosis, planning, 

intervention, and evaluation of care; health teaching and counseling of 

the ill, injured, or infirm; and the promotion of wellness, maintenance 

of health, and prevention of illness of others. 

o (b) The administration of medications and treatments as prescribed 
or authorized by a duly licensed practitioner authorized by the laws of 

this state to prescribe such medications and treatments. 

o (c) The supervision and teaching of other personnel in the theory 

and performance of any of the acts described in this subsection. 

• School health physical examinations - Any health professional who is licensed 
in Florida or in the state where the student resided at the time of the health 

examination and who is authorized to perform a general health examination 

under such licensure shall be acceptable to certify that health examinations 

have been completed. CHD should check with school board to determine 

acceptable health professionals.  
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Licensed Practical Nurse (LPN) 

• Source:  Chapter 464, Florida Statutes is the Florida Nurse Practice Act 

http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&U

RL=0400-

0499/0464/0464PartIContentsIndex.html&StatuteYear=2017&Title=%2D%3

E2017%2D%3EChapter%20464%2D%3EPart%20I 

• Source:  DOHP 395-1-12, Public Health Pharmacy Policies and Procedures for 

CHDs provides guidance: 

https://floridahealth.sharepoint.com/sites/EMERGENCYPREPAREDNESS/Polici

es/DOHP_395-1-

12_Public%20Health%20Pharmacy%20PP%20for%20CHDs.pdf  

• “Practice of practical nursing” means the performance of selected acts, 

including the administration of treatments and medications, in the care of the 

ill, injured, or infirm; the promotion of wellness, maintenance of health, and 

prevention of illness of others under the direction of a registered nurse, a 

licensed physician, a licensed osteopathic physician, a licensed podiatric 

physician, or a licensed dentist; and the teaching of general principles of 

health and wellness to the public and to students other than nursing 

students. A practical nurse is responsible and accountable for making 

decisions that are based upon the individual’s educational preparation and 

experience in nursing. 

• The definition for “practice of practical nursing” does not include a nursing 

assessment. The RN may delegate portions of the nursing assessment to the 

LPN as appropriate for their level of skill and ability, e.g. vital signs, weights 

and measures. 

• A LPN cannot provide unsupervised issuance when a physician, ARNP/RN or 

PA are not on the premises. 

 

Medical Assistant (MA)  

• Source: Section 458.3485, Florida Statutes 

http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&S

earch_String=&URL=0400-0499/0458/Sections/0458.3485.html  

• A medical assistant is not a licensed profession. A MA is a professionally 

multi-skilled person who assists in limited aspects of medical practice under 

the direct supervision and responsibility of a physician. These limited tasks 

include assisting with: patient care management, administrative and clinical 

procedures, and managerial and supervisory functions. Competence in the 

field also requires that a medical assistant adhere to ethical and legal 

standards of professional practice, recognize and respond to emergencies, 
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and demonstrate professional characteristics. Under the direct supervision 

and responsibility of a licensed physician, a medical assistant may undertake 

the following duties: 

o Performing Clinical Procedures, to include: 

▪ Performing aseptic procedures. 

▪ Taking vital signs. 

▪ Preparing patients for the physician’s care. 

▪ Performing venipunctures and non-intravenous injections. 

▪ Observing and reporting patients’ signs or symptoms. 

o Administering basic first aid. 

o Assisting with patient examination or treatments. 

o Operating office medical equipment. 

o Collecting routine laboratory specimens as directed by the physician. 

o Administering medication as directed by the physician. 

o Performing basic laboratory procedures. 

o Performing office procedures including all general administrative duties 

required by the physician. 

o Performing dialysis procedures, including home dialysis. 

• Medicare defines direct supervision as “In the physician office, the 

supervising physician must be in the office suite and immediately available to 

furnish assistance and direction throughout the procedure’s performance.” 

(https://www.aapc.com/blog/26162-understand-medicare-physician-

supervision-requirements/)  

• An ARNP or RN cannot supervise a medical assistant. 

Issuance 

• Source:  DOHP 395-1, Public Health Pharmacy Policies and Procedures for 

CHDs provides guidance: 

https://floridahealth.sharepoint.com/sites/EMERGENCYPREPAREDNESS/Policies/DOH

P%20395-1-

18%20Public%20Health%20Pharmacy%20Policies%20and%20Procedure%20for%20C

HDs.pdf   

• A registered nurse is permitted, by written protocol, to perform patient 

assessments, order, and issue (not dispense) medications when certain 

conditions exist. This is usually done when there is no physician on the 

premises. Condition requires written medical protocols and compliance with 

an approved Department issuance formulary (section 154.04, Florida 

Statutes) 

• The list of medications is approved by the Department of Health Pharmacy 

and Therapeutics Committee and State Surgeon General. 
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• A registered nurse or licensed physician assistant may issue medications 

approved from this list, representing the written protocol of a licensed 

physician. The protocols shall be reviewed at least every three years and 

each time there is a change in supervision physician and/or CHD 

Director/Administrator.  

• Repackaged pharmaceuticals used in the Issuance Program must be procured 

from the Central Pharmacy. 

• The repackaged drug products at the Central Pharmacy are primarily 

intended for use in the Issuance Program. They may also be used as starter 

packs for program drugs (e.g., Family Planning, Insulin, TB, STD) to cover 

the time interval between the submission of a prescription the Central 

Pharmacy for filling and the prescription’s arrival at the CHD. Repackaged 

medication from the Central Pharmacy should not be used for the continued 

filling of a client’s prescription(s).  

Credentialed Nurse 

• Source:  DOHP 425-3, Credentialing Professional Registered Nurses to 

Perform Health Assessments 

(https://floridahealth.sharepoint.com/sites/COUNTYHEALTHSYSTEMS/Policies/DOHP

%20425-3_CredPRNPerfNHA.pdf)  

• A credentialed registered nurse in the CHD has advanced their scope of 

practice to perform nursing health assessments for adult health screenings, 

and Child Health Check-Up screenings. The RN will complete health 

assessments under the supervision of high-level practitioners through yearly 

credentialing based on annual performance evaluations that certify continued 

competence in nursing health assessment. 

• The medical record of a credentialed RN must be signed by the supervising 

physician if requested by the third party payer.  

• For Credentialing of a Sexually Transmitted Disease (STD) Registered Nurse, 

refer to IOP 360-22.   

 

Standard of Care Protocols (RN Protocols) 

• Developed by categorical programs as guideline for provision of CHD RN 

services under indirect physician supervision for billable Medicaid 

encounters. Conditions require specific guidelines, signature and annual 

review. 

• Protocols must be signed and dated by supervising physician, CHD 

Director/Administrator, nursing director and registered nurse working under 

the protocol. A copy of these protocols shall be maintained in the registered 

nurse’s personnel record at the CHD. 
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• RNs working under RN protocols do not need their patients’ medical records 

signed by the supervising physician.  

• LPNs cannot practice under RN protocols. 

 

Medicaid Guidelines 

• Source:  Florida Administrative Code Rule 59G-1.010 

http://ahca.myflorida.com/medicaid/review/General/59G_1010_Definitions.p

df  

• Supervision means directing and being fully legally responsible for the 

actions of another person. 

• Direct supervision means face-to-face supervision during the time the 

services are being furnished. 

• Personal supervision means that the services are furnished while the 

supervising practitioner is in the building and that the supervising 

practitioner signs and dates the medical records (chart) within 24 hours of 

the provision of the service. 

• Indirect physician supervision means services rendered by an RN must be 

under indirect physician supervision. The supervising physician must be 

available at all times in person or by direct telecommunication.  

• Services provided by a RN when working under protocol may be reimbursed 

by Medicaid. The CHD bills with its clinic services group provider number. The 

supervising physician’s provider number must be entered in item 24J on the 

CMS-1500 claim form.  

• Reimbursable services rendered by a LPN are limited to immunizations. Other 

services are not reimbursable even when cosigned by a higher level licensed 

health care professional. 

Medicaid Managed Care Plans 

• Source:  AHCA Contract No. FP####, Attachment II, Exhibit II-A, Effective 

06/01/07, Pages 59-60 

http://ahca.myflorida.com/Medicaid/statewide_mc/pdf/Contracts/2017-06-

01/EXHIBIT_II-A_Managed_Medical_Assistance_(MMA)_Program_2017-06-

01.pdf  

• The Managed Care Plan shall authorize all claims from a CHD, a migrant 

health center funded in Section 329 of the Public Health Services Act or a 

community health center funded under Section 330 of the Public Health 

Services Act, without prior authorization for the services listed below. 

o The diagnosis and treatment of sexually transmitted diseases and 

other reportable infectious diseases, such as tuberculosis and HIV; 

o The provision of immunizations; 
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o Family planning services and related pharmaceuticals; 

o School health services listed in a, b, and c above [CHDs, migrant 

health center or community health center], and for the services 

rendered an urgent basis by such provisions; and 

o In the event that a vaccine preventable disease emergency is 

declared, the Managed Care Plan shall authorize claims from the CHD 

for the cost of the administration of vaccines. 

 

Signature and Effective Date: 

 

____Signature on File_______________    ____________________ 

Marsha Lindeman, ARNP, MSN     Date 

Statewide Public Health Nursing Director 

 

____ Signature on File_______________    ____________________ 

Kelli T. Wells, MD       Date 
Deputy Secretary for Health 

 

_____ Signature on File______________    ____________________ 

Celeste Philip, MD, MPH      Date 

Surgeon General and Secretary 
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Appendix A 
Sample Certificate for Initial Credentialing 

 

 
 
This is to certify that ______________________________ has satisfactorily completed the 
didactic training in Nursing Health Assessment that includes:   
 

• Health History and Database 

• Psychosocial Assessment 

• Skills of Inspection, Palpation, Percussions, and Auscultation 

• Review of Body Systems 

• Recognition of Abnormal Findings 

• Recording of Findings 
 
 On the ___________ day of _________________________ 20 ____ 
 
Signature:  _______________________________ Signature: __________________________ 
  CHD Director/Administrator   Employee 
 
 
Signature:  _______________________________ 
  Supervising Physician 
 
 
This is to certify that ______________________________ has satisfactorily completed the 
supervised practicum in Nursing Health Assessment. 
 
 On the ___________ day of _________________________ 20 ____ 
 
Signature:  _______________________________ Signature: __________________________ 
        CHD Director/Administrator        Employee 
 
 
Signature:  _______________________________ 
        Supervising Physician 
 
 
This is to certify that ______________________________ has satisfactorily completed the 
requirements to be credentialed to perform Nursing Health Assessments on CHD clients. Adult 
and pediatric clients may be assessed and the following medications ordered and delivered:  
___________________________________________________________________________. 
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Course Title:  ________________________________________________________________ 
 
 On the ___________ day of _________________________ 20 ____ 
 
Signature:  _______________________________ Signature: __________________________ 
        CHD Director/Administrator        Employee 
 
 
Signature:  _______________________________ 
        Supervising Physician 
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Appendix B 
Example Sample Biennial  Credentialing 

 

 
 
This is to certify that ______________________________ has satisfactorily completed the 
biennial  requirement of four supervised Nursing Health Assessments for adult clients and four 
supervised nursing health assessments for pediatric clients. 
 
The following medications may be ordered and delivered:  
_________________________________. 
 
 On the ___________ day of _________________________ 20 ____ 
 
Signature:  _______________________________ Signature: __________________________ 
        CHD Administrator/Director        Employee 
 
Signature:  _______________________________ 
       Supervising Physician 
 
 
This is to certify that ______________________________ continues to meet the credentialing 
requirements to perform Nursing Health Assessments on department CHD clients. 
 
Course Title:  ________________________________________________________________ 
 
 On the ___________ day of _________________________ 20 ____ 
 
Signature:  _______________________________ Signature: __________________________ 
       CHD Administrator/Director        Employee 
 
 
Signature:  _______________________________ 
       Supervising Physician 
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Attachment L

CPT CODE CPT Code LAB SERVICES

99381 / 99391

81000, 81001, 

81002, 81003, 

81005 Urinalysis         A         N

99382 / 99392 81025/84703 Pregnancy Test     Pos     Neg

99383 / 99393 Currently Pregnant?        Y       N

99384 / 99394 Currently Breast Feeding?        Y        N

99385 / 99395 85025 CBC w/differential        A         N

99386 / 99396 80053 Comprehensive Metabolic Panel        A         N

99387 / 99397 83655 Lead Testing (6 mths-16 years old)        A         N

RESULTS 83540 Assay of Iron (6 mths-6years old)        A         N

 Y          N 86580 Tuberculin Skin Test( TST) Implant____Reading____        A         N

Height/Weight/BMI (CDC guidelines)*  L       N        H 86480   86481 IGRA-QFT TB Gold Test or TSpot TB Tst        A            N

Blood Pressure (≥3 years old)*  L        N        H 87209   87177 Stain/Smear, Ova & Parasites (x2) A N

Nutritional Status*  A           N

86682 *Write 

test name on lab 

requisition  Strongyloides Angibody IGG A N

Oral Health Screening*  A           N

86682 *Write 

test name on lab 

requisition Shistosoma Antibody IGG A N

Visual Acuity (Snellen Chart or equiv. for children)*  A           N 87491   87591 Chlamydia/Gonorrhea RNA, TMA      Pos      Neg

Hearing (Whisper Test)*  A           N 87389 HIV-1/HIV-2 single result, antibody      Pos      Neg

Eyes/Ears/Nose/Throat*  A           N 86592    86593 Syphilis RPR Monitor/Reflex Test        A          N

Chest/Lungs/Heart*  A           N 86708 Hepatitis A antibody (HAV) A N

Abdomen Palpation (masses and/or pain)*  A           N 86704 Hepatitis B core antibody (HBcAb)                               Pos  Neg

86706 Hepatitis B surface antibody (HBsAb)      Pos  Neg

87340 Hepatitis B surface antigen (HBsAg)      Pos  Neg

 Y           N 86803 Hepatitis C antibody (Anti-HCV)      Pos      Neg

General Health Education*  Y           N 86787 Varicella Zoster antibody

 Y           N 86762 Rubella Antibody Pos Neg

86765 Rubeola Antibody Pos Neg

86735 Mumps Antibody Pos Neg

CPT CODE

               Extended Services                                  

(Clinically Indicated/Based on Risk) RESULTS 

99211

Minimal Office Visit (Must be a different date of 

service than physical exam)        Vaccine Type                                        CPT Cdes Diag. Cdes Adult.Children

71010 Chest X-ray (Frontal)  A           N 90700Dipht,Teta,Petu (DTaP) Z23

71020 Chest X-ray (PA & Lateral)  A           N 90715Teta,Diphth,Petu (TDaP) Z23

86780 Syphilis confirmatory Pos        Neg 90707MMR Z23

86701   87535 HIV Confirmatory: Genius and NAT Pos        Neg 90713Inactivated Poliovirus IPV Z23

87086 Urine Culture 90645Hemophilus Influenza (Hib) Z23

90732Pneumococcal(PCV/PPV) Z23

90734Meningococcal (MPSV4/MCV4) Z23

90620/90621Meningococcal B Z23

Human Papillomavirus (HPV9)     90651/90649 Z23

90746Hepatitis B Z23

90632Hepatitis A Z23

90636Hepatitis A&B Z23

90714TD Z23

90716Varicella Z23

90680/90681Rotavirus (Rotateq/Rotarix) Z23

90736Zoster (Shingles) Z23

90698Dtap-Hib-IPV        (Pentacel) Z23

RESULTS

Refugee Health Assessment Program

RESULTS:          

A=Abnormal          

N=Normal    

I=Indetermine                   

Pos=Positive  

Medical Record #

DATE:

Initial Physical Exam (40-64 years) / Periodic Physical Exam (40-64 years)

Initial Physical Exam (65 + years) / Periodic Physical Exam (65+ years)

Initial Physical Exam (5-11 years) / Periodic Physical Exam (5-11 years)

IMMUNIZATIONS

Initial Physical Exam (12-17 years) / Periodic Physical Exam (12-17 years)

Initial Physical Exam (18-39 years) / Periodic Physical Exam (18-39 years)

SERVICE DESCRIPTION

* Required for reimbursement

Medical History & Overseas Med. Exam Review (if Applicable)*

Mental Health Assessment*

3.- Service Provider                 

DEMOGRAPHICS

4.- Service Provider               

Physical Examination                                                                           

Pos            Neg 

Postural Assessment*

Initial Physical Exam (<1 year) / Periodic Physical Exam (<1 year)

Domestic Violence

 A           N

SITE:

Initial Physical Exam (1-4 years) / Periodic Physical Exam (1-4 years)

6.- Service Provider                 

5.- Service Provider

PROVIDERS

Last Name, First Name                                                                               DOB                                                                                                                                       

LABEL

  PC 18       SUPERBILL

1.- BILLING PROVIDER

2.- Service Provider
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Program Description and Definition 

County health department staff provide health services to eligible refugees.  Staff must evaluate refugees for health conditions 

that require follow-up care and treatment via the Refugee Health Assessment.  Non-eligible clients should have services coded 

to PC 29 or PC 37 and employee time spent providing those services should be coded to these alternate program components 

as well. 

HMC Codes 

 

 

 

 

 

Service Description Code Notes 

Refugee Health Assessment- 
Initiated 

Use this code to document the start of the Refugee 
Health Assessment 

5550 *You must code to one of the following age-
appropriate CPT codes :99381 – 99387 

Refugee Health Assessment- 
In Progress 

Use this code to document the continuation of the 
Refugee Health Assessment 

5551 *You must code to one of the following age-
appropriate CPT codes :99391 - 99397 

Refugee Health Assessment- 
Completed 

Use this code to document the completion of the 
Refugee Health Assessment 

5552 *You must code to one of the following age-
appropriate CPT codes: 99391 - 99397 

Refugee Health Assessment- 
Transfer 
 
*formerly entitled “Follow-
Up” 

Use this code to document the continuation of refugee 
health assessment services when the health 
assessment was already initiated at another CHD or 
outside provider; however, the health assessment is 
not completed in this visit.   

5553 *The first visit for a client who has transferred 

is 5553 and the second visit, during which the 

assessment is completed, is 5552.  

*You must code to one of the following age 

appropriate CPT codes 99391-99397  

This code should not be used for clients who 
completed the refugee health assessment at 
another CHD or outside provider and only need 
immunization services. *See HMC 
immunization-only visit description 

Post Refugee Health 

Assessment- Minimal Visit 

 

Use this code to document a minimal office visit when 

the refugee health assessment has previously been 

coded as completed; however, extended services, 

referrals, or other interventions are needed for 

continuity of care. 

5554 

 

*This code should be used when applicable, 

according to RHP guidelines and DOH policies.  

*CPT code 99211 should be used in 
conjunction with this visit. 

Refugee Health 

Immunization-Only Visit 

 

Use this code to document assessment, counseling, and 
administration of immunizations to eligible refugee 
clients once the refugee health assessment has been 
completed.  
 

 
5555 

 

*This code is to designate an immunization-
only visit and should be coded with 
appropriate immunization product-specific 
CPT codes, following ACIP guidelines.  
 
*This code is appropriate for eligible clients, 
regardless of where they completed the 
refugee health assessment, as long as 
immunizations are initiated within one year of 
arrival. HMS should reflect appropriate 
documentation for a refugee health 
assessment which was completed within eight 
months from the date of arrival. 
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Codes for Unscreened Clients 

 

 

Service Code 
Eligibility Determination 9030 

Case Management 9010 

Nutrition Assessment R001 

Psychosocial Counseling/Mental Health R002 

Parenting Education & Support R003 

Childbirth Education R004 

Breastfeeding Education & Support R005 

Interconnectional Counseling & Education R006 

Women, Infant & Children Nutritional (WIC) R007 

Food Resources R008 

Housing Assistance R009 

Child Protection System R010 

Healthy Families Florida Department of Health R011 

Adult Education R012 

General Education Degree (GED) R013 

Other Educational Resources R014 

Sexually Transmitted Disease (STD) R015 

Long-Term Mental Health Services R016 

Economic Self Sufficiency Services R017 

Transportation Services R018 

Medicaid Referral R019 

Child Support Enforcement R020 

Daycare Resources R021 

Domestic Violence R022 

Family Planning R023 

Dental Health Clinics R033 

Home Visiting Program Services R034 

Linguistics Services R038 

Primary Care Services R041 

Communicable Diseases R044* 

Vision/Hearing  R045* 

OBGYN R046* 

Pediatrics R047* 

Disability Services R048* 

Other Referrals R999 

Service Description Code 

Attempt to Contact This code can be used by refugee health clinical or clerical staff to document an attempt to contact a 
refugee client for services.   

3103 

Decline Services This code can be used by refugee health clinical or clerical staff to document when a refugee client 
verbally declined or refused services. 

3110 

Unable to Locate This code can be used by refugee health clinical or clerical staff to document the inability to reach a 
refugee client for service after three attempts by letter or phone have been completed. 

3114 

No Show This code can be used by refugee health clinical or clerical staff to document a refugee client not 
attending a confirmed refugee health assessment appointment. 

3116 

Insufficient Address This code can be used by refugee health clinical or clerical staff to document return- to -sender letters 
that have be sent to refugee clients to initiate services. 

3117 

Moved This code can be used by refugee health clinical or clerical staff to document the confirmation that a 
refugee client has moved outside the CHD catchment area for services. 

3118 

Referral Codes 
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CPT Codes 

 

 

Lab Tests/Preventive Health 

CPT Code Service Description 

71010 Chest x-ray, frontal 

71020 Chest x-ray, PA and lateral 

80047 Basic metabolic panel 

80048 Basic metabolic panel 

80053 Comprehensive metabolic panel  

81000 Urinalysis  

81001 Urinalysis 

81002 Urinalysis 

81003 Urinalysis 

81005 Urinalysis 

81025, 84703 Urine pregnancy test 

82728 Assay of ferritin 

83540 Assay of iron  

83550 Iron total and IBC 

83655 Assay of lead 

84702 Chorionic gonadotropin assay, quantitative 

84703 Chorionic gonadotropin assay, qualitative 

85025 Complete CBC w/ WBC differential 

85046 Reticulocyte/Hgb concentrate 

86480 TB test cell 3mmune measure [IGRA] 

86481 TB ag response t-cell susp [IGRA] 

86580 TST/PPD reading 

86592 Syphilis test non-treponemal [VDRL or RPR] 

86593 Syphilis test non-treponemal, quantitative  

86658 Enterovirus antibody  

86682 Helminth antibody 

86682 Strongyloides Angibody IGG 

86682 Shistosoma Antibody IGG 

87389 HIV-1/HIV-2 4th generation antibody 

86701, 87535 HIV confirmatory test, antibody 

86708 Hepatitis A antibody total 

86704 Hepatitis B core antibody total 

86706 Hepatitis B surface antibody  

87340 Hepatitis B surface antigen EIA  

86803 Hepatitis C antibody 

History & Physical Exam 
CPT Code Service Description 

99381 / 99391 PHY INITIAL EVAL UNDER AGE 1 / PERIODIC PHYSICAL EXAM UNDER AGE 1 

99382 / 99392 PHY INITIAL EVAL AGE 1-4 / PERIODIC PHYSICAL EXAM AGE 1-4 

99383 / 99393 PHY INITIAL EVAL AGE 5-11 / PERIODIC PHYSICAL EXAM AGE 5-11 

99384 / 99394 PHY INITIAL EVAL AGE 12-17 / PERIODIC PHYSICAL EXAM AGE 12-17 

99385 / 99395 PHY INITIAL EVAL AGE 18-39 / PERIODIC PHYSICAL EXAM AGE 18-39 

99386 / 99396 PHY INITIAL EVAL AGE 40-64 / PERIODIC PHYSICAL EXAM AGE 40-64 

99387 / 99397 PHY INITIAL EVAL OVER 65 / PERIODIC PHYSICAL EXAM OVER 65 

99211 Nurse Visit 

99213 Office/Outpatient visit 
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87522 Hepatitis C antibody confirmatory 

86735 Mumps antibody   

86762 Rubella antibody   

86765 Rubeola antibody   

86774 Tetanus antibody 

86767 Varicella-zoster antibody   

86780 Syphilis confirmatory 

86787 Varicella-zoster antibody 

87086 Routine urine culture 

87110 Chlamydia culture 

87177 Ova and parasites smear 

87207 Parasite blood smear 

87209 Ova/parasites stain 

87270 Chlamydia DFA 

87320 Chlamydia EIA 

87491 Chlamydia and gonorrhea DNA amplification probe  

87591 Gonorrhea  

87810  Chlamydia immunoassay 

**Please choose only one CPT code** 

 

CPT Codes (Continued) 

Immunization 
CPT Code Service Description 

90620 Meningococcal recombinant protein and outer membrane vesicle vaccine 

90621 Meningococcal recombinant lipoprotein vaccine, Serogroup B, 2 or 3 dose schedule, for 
intramuscular use  

90632 Hepatitis A vaccine, adult dosage 

90633 Hepatitis A vaccine, pediatric/adolescent  

90634 Hepatitis A vaccine, pediatric/adolescent dosage-3 dose schedule, for intramuscular use 

90636 Hepatitis A and hepatitis B (HepA-HepB) 

90645 “Haemphilus influenza” b vaccine (Hib), HbOC conjugate (4 dose schedule), for intramuscular use 

90646 “Haemphilus influenza” b vaccine (Hib), PRP-D conjugate, for booster use only, intramuscular use 

90647 “Haemphilus influenza” b vaccine (Hib), PRP-OMP conjugate (3 dose schedule), for intramuscular use 

90648 “Haemophilus influenza” b vaccine (Hib) 

90649 “Haemophilus influenza” b vaccine (Hib) 

90650 Human papilloma virus (HPV) vaccine, types 16, 18, bivalent, 3 dose schedule, for intramuscular use 

90651 HPV vaccine non valent IM 

90669 Pneumococcal conjugate vaccine, 7 valent, for intramuscular use 

90670 Pneumococcal conjugate vaccine, 13 valent, for intramuscular use 

90680/90681 Rotavirus vaccine 

90696 Diphtheria, tetanus toxoids, acellular pertussis vaccine and poliovirus vaccine, inactivated (DTaP-IPV) 

90698 Diphtheria, tetanus toxoids, and acellular pertussis vaccine, Haemophilus influenza Type B, and 
poliovirus vaccine, inactivated (DTaP - Hib - IPV) 

90700 Diphtheria, tetanus toxoids, and acellular pertussis vaccine (DTaP) 

90702 Diphtheria and tetanus toxoids (DT) adsorbed when administered to individuals younger than 7 
years, for intramuscular use 

90703 Tetanus toxoid adsorbed, for intramuscular use 

90704 Mumps virus vaccine, live, for subcutaneous use 

90705 Measles virus vaccine, live, for subcutaneous use 

90706 Rubella virus vaccine, live, for subcutaneous use 
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90707 Measles, mumps and rubella virus vaccine (MMR), live 

90708 Measles and rubella virus vaccine, live, for subcutaneous use 

90710 Measles, mumps, rubella, and varicella vaccine (MMRV), live, for subcutaneous use 

90713 Poliovirus vaccine, inactivated, (IPV) 

90714 Tetanus and diphtheria toxoids (Td) 

90715 Tetanus, diphtheria toxoids and acellular pertussis vaccine (Tdap) 

90716 Varicella virus vaccine, live 

90718 Tetanus and diphtheria toxoids (TD) absorbed, greater than 7, IMM use 

90720 Diphtheria, tetanus toxoids, and whole- cell pertussis vaccine and Haemphilus influenza B vaccine 
(DTP-Hib), for intramuscular use 

90721 Diphtheria, tetanus toxoids, and acellular pertussis vaccine and Haemphilus influenza B vaccine 
(DtaP-Hib), for intramuscular use 

90723 Diphtheria, tetanus toxoids, acellular pertussis vaccine, hepatitis B, and poliovirus vaccine, 
inactivated (DTaP-HepB-IPV) 

90732 Pneumococcal polysaccharide vaccine, 23-valent, adult or immunosuppressed patient dosage, for 
use in individuals 2 years or older, for subcutaneous or intramuscular use 

90733 Meningococcal, polysaccharide vaccine (any group(s)), for subcutaneous use 

90734 Meningococcal conjugate vaccine, serogroups A, C, Y and W-135 (tetravalent), for intramuscular use 

90736 Zoster (shingles) vaccine, live, for subcutaneous injection 

90743 Hepatitis B vaccine, adolescent (2 dose schedule), for intramuscular use 

90744 Hepatitis B vaccine, pediatric/adolescent  

90746 Hepatitis B vaccine, adult dosage, for intramuscular use 

90747 Hepatitis B vaccine, dialysis or immunosuppressed patient dosage (4 dose schedule), for 
intramuscular use 

90748 Hepatitis B and Haemphilus influenza b vaccine (HepB-Hib), for intramuscular use 

 

 

 

123



Mission: 

To protect, promote & improve the health 
of all people in Florida through integrated 
state, county & community efforts. 

 

Rick Scott 

Governor 
 

Celeste Philip, MD, MPH 

Surgeon General and Secretary 

Vision: To be the Healthiest State in the Nation 

 

  

Florida Department of Health 

Division of Epidemiology • Bureau of Communicable Disease 
CHD Address 
PHONE: XXX/XXX-XXXX • FAX XXX/XXX-XXXX  

 

 Refugee Health Program  
Referral Form 

 
You have been referred to a provider or program for additional or specialized services. Please bring this form to 
the appointment as it may contain information about the reason for the referral. Instructions regarding how to 
schedule this referral appointment should have been discussed during your visit at the Refugee Health Program 
(RHP); however, if you have any questions or need clarification, contact the Refugee Health Program at (XXX) 
XXX-XXXX. If a referral appointment was made for you, the information will be written below.   

 

Client’s Name 

Parent/Guardian Name: (if applicable)  

 
Telephone Number: 

Referred to: (select a program or provider) 
 
TB    Dental    OB/GYN    PCP    WIC    Vision    Hearing    Pediatric PCP     
Family Planning    Mental Health    Communicable Diseases     Other    Specify: ____________________________ 
 
Information for above program or provider was given and client informed to schedule their own appointment   
A referral appointment was scheduled for the client per the information below    
Client signed Release of Information form     
 
Program or Provider:  ________________________  Appointment Date: ____________  Appointment Time: ___________ 
 
Location:  ___________________________________________________________________________________________ 
 

Detailed Referral Instructions for Client: 

 
BP: ________  Weight: ________  Height: ________  BMI: ________  LMP: ________  UPT: ________  Allergies: ________   
 

From: (name of person making referral) Title: Telephone number: (of local RHP) 
 

Address: (of local RHP) 
 

Reason for Referral/Notes to Referral Provider or Program:  
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National Tuberculosis Nurse Coalition (NTNC)
National Tuberculosis Controllers Association (NTCA) 

Interjurisdictional TB Notification (IJN) Form

Active/Suspect TB - See Section 1

TB Contact - See Section 2

Class A/B - See Section 3

TB Infection - See Section 4

Type of Referral:

Date 
IJN Form Sent

Follow Up  
Requested

Date of Expected Arrival

Name

Phone

Jurisdiction

Fax

Location

Return Follow-Up Form To:

City

Name

Name

County

Phone

Phone

Phone

State

Fax

Fax

Fax

Location

Location

Person 
Completing Form

Email

Referring Jurisdiction Information:

Form Sent to:

www.tbcontrollers.org/resources/interjurisdictional-transfers       Revision: May 2015

Country of Birth

#/St/Apt

HispanicSex Race/Ethnicity

Alternate 
Contact Name Phone

Phone 1 Type Type

Primary Language

City Zip

Phone 2

Email

Interpreter Needed?

Referred Person’s Information:

New Address:

Last Name First Name Middle  
Initial

AKA 

DOB

State

Online directory of state and big city TB programs: 
www.tbcontrollers.org /community/statecityterritory/

125

hudsonax
Typewritten Text
      Attachment O

www.tbcontrollers.org/resources/interjurisdictional
www.tbcontrollers.org/community/statecityterritory/


Interjurisdictional TB Notification Form (IJN)

Referred 
Person’s Name DOB

www.tbcontrollers.org/resources/interjurisdictional-transfers       Revision: May 2015

Site of Disease

RVCT Number

Classification

Date of  
Last Exposure

TST/IGRA

Initial TB test

8 -12 week 
post exposure

US Radiology

Date

Date

Sputa

Results: attach results

Results: attach results

TST/IGRARVCT

TST/IGRA

Radiology

Radiology

Smear(s)

Sputa

NAAT Culture(s)/Pathology

Treatment Status

Treatment 
Status

Treatment 
Status

Radiology Treatment Status

DST/Mutation 
Analysis

SECTION 1: Active/Suspect TB Disease

SECTION 2: TB Contact Investigation

SECTION 3: Immigrants & Refugees - Class A/B

SECTION 4: TB Infection - Non-Contact of Class A/B

Most Recent Respiratory Smear

Alien #

Contact Priority

TST mm

TST mm

Submitted for 
Genotyping

Most Recent Respiratory Culture

EDN Transfer Complete

Gentype

Results Attached: 

Results Attached: Please attach all applicable results
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Interjurisdictional TB Notification Form (IJN)

Date Started

Date Started

Date Started

Date Started

Date Started

Date Started

# of doses given for travel

www.tbcontrollers.org/resources/interjurisdictional-transfers       Revision: May 2015

Current Treatment Summary for:

Drug

Drug

Drug

Drug

Drug

Drug

Estimated Date 
of Completion

Prescription 
Given

Side Effects or Adherence Problems

Note: This form contains confidential patient information. Please comply with HIPAA regulations when sending this form.

Dosage

Dosage

Dosage

Dosage

Dosage

Dosage

Last DOT dose administered on:

Therapy
Admin

Therapy
Admin

Therapy
Admin

Therapy
Admin

Therapy
Admin

Therapy
Admin

SECTION 5: TB Treatment Summary

Comments:

MAR/DOT  
Log Attached

Referred 
Person’s Name DOB
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Treatment Schedules for Presumptive Parasitic Infections for U.S.-Bound Refugees, Administered by IOMa—February 

2017 

Region Country of Processing Principal Refugee Groups  Presumptive Parasite 
Treatment for Eligible 
Refugeesb 

Special Notes 

Africa 

Chad Central African Republic; 
Sudanese Darfuri 

Albendazole  
Praziquantel  
Artemether-lumefantrine 

 Ivermectin is not 
administered to 
refugees who have 
resided or traveled in 
Loa loa-endemic 
countries due to risk of 
encephalopathy 
associated with 
ivermectin treatment in 
a person with Loa loa 
infection. See list of Loa 
loa-endemic countries.c  

Burundi, Djibouti, Ethiopia, Kenya, 

Rwanda, South Africa, Tanzania, 

Uganda, others 

Somali; Congolese; 
Ethiopian; Eritrean; 
Sudanese (other than 
Sudanese Darfuri); South 
Sudanese 

Albendazole 
Praziquantel 
Ivermectin 
Artemether-lumefantrine 

 Of note, refugees of 
Congolese or South 
Sudanese origin who 
resided or traveled in 
Democratic Republic of 
Congo (DRC) or South 
Sudan do NOT receive 
ivermectin. However, 
children of Congolese 
or South Sudanese 
origin who were born in 
the camps in non Loa 
loa-endemic countries 
and have not resided or 
traveled in DRC or 
South Sudan are 
(usually) treated with 
ivermectin.  
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 Only refugees from 
sub-Saharan Africa 
receive artemether-
lumefantrine. 

Asia 

Malaysia, Nepal, Pakistan, Thailand Burma/Myanmar origin 
(Karen, Karenni, Kachin, 
Rohingya);  
Bhutanese; other 

Albendazole 
Ivermectin 

 

Indonesia, Sri Lanka Multiple Albendazole   

Middle East 

Egypt Iraqi; Syrian  
 

Albendazole 
Ivermectin  

 

Iraq, Jordan 

Lebanon, Turkey Multiple None  

Europe 
Austria, Malta, Moldova, Russia, 
Ukraine 

Multiple None  

Americas 
Cuba, Ecuador, El Salvador, 
Guatemala, Honduras 

Cuban; Colombian; 
Salvadoran; Guatemalan; 
Honduran  

None  

 
a Information provided by the International Organization for Migration (IOM) during required overseas refugee medical exam. 

b Presumptive parasite treatments: albendazole (for soil-transmitted helminths), 400 mg for refugees ≥2 years old, 200 mg for children 12-23 months of 

age; ivermectin (for Strongyloides), 200 μg/kg once a day for 2 days for adults and children weighing ≥15kg; and praziquantel (for schistosomiasis), 40 

mg/kg divided in 2 doses for adults and children ≥4 yo. See http://www.cdc.gov/immigrantrefugeehealth/guidelines/overseas/intestinal-parasites-

overseas.html.  Arthemether-lumifantrine (AL, for malaria) 6-dose treatment for adults and children weighing ≥5kg. See 

http://www.cdc.gov/immigrantrefugeehealth/guidelines/overseas/malaria-guidelines-overseas.html  

c Ivermectin is not administered to refugees who resided or traveled in countries where Loa loa is endemic due to the risk of encephalopathy associated 

with ivermectin treatment in persons who are also infected with Loa loa. Countries that are currently considered endemic for Loa loa are Angola, 

Cameroon, Central African Republic, Chad, Democratic Republic of the Congo, Equatorial Guinea, Gabon, Nigeria, Republic of the Congo, and South 

Sudan. 
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