
EXHIBIT F – PERFORMANCE MEASURES 

MOBILE MEDICINE SERVIES  CommuniCare Health Centers Sara Gavin 

PROGRAM 

PURPOSE 

STATEMENT 

Decrease severity and chronicity of otherwise manageable healthcare conditions for typically 

unserved or underserved individuals throughout Yolo County by providing behavioral, physical, 

and dental health services. 

PROGRAM 

INFORMATION 

The CommuniCare Health Center Mobile Medical Team will bring medical, behavioral and dental 

health services to migrant workers and people experiencing homelessness where they are. The 

multidisciplinary team will offer comprehensive field-based care and provide individualized, wrap-

around services for patients. Care will include preventative health services, urgent medical care 

and social engagement.  

PM1: HOW MUCH DID WE DO? 

1.1 

# of patients served 

Top five medical conditions 

Top five pscyho/social condtions 

Demographics including SOGI, DOB, language, location of service, race/ethnicity 

SDOH including access to sanitation, running water, food, water, housing 

1.2 

# of services provided including type of services 

• Behavioral Health 

o Assessment 

o Counseling 

o Medication management 

o Connection to services 

• Physical Health 

o Urgent care 

o Er/hosp follow up 

o Chronic disease management 

o MAT 

o Preventative care 

• Dental Health 

o Preventative 

o Acute issue 

o Chronic disease 

1.3 # of health and dental screenings provided 

1.4 

# of referrals made to  

• Primary health services 

• chronic health condition services 

• mental health services 

• substance use services 

• long-term housing 

• social services/case management services 

1.5 # of individual with an identified health home and location of health home 

PM2: HOW WELL DID WE DO IT? 

2.1 # & % of newly enrolled in Medi-Cal coverage 

2.2 

# & % of referrals made who completed at least one follow up appointment to 

• primary health services 

• chronic health condition services 
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• mental health services 

• substance use services 

• long-term housing 

• social services/case management services 

2.3 

• # and type of emergency department services provided in the 6-month period prior to and 

then following a mobile medical visit (Unnecessary ED Visits as defined as visits that meet 

the threshold of low acuity ED visits, which were more appropriate for an urgent care/clinic 

setting.) 

 

2.4 
• # and % of patients sent to ED (eg team calls 911) 

o Number and present of those visits resulting in hospitalization 

2.5 • # of hospital admissions & readmissions 

PM3: IS ANYONE BETTER OFF? 

3.1 

# and % of patients who received services who reported an improvement in behavioral, physical 

Health or dental Health by giving a negative response to: do you think you would have been able 

to access care if mobile medicine team had not been here in this way 

3.2 

# and % of patients with objective improved Health outcomes:  

• HTN Control, A1C, PHQ-9 

Narrative report of individual patient stories and program challenges 

 

*In addition, client success stories and program challenges will need to be reported on a quarterly basis. 

**Any additional outcomes as agreed upon between the parties. 

  

 


