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Highmark Wholecare provides Medicaid coverage for Blue Shield in 14 counties in central PA and Blue Cross Blue Shield in 14 counties in western PA.

Social Health Assessment & 
Resources



Health Related Social Needs Assessment 
Screening Tools & Coding







Highmark Wholecare’s Universal S o c i a l  
H e a l t h Assessment

SOCIAL CONNECTIONS
❑ How often do you feel isolated from others? (UCLA 

Loneliness Screening)

TRANSPORTATION N EEDS
❑ Has a lack of transportation kept you from medical 

appointments, meetings, work, or from getting things 
needed for daily living? (PRAPARE)

FINANCIAL RESOURCE STRAIN
❑ Sometimes people find that their income does not quite 

cover their living costs. In the last 12 months, has this 
happened to you? (OECD)

HEALTH LITERACY
❑ How often do you need to have someone help you when you 

read instructions, pamphlets, or other written material from 
your doctor or pharmacist? (SILS)

❑ I know how to find helpful health resources on the Internet. 
(eHealth Literacy Scale)

F O O D INSECURITY
❑ “Within the past 12 months we worried whether our food 

would run out before we got the money to buy more.” 
(Children’s Health Watch Hunger Vital Signs)

❑ “Within the past 12 months the food we bought just didn’t 
last and we didn’t have money to get more.” (Children’s 
Health Watch Hunger Vital Signs)

SAFETY
❑ D o you feel physically and emotionally safe where you 

currently live? (PRAPARE)

HOUSING STABILITY
❑ Are you worried about losing your housing? (PRAPARE)
❑ In the past 12 months has the electric, gas, oil, or water 

company threatened to shut off services in your home? (AHC)

A C C E SS & AFFORDABILITY
❑ In the past year, have you been unable to get childcare when 

it was really needed? (PRAPARE)
❑ In the past year, have you been unable to get clothing when 

it was really needed? (PRAPARE)
❑ In the past year, have you been unable to get medicine or 

any health care when it was really needed? (PRAPARE)
❑ Do you have access to any of the following devices? 

(ACORN)

EMPLOYMENT
❑ What is your current work situation? (PRAPARE)



Standardized H R S N  C o d ing  fo r  Assessment s  

HCPCS codes

• HCPCS are 5-character codes used to bi l l  Medicare and 3 rd party payers

• G and Z codes should both be used when identifying a positive HRSN screening.

Z-codes

• Z codes ranging from Z55 – Z65 are the ICD -10-C M diagnosis codes used to documents H R S N data (e.g., housing, food insecurity,
transportation, etc.)

• Follow the I C D 10 C M coding guidelines (https://www.cms.gov/)

• Use the C D C National Center for Health Statistics ICD -10 C M Browser tool to search for I C D 10 CM codes and information on code
usage.

• https://www.cms.gov
L O I N C (Logical Observation Identifiers Names and Codes)

• LO I N C is a code system (i.e., set of identifiers, names, and codes) for clinical and laboratory observations, health care
screening /survey instruments , and document type identifiers

• LO I N C C o d e s for both Questions and Answers must be used

• https://loinc.org

https://www.cms.gov/)
https://www.cms.gov/
https://www.cms.gov/
https://loinc.org/
https://loinc.org/


Standardized H R S N  C o d i n g  for Interventions

S N O M E D codes (Systemized Nomenclature of Medicine)

• SNOMED codes can be used to track and measure H RS N interventions.

• www.snomed.org

http://www.snomed.org/
http://www.snomed.org/


Resources for Social Needs



Areas Supported Program Zone Program Description

Transportation
Non-Emergent 

Transportation

LC

SW

Transportation for Medicaid members who have exhausted all other means including friends/family, public transit, 

and MATP. Transportation is provided to any medical location and select SDOH locations. 

Utilities Utility Relief Program
LC

SW

Eligible members may receive support to prevent or delay a gas, electric, water or sewage shut off or to pay for 

a utility security deposit for start of service.  

Housing 
Community Housing 

Coordination

LC

SW

Housing Coordinators provide education and referral assistance to state, regional and local resources to address 

housing needs including issues related to rent/utility assistance, desire for relocation, eviction, homelessness, 

temporary housing, home modification, landlord disputes, lead abatement, and budgeting skills.

Housing Bethlehem Haven SW
Partnership with Bethlehem Haven Medical Respite Facility to provide respite and medical stabilization care for 

members experiencing homelessness. 

Housing A Path to Home SW
Allegheny County/DHS Area Agency on Aging (AAA) to provide support to Medicaid members admitted to 

Bethlehem Haven medical respite facility, who are interested in securing permanent housing.

Food Post-Discharge Meals
LC

SW

Offering up to 42 home delivered meals over a 3-week period for members returning to a home environment 

following an acute physical health-related inpatient hospital admission, SNF or rehab stay

Food Food Box Program
LC

SW

Partnership with a Community Based Organization offering two months of food boxes (dry goods) delivered to 

members who screen positive for food insecurity. Members receive 4 boxes of shelf-stable, healthy foods (low 

sodium, packed in water vs. sugar, whole-grain pastas and cereals, etc.). 

Extra Benefits & Programs- Lehigh Capital (LC) 
& Southwest (SW)



Areas Supported Program Zone Program Description

Food 

Kellyn Intensive 

Therapeutic Lifestyle 

Change (ITLC)

LC

The ITLC program goal is to educate and support members diagnoses with Type 2 diabetes in zip codes 

18101 and 18102 through twelve weeks of in-person sessions hosted by a chef creating healthy meals and 

health educators to educate health habits and goals. 

Food
AHN Healthy Food 

Center
SW

Partnership with the Allegheny Health Network (AHN) Center for Inclusion Health (CIH) to be able to directly 

refer our food insecure members to the Healthy Food Centers (HFC) located within select AHN Hospitals.

HRSN & Medical 

Appointments 

Contact to Care LC
Partnership with the United Way of the Capital Region in which non-clinical CHWs employed by Hamilton 

Health assist members living in Perry or Northern Dauphin County with meeting their healthcare goals. 

HRSN & Medical 

Appointments 
La Conexión LC

Partnership with a hospital system and a Community Based Organization in which 2 bilingual CHWs connect 

members with medical appointments, close care gaps and address social needs

HRSN & Medical 

Appointments 
Thrive 18 SW

Partnership  with Project Destiny who operates the Thrive 18 program. Utilizing the use of a non-clinical CHW 

model that has family support and CM practices, community organizing and outreach approaches. 

HRSN & Medical 

Appointments 

AHN CIH Street 

Medicine Program
SW

Partnership with AHN Center for Inclusion Health's (CIH) Street Medicine Program. The team conducts 

street rounds multiple times per week and works closely with other outreach teams to connect individuals to 

services such as referrals for unmet mental health needs, substance use disorders, health related social 

needs, and navigating healthcare. ​

Extra Benefits & Programs- Lehigh Capital (LC) 
& Southwest (SW)



Areas Supported Program Zone Program Description

HRSN & Medical 

Appointments 

AHN CIH Post 

Incarceration Program
SW

Partnership with AHN Center for Inclusion Health's (CIH) Post Incarceration Program. The Post 

Incarceration program is in collaboration with the RIvER clinic. The RIvER Clinic is dedicated to managing 

the healthcare and life needs of individuals recently discharged from jail or prison.

Education/

Employment 
GED Program

LC

SW

Access to online portal including study materials, practice tests, and GED test with support of a GED advisor. 

Education/

Employment 
Peer to Career

LC

SW

Collaboration with Community Based Organizations that help members gain access to education, training, 

and employment resources. 

Education/

Employment Success Champions
LC

SW

Success Champions are community health workers who help members in coordinating education and/or 

employment needs by linking them to a variety of resources such as GED Testing, and Peer to Career 

partnerships. ​

Education/

Employment 

Boys & Girls Clubs of 

Western PA
SW

Partnership with the Boys and Girls clubs to pay for monthly STEAM/After School program and Teen 

Careerworks programs. 

Education/

Employment 

Olivet Boys & Girls 

Club
LC

Partnership with the Boys and Girls Clubs to pay for yearly membership and summer camp fees at 10 

Clubhouse locations in Reading and Berks County. 

Extra Benefits & Programs- Lehigh Capital (LC) 
& Southwest (SW)



HRSN Referral Process

​To connect an eligible member with a 
Highmark Wholecare HRSN program, please 

call our Enhanced Member Service Unit 
team:​

1-800-392-1147

Questions? 
Contact Taylor Wong 

taylor.wong@highmark.com 
 

mailto:taylor.wong@highmark.com
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