
 

CES COVID High Risk List Instructions for Patients Experiencing Homelessness 

The purpose of this document is to inform community clinics about the COVID high risk criteria that is 

now being used to prioritize people for permanent housing resources in the Coordinated Entry System 

(CES), explain how to get HHP homeless patients on the COVID high risk list, and provide guidance on 

how to talk with patients about this process. 

Background 

The Los Angeles Homeless Services Authority (LAHSA) is implementing a COVID Recovery Plan that has a 

goal to house 15,000 COVID high-risk people experiencing homelessness by April 2022. LAHSA is 

prioritizing 80 percent of permanent housing resources to those who are at high risk of COVID 

complications and are on the COVID high-risk list. To check if someone is eligible for the COVID high-risk 

list, LAHSA created a COVID-19 vulnerability/Tier 1 eligibility assessment form in HMIS for providers to 

use. This is the same assessment that is being used for Project Roomkey (PRK) referrals, and now it is 

also being used for both PRK referrals and getting clients onto the COVID high-risk list. 

Because community clinics are knowledgeable about their patients’ health conditions, clinic staff can 

help their homeless patients get on the COVID high risk list.  

 

Who qualifies for the COVID High Risk list? 

Individuals must meet the following criteria:  

1. Determined to be homeless under Categories 1 and 4 according to the U.S. Department of 

Housing and Urban Development’s (HUD) Final Rule on “Defining Homeless” (24 CFR (Code of 

Federal Regulations) parts 91, 576 and 578) or experiencing homelessness upon exiting from an 

institution. See Definitions section for a detailed explanation of Categories 1 and 4. This is 

determined by the CES Vulnerability Index - Service Prioritization Decision Assistance Tool (VI-

SPDAT) tool. 

2. Must meet one of the COVID-19 vulnerable criteria listed below:  

o Age 65 and older; or 

o Individuals who have one or more of the following specific health conditions:  

 Blood disorders (e.g., sickle cell disease or on blood thinners);  

 Chronic kidney and/or liver disease as defined by their doctor. This includes 

patients who have been told to avoid or reduce their medications because of 

kidney/liver disease, or who are under treatment for kidney/liver disease, 

including receiving dialysis; 

 Compromised immune system (immunosuppression), e.g., seeing a doctor for 

cancer and receiving treatment such as chemotherapy or radiation, received an 

organ or bone marrow transplant, taking high doses of corticosteroids or other 

immunosuppressant medications, having conditions, such as HIV or AIDS, lupus, 

or has a significant smoking history;  

 High-risk pregnancy defined as:(1) Pre-gestational condition or; (2) History of 

complications during previous pregnancies (including stillbirth, fetal loss, 

preterm labor and/or delivery, small-for-gestational-age baby, large baby, pre-

eclampsia or eclampsia) or; (3) Pre-existing chronic illness (e.g., as asthma, 



 

autoimmune disease, cancer, sickle cell anemia, tuberculosis, herpes, AIDS, 

heart disease, kidney disease, Crohn’s disease, ulcerative colitis, diabetes); 

 Diabetes;  

 Heart disease (e.g., hypertension, congenital heart disease, congestive heart 

failure and coronary artery disease);  

 Lung disease including asthma or chronic obstructive pulmonary disease 

(chronic bronchitis or emphysema) or other chronic conditions associated with 

impaired lung function or that require home oxygen; or  

 Obesity (body mass index [BMI] of 30 or higher);  

 Other health conditions that may significantly increase someone’s risk of 

hospitalization should they contract COVID-19. 

3. Must be asymptomatic for COVID-19. 

4. Must be able to complete their ADLs (activities of daily living) independently—these include 

bathing, dressing, transferring, toileting and eating. 

(Source: Vulnerable Criteria, page 5) 

 

Getting Your Patients Experiencing Homelessness on the COVID High Risk List 

To increase a homeless patient’s prioritization for housing resources, community clinics can ensure that 

eligible patients are on the CES COVID high risk list. The following is a step-by-step guide on how to get 

your homeless patient on the COVID high risk list.  

 

Community clinics will need an active Homeless Management Information System (HMIS) a.k.a Clarity 

account to complete the activities required to get a patient on the COVID high risk list. There are three 

activities in HMIS that are required to be completed in order to get people on the COVID high risk list 

with priority consideration of upcoming housing resources:  

 Patient scoring a 12 or higher on the VI-SPDAT (Vulnerability Index - Service Prioritization 

Decision Assistance Tool)  

 Patient completing the COVID-19 vulnerability/Tier 1 assessment 

 Patient having an active Point of Contact (POC) in HMIS 

 

Instructions: 

For a patient who is already in HMIS 

1. Identify a patient who may be experiencing homelessness. 

2. Confirm with patient if they are experiencing homelessness. 

3. Conduct a search through/look up patient’s name in HMIS/Clarity. 

4. If patient is in HMIS/Clarity, go to the Assessments page to check to see if the patient has a CES 

assessment and COVID-19 vulnerability assessment. 

a. If patient does not have CES assessment (a.k.a. VI-SPDAT) or COVID-19 vulnerability 

assessment, ask patient if they want to be considered for Project Roomkey and/or 

permanent housing resources. See sample talking points on how to discuss this process 

with your patient. 

b. If patient is interested in Project Roomkey and/or permanent housing resources, 

complete the CES assessment and COVID-19 vulnerability assessment for patient. 

c. Add yourself as a Point of Contact for patient. 

https://www.lahsa.org/documents?id=4464-project-roomkey-interim-housing-program-policies-and-procedures


 

d. Within 90 calendar days of completing the COVID-19 vulnerability assessment, open 

HMIS and go to patient’s profile page and revise date on the Point of Contact 

information so that patient remains active for potential housing matches in HMIS. 

Patient Not in HMIS 

1. If patient is not in HMIS/Clarity, ask the patient if they want to be considered for Project 

Roomkey and/or permanent housing resources. See sample talking points on how to discuss this 

process with your patient. 

2. If patient is interested, create an HMIS profile for patient. 

3. Complete the CES assessment and COVID-19 vulnerability assessment with patient. 

4. Add yourself (care coordinator or housing navigator) as a Point of Contact for patient. 

5. Within 90 calendar days of completing the COVID-19 vulnerability assessment, open HMIS and 

go to patient’s profile page and revise date on the Point of Contact information so that patient 

remains active for potential housing matches in HMIS. 

Not Eligible for COVID high risk 

If a homeless patient does not meet COVID high risk eligibility (See Vulnerable Criteria, page 5), at the 

end of the COVID-19 vulnerability questions check the box to indicate that and submit the vulnerability 

assessment.  

Community clinics can connect patients to additional assistance, such as applying to General Relief, 

CalFresh, SSI benefits, and other supportive programs and also connecting patients to interim housing 

options like shelters. 

Talking points for community clinics: 

The following are talking points that community clinics can use when speaking with their patients 

regarding this process: 

 The county is adding more housing resources. 

 Are you interested in applying for housing resources? 

 If so, I can help you apply to see if you’re eligible; however, there is no guarantee of housing and 

I do not know when you’ll get into housing. It might take several months. 

 It will only take 10 to 20 minutes for me to help you apply. 

 If you apply and you’re eligible, you will get considered for housing when the resources become 

available. 

 In the meantime, is there anything else I can help you with? I can help you get connected to 

other resources such as General Relief, SSI benefits, food pantry, shelters, etc. 

Additional information: 

 LAHSA Guidance: How to Review Caseload for COVID-19 Vulnerability and/or PRK Eligibility 

 LAHSA’s Process for Completing the Tier 1 Assessment 

 LAHSA’s Point of Contact Guidance 

 LAHSA’s Conducting the CES Survey Packet 

 

https://www.lahsa.org/documents?id=4464-project-roomkey-interim-housing-program-policies-and-procedures
https://www.lahsa.org/documents?id=4497-prk-hmis-provider-guidance
https://www.lahsa.org/documents?id=4455-clarity-tier-1-assessment-instructions
https://www.lahsa.org/documents?id=2388-point-of-contact-interim-guidance.pdf
https://www.lahsa.org/documents?id=3514-conducting-the-ces-survey-packet.pdf


 

Glossary: 

Category 1: Literal Homeless- An individual who lacks a fixed, regular, and adequate nighttime 

residence, which includes one of the following: (1) Has primary nighttime residence that is a public or 

private place not meant for human habitation. Examples include street, park, vehicle, abandoned 

building, bus/train station, airport, camping ground); (2) Is living in a publicly or privately-operated 

shelter designated to provide temporary living arrangements (Emergency shelter, transitional housing) 

or (3) Identified as experiencing homelessness upon exiting from an institution(e.g., a medical hospital, 

psychiatric hospital, jail, prison, substance abuse treatment facility, and dependent care facility). 

Category 4: Individuals/families fleeing or attempting to flee domestic violence, dating violence, 

violence, sexual assault, stalking, or other dangerous or life-threading conditions that relate to violence 

against the individual or family patient and includes all of the following: (1) Have no identified residence, 

resources or support networks; and (2) Lack the resources and support networks needed to obtain other 

permanent housing 

Vulnerability Index-Service Prioritization Decision Assistance Tool (VI-SPDAT): Service providers must 

know homeless individuals personally to identify the best ways to help them escape homelessness. The 

VI-SPDAT is a “supertool” that combines two widely used Outreach assessments to gauge a homeless 

person or family’s physical and emotional condition, safety, security and socialization, among other 

factors. The VI-SPDAT assigns an Acuity score and helps identify who should be recommended for each 

housing and support intervention to effectively prioritize who is eligible and in greatest need of services 

and housing. 

New “Review” Flag Added 

A new flag has been implemented in HMIS, called ‘Reviewed for COVID-19 vulnerability and Project 

Roomkey?’. The purpose of this flag is to support providers in systematically assessing for COVID-19 

vulnerability and PRK eligibility across their case load. It will also allow for LAHSA to take a 

comprehensive look across the Coordinated Entry System to determine what proportion of clients have 

been assessed for COVID-19 vulnerability and PRK eligibility. Please note that updating this flag is done 

separately from filling out the Assessment.  

Below is an explanation of when different responses to ‘Reviewed for Covid-19 vulnerability and Project 

Room Key’ should be marked:  

 No- Case manager has not yet reviewed the case 

 Yes- Case worker has thoroughly reviewed a case and confirmed health status information with 

a client. This status is selected whether or not a client ultimately has HMIS-documented COVID-

19 vulnerability or is eligible for PRK 

 Potentially Eligible, Review needed– Upon initial case review, client appears to be eligible, but 

additional review and client follow up necessary 

 N/A (housed)-Client has already matched to a non-interim housing resource (i.e. PSH, RRH) 

 Missing Key Data/ Client follow up necessary- Case manager needs to follow up with client in 

order to comprehensively assess for COVID-19 vulnerability and/or PRK eligibility 

 


