
February's Care Management Webinar

Wednesday, February 19, 2025



CountyCare CME Training

Oncology Navigation program – Evolent Health

February 19, 2025



Agenda

• Introductions

• Oncology Navigation Program overview

• Impact Case Examples 

• High-level overview of CME/EVH collaboration (Referral/Escalation, 

Resources, and Care Rounds)

• Contact Information



Member Participation

Cancer Care Navigation Program
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How do members join 

the program?

• Referrals from CountyCare Care 

Managers 

• Interest form on CountyCare website

• Data model 

• Referrals from Providers 

]

Who is eligible to 

participate? 

• Active CountyCare member

• 18 years or older

• Confirmed cancer diagnosis 

]



Our end-to-end oncology care navigation model is guided by four 
principles for scaled member impact
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Targeted, early

member identification

Member engagement

at scale

Value creation through 

robust

clinical and social support

Seamless integration into 

the member’s care 

ecosystem

] ]

• Real-time data visibility on 

population and member needs

• Advanced analytics for robust 

population stratification

• Unique data assets through 

Oncology clinical oversight: e.g., 

Treatment auths for Med Onc, 

Rad Onc to understand risk for 

symptom/side effect severity

• AI-driven analytics and 

proprietary risk algorithms 

built on claims and auth data

• Population-wide reach

• Multi-modal options

• High-tech / high-touch for 24/7 

individualized support

• Comprehensive integrated 

model combining concierge 

clinical and navigation services 

with “patient first” technology

• Multiple ways to engage – 

human telephonic, digital/app

• Tailored intensity of 

intervention based on need

• High-impact interventions 

targeting unwarranted cost

• Ability to address all patient 

needs (clinical, SDoH)

• Symptom management through 

services and intuitive, clinically 

rigorous member tech

• High-value specialist selection 

analytics and support

• Advanced illness navigation 

delivered by specialists in goal-

concordant care

• Provider clinical alignment on 

patient management

• Information continuity across 

all patient touches

• Provider practice 

engagement and collaboration 

on configuring escalation plans

• Structured status updates

• Close partnership with health 

plan Care Management with 

referrals into program based on 

clear criteria
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We are integrating concierge care services with “patient-first” 
technology to support a more connected, empowered care journey
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Program impact areas

Enhanced member experience | Health equity | Improved care outcomes & quality of life | Reduced avoidable inpatient / ED utilization | Goal-concordant care  

+ +

++

+

Data-Driven Oncology 

Care Navigation Services

Powered by Member-Centric 

Digital Technology

• High-touch concierge program 

delivering structured and on-

demand personalized support

• Multidisciplinary care team led 

by nurses and behavioral 

specialists trained in patient 

activation

• Targeted member identification 

using predictive risk algorithms 

powered by auth and claims data

• High-impact interventions 

including needs assessment, 

education, connection to social 

resources, advanced illness care

• Partnership with Careology 

digital cancer care platform fully 

integrated with care navigation 

services

• Empowers members and 

caregivers with intuitive, clinically 

rigorous personalized tools and 

content

• Member-facing app for symptom 

management, med adherence, 

vitals monitoring, direct connection 

to care

• Patient-reported outcomes data 

for real-time visibility on member 

status

• Integrates with UM for end-to-end 

management of cancer care 

journey
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Comprehensive Oncology Member Engagement Stages

Member Identification and 

Outreach

Careology Member 

Onboarding
Member Engagement Member Graduation

Member Transition to 

Hospice

Eligible ONCOLOGY members are 

identified for the program and 

contact is initiated.

Three methods of identification:

1. Externally initiated –e.g., 

provider referrals and 

CountyCare initiated referrals

2. Evolent initiated – e.g., 

members identified through data 

analytics and established 

algorithms for cancer-related 

needs

3. Member initiated – e.g., member 

independently learn about the 

program and reach out to 

CountyCare or Evolent for 

enrollment

Members have the option to use the 

Careology app to track cancer-

related activities. If they choose to 

opt out of the Careology app, they 

will still have access to our full 

Oncology Navigation interdisciplinary 

team.

• For members interested in 

Careology, the Care Navigator 

assists with app setup and 

functionality walkthroughs, 

empowering members to log 

symptoms, manage appointments, 

and track health data

• For members not interested in the 

app, navigation services are 

provided without it, ensuring 

access to personalized support for 

all enrolled members

Care Navigator engages 

with member throughout the 

predefined duration of the program 

based on the member's needs.

• Care Navigators will address 

immediate clinical needs as well 

as care coordination requests

• Care Navigator engage members 

in goals of care discussions, 

supporting decision making 

around treatment plans and 

quality of life

• For members facing significant sx 

burden, navigators facilitate 

referrals to palliative, ensuring 

comprehensive sx management 

and support

• Members using the Careology 

app benefit from sx tracking, goal 

setting, and monitoring health 

data, enhancing engagement 

with the program

Care Navigator identifies 

a member who is ready 

for graduation from the program.

Graduation Criteria:

1. Transitioned into survivorship 

or onto hospice services

2. Met all program goals

3. Had all outstanding needs and 

symptoms fully resolved

• Care Navigator provide final 

care summaries to members’ 

providers and health plans, 

ensuring a smooth transition

• Graduates access to the 

Careology app continues for 

personal health management 

beyond the program

Care Navigator provide 

comprehensive education to 

members and families on hospice 

services.

• Care Navigator addresses 

misconceptions, divergent 

expectations, and confirms 

eligibility

• Care Navigators guide the 

hospice referral process, 

confirm coverage, local 

agencies, and assist with care 

compact

• Care Navigators ensure that 

members and their families 

have a clear understanding of 

what to expect and feel 

supported during this transition 

• Care Navigators advocate for 

appropriate cadence, services, 

and DME upon hospice 

enrollment



Envisioning the transformed journey: Enabling a connected, 
empowered cancer care experience for members, their caregivers, 
and care team
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TreatmentPre-Treatment Post-Treatment

I am guided on diagnostic 

process, know status of my 

care and high-quality 

providers for the best care

My needs and goals are 

reflected in my care plan, and 

I have the tools and support 

to manage treatment

I am connected to support 

and empowered in my care 

choices, in survivorship or 

high-quality palliative care

My patient is fully 

supported on questions, 

coordinating care, and 

accessing specialists
Provider 

Care Team

I have a complete 

picture of my patient’s 

symptoms and 

concerns, and an extra 

layer of support 

between visits

I have integrated expert 

support for difficult 

conversations on end-of-

life to empower my patient

Member & 

Caregivers

Health Plan 

Care Team

I have powerful data 

insights to reach members 

early in their cancer journey 

with the right support

I have a specialized 

partner for supporting the 

complex needs of members 

with cancer during active 

treatment

I am equipped to navigate 

members to palliative and 

hospice care through 

sensitive interventions

Benefits

For members & caregivers:

✓ Improved experience

✓ Improved outcomes

✓ Health equity

✓ Goal-concordant care

For providers:

✓ Support for patients outside 

of visits

✓ More time for patient care

✓ Improved outcomes

✓ Reduced back office and 

administrative burden

For health plans:

✓ Improved outcomes and 

reduced avoidable cost

✓ Better able to manage 

oncology-specific needs



High-touch, tailored interventions educate, activate & support patients 
during their cancer journey
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Intake Assessment

A care navigator skilled in motivational

interviewing initiates outreach to Diana and

completes an initial holistic assessment.

Diagnostic and Treatment Complexity

• Initial Presentation: Lumps on neck which 

persisted and increased in size

• Underwent ultrasound and MRI, both 

suspicious for malignancy

• Biopsy confirmed cancer with metastatic 

spread to lymph nodes and abdomen

Treatment: Targeted therapy added to chemo.

Prior Hospitalizations noted before 

enrollment

(January 2024)

Multiple admissions for cough, mucus 

buildup, pain, and pneumonia

Navigation and Medical Collaboration

During a scheduled session, patient reported 

dyspnea, constipation, fatigue, weakness, and 

chest pain.

• Escalation process deployed, leading to 

collaboration with primary care team

• X-ray ordered to assess possible pleural 

effusion, confirming fluid buildup

• Outpatient thoracentesis scheduled, 

successfully resolving symptoms

• Post-procedure follow-up

Her care navigator notifies PCP with identified 

symptom burden, proactively addressing 

anticipated needs

Additional Navigation Support

Patient received a $32,000 bill related to her 

treatment

• Navigator facilitated 3-way call the academic 

ceneter billing and additional 3-way call to 

Member Services

• Appeal submitted and approved, reducing 

patient responsibility to $580

• Patient and caregiver express significant 

financial relief

Goals of Care Discussions

• Patient expressed concern about treatment 

burden and impact on quality of life

• Palliative care and hospice education 

provided to explore options based on 

treatment efficacy and patient values

• Patient awaiting CT scan before deciding on 

further treatment

OUR APPROACH:

Personalized plan • Provider feedback loops • Longitudinal patient engagement

Experience

With Stressors managed

Enhanced Symptom Management

Supportive Decision-Making

Psychosocial Support

Financial Relief

Care Coordinatrion

Cost savings

Diana avoids unnecessary hospital and ED 

visits by proactively monitoring her symptoms. 

Including significant OOP cost savings.

Estimated Cost: $25,200

TARGET RESULTS FOR DIANA

OPPORTUNITY

Help Diana identify a cancer care 

team and feel more in control of her

care. Diana is outreached through 

cold call efforts and quickly 

recognizes the benefits of the 

program

MEET DIANA

STATS

•Age 74

•Stage IV Fallopian tube cancer

•Diagnosed through biopsy ordered 

by PCP

•Husband is her caregiver

•Surgery, Chemo, Targeted 

Therapy

CHALLENGE

Family coping with the recent loss of 

close family members while 

navigating Diana's diagnosis and 

treatment

Communicating Clinical Updates and 

Escalations to CCH and CME

Patient flagged in weekly roster 

Case will be provided to CCH and explored 

for potential case review for monthly rounds. 
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Where Can CCH + EVH + CME Work Together to Support Members?
Situation EVH CCH CME

Referrals: If CCH identifies a member that 

meets criteria for the oncology navigation 

program, they will send a referral to the EVH 

navigation team.

Evolent will process the referral, assign a Care Navigator 

and being outreach to the member.

CCH will review the program benefits with the member 

before referring them to ensure a warm hand off. 

Resources: Provider FAQs APPROVED

CountyCare Script for Navigation Introduction 

APPROVED.docx

CMEs can also complete referrals to the oncology 

navigation program. They will review the program 

benefits with the member before referring them to ensure 

a warm hand off utilizing the same resources as CCH.

Lost Contact: If Evolent loses contact with 

an engaged member

Evolent would follow their standard protocol prior to 

closing. If the member has a trusted contact on file, 

Evolent could reach out to them to verify the member's 

well-being and obtain any updated contact information. 

Evolent may also contact provider for updated contact 

information. Upon the fourth consecutive failed outreach 

attempt, Evolent will flag the patient in care rounds to 

leverage support of CCH team. 

CountyCare will support Evolent by attempting  to contact 

the member using one of their modalities in attempt to 

reengage.
“Both the Care Coordinator and Community Resource Navigators will attempt 

to reach the members up to 5 times to complete the HRS. These outreaches 

include, outgoing phone calls, outgoing text messages, sending an Unable to 

Reach letter, contacting the Medical Home or PCP’s office (these numbers 

can usually be found in Point-Click-Care), and calling an Emergency contact if 

one can be located.” Outreach for Non-LTSS Care Coordinators 

Workflow.docx

N/A

Transportation Needs: When a patient 

needs transportation to a medical 

appointment

Evolent assists with determining transportation benefits 

available through their own health plan, a CC would refer 

the member to local community organizations or 

transportation services. 

CountyCare provides transportation to and from  scheduled 

medical, behavioral, dentist, and eye appointments, 

pharmacies, medical equipment providers, certain events 

sponsored by CountyCare, or Women, Infants, and Children 

(WIC) food assistance locations. 

Resources: Covered Services – CountyCare Health Plan to 

schedule a ride through CountyCare’s transportation partner, 

Modivcare at least 72 hours (3 days) before your appointment, 

public transportation, mileage reimbursement.

CMEs can also complete scheduling for transportation 

and reimbursement. 

If EVH navigation team requires support in scheduling 

transportation for members, they will submit referrals to 

the CME team via determined process by Evolent’s 

Clinical Care Management Liaison. CMEs will then follow 

standard protocol to manage transportation 

arrangements for member.

Palliative Care & Hospice Referrals Evolent would lead the coordination of care transitions into 

palliative care or hospice.

CountyCare has the opportunity to identify patients who may 

benefit from palliative care and/or hospice services or 

education. These patients can be referred to the navigation 

program, flagged in roster if already engaged and can also 

be discussed during monthly care rounds.

CMEs can also identify patients with palliative care 

and/or hospice needs and leverage navigation team for 

support. 

SDOH Needs: When a patient is facing 

SDOH barriers such as housing, food 

insecurity, financial stressors

Evolent addresses need through a combination of internal 

resources, community partnerships/referrals, completion of 

financial assistance applications, and leveraging existing 

benefits from the member's health plan. 

CountyCare provides 

• Care Management Program, Care Coordination

• Emergency Food Program, FoodSmart 

• Housing, community resources, in-home support

• LTC, Vision, Dental, Pharmacy

EVH navigation team will submit referrals to the CME 

team via determined process by Evolent’s Clinical Care 

Management Liaison. CMEs will then follow standard 

protocol to manage SDOH needs based on available 

benefits and resources.

Behavioral Health Needs Evolent would follow their standard protocol to initiate 

community referrals to address BH needs and provide 

mobile crisis response services. 

CCH offers behavioral health services to treat mental health 

and substance use disorders. Behavioral health services are 

available for both children and adult members.

Covered Services – CountyCare Health Plan

EVH navigation team will submit referrals to the CME for 

in-network outpatient, inpatient, and residential BH 

referrals.

https://evolent.sharepoint.com/:b:/r/sites/Extranet/CCEON/Shared%20Documents/2.%20Provider%20and%20Member%20Engagement/Approved%20Member%20and%20Provider%20Materials/Provider%20FAQs%20APPROVED.pdf?csf=1&web=1&e=jKTczG
https://evolent.sharepoint.com/:w:/r/sites/Extranet/CCEON/Shared%20Documents/2.%20Provider%20and%20Member%20Engagement/Approved%20Member%20and%20Provider%20Materials/CountyCare%20Script%20for%20Navigation%20Introduction%20APPROVED.docx?d=wad7a2e3b998f4d18989c1a8d662c4cc8&csf=1&web=1&e=hPvyyj
https://evolent.sharepoint.com/:w:/r/sites/Extranet/CCEON/Shared%20Documents/2.%20Provider%20and%20Member%20Engagement/Approved%20Member%20and%20Provider%20Materials/CountyCare%20Script%20for%20Navigation%20Introduction%20APPROVED.docx?d=wad7a2e3b998f4d18989c1a8d662c4cc8&csf=1&web=1&e=hPvyyj
https://evolent.sharepoint.com/:w:/r/sites/Extranet/CCEON/Shared%20Documents/4.%20KPI%20and%20Performance%20Reporting/Current%20Outreach%20Process%20for%20Members%20by%20CCH%20Care%20Coordinators/Outreach%20for%20Non-LTSS%20Care%20Coordinators%20Workflow.docx?d=we52da3be59b4407789f5be1aa3662ed1&csf=1&web=1&e=BhDEXF
https://evolent.sharepoint.com/:w:/r/sites/Extranet/CCEON/Shared%20Documents/4.%20KPI%20and%20Performance%20Reporting/Current%20Outreach%20Process%20for%20Members%20by%20CCH%20Care%20Coordinators/Outreach%20for%20Non-LTSS%20Care%20Coordinators%20Workflow.docx?d=we52da3be59b4407789f5be1aa3662ed1&csf=1&web=1&e=BhDEXF
https://countycare.com/members/covered-services/#transportation-services
https://countycare.com/members/covered-services/#behavioral-health-services


© Evolent 2024  |  11

Workflow: Member Referrals & Support

Navigator Outreach

Joins Program2?

Health Plan or 

Provider Referral: 

CountyCare, CME or 

Provider identifies 

and refers members1

Data Analytics (Cold 

Call Referrals): 

Evolent identifies 

potential members 

using data analytics

Member Initiates 

Contact: Members 

independently learn 

about the program and 

contact Evolent1

Acquisition approaches to identify members for outreach

1. Educational content for Health Plan and Provider informing them of the program and content for them to share with members to learn more (brochures, email, etc.). Link to be included in email to a landing page where the 

member can learn more and complete a form to speak to a care navigator about the program. 

2. Comprehensive overview of program is provided ensuring the patient understands supportive services. 

3. Decline and reasoning are tracked, and re-engagement strategies are applied based on Health Plan/Provider preferences. 

4. Member will receive confirmation of their enrollment in the program and will be assigned a Clinical Navigator (Oncology Nurse), Advance Illness Navigator (LMSW, LCSW, LC), and Care Navigator (Care Coordinator)

Represents the steps that 

involve CCH or market CMEs

Key

Start

Notifies CCH / 

Close program3

Notifies CCH / 

Assigns IDT4
Yes

No

• ACP Completion

• Goals of Care Conversations

• Palliative Care & Hospice

• Identify Care Coordination needs 

for CME

• Symptom Management

• Provider Engagement

• Emergency Planning

• Disease Education

• Medication Reconciliation

• Authorization Support

• Appointment/Treatment Preparation

• Treatment Adherence

REQUESTED SUPPORT FROM EVH

Evolent identifies 

members with specific 

Care Coordination 

needs

Member requests 

CCH CME support

Acquisition approaches to identify members for CME referrals

ENGAGED MEMBERS WITH CME NEEDS

Determine Care 

Management Entity 

in CRM

Flag member in 

roster / monthly 

report

Complete 

CME referral 

• SDOH

• Transportation

• Behavioral Health



• Referral & Escalation Form Link

oDesigned for ease of use and seamless communication

oAccessible referral and escalation forms in a single link

oStreamlines workflows for faster navigation team outreach

oReal-Time Support: Immediate connection to full navigation team

• Features

oOne-Page Design: Essential questions only, eliminating need to gather 

date from multiple sources

o Instant Error Notification: Alerts for misspelled names or incorrect ID 

numbers, with prompts for verification

oDocument Upload Capability: Add necessary files directly within the form

oConfirmation Email: Includes successful transaction receipt and 

turnaround time for referral completion. 

http://providers.evolent.com

Streamlining Referrals & Escalations
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http://providers.evolent.com/
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CME Resources
Script
Talking Points
FAQs
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Evolent

• Medical Director: Dr. Kamal Golla vgolla@evolent.com

• Director of Member Services: Julie Moloney jmoloney@evolent.com 

• Rachel Zerbian rzerbian@evolent.com

CountyCare & CME

• Jessica Chatman jessica.chatman@cookcountyhhs.org

• Marco Shelby marco.shelby@cookcountyhealth.org 

Primary Points of Contact

mailto:vgolla@evolent.com
mailto:jmoloney@evolent.com
mailto:rzerbian@evolent.com
mailto:jessica.chatman@cookcountyhhs.org
mailto:marco.shelby@cookcountyhealth.org
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EVOLENT DOES NOT ALLOW ANY THIRD PARTIES TO USE EVOLENT OR EVOLENT CLIENT 

DATA FOR ANY PURPOSE OTHER THAN PROVIDING SERVICES ON BEHALF OF EVOLENT

OR EVOLENT CLIENTS. 



Responding to Potential Immigrant Enforcement Activities

Cindy San Miguel

Director of Health Equity

CountyCare All CME Mtg 1/24/2025 | For CountyCare Care Management Staff – Not for Distribution



Response to Increased threat of deportations

• President Trump reversed  guidance that restricted ICE and CBP from carrying out immigration enforcement 
at "sensitive" locations: churches, schools and healthcare settings.

• We have seen an increase in calls from HBIA/S members expressing concerns

• Response: Ensure team that does any member-facing (customer service reps, CMs, outbound call center 
staff) work is trained on what to do if ICE shows up looking for a specific individual. The ICE agent must have a 
judicial warrant signed by a judge if they want access to see a person.

• As part of Cook County Health, we are following CCH guidance and protocol and calling CCH Police, our 
facility manager and our legal team if there is any interaction with ICE. 

• For Cook County Health staff, training is now required in LMS. Please make sure you complete that 
training ASAP.



Potential National Anti-Immigrant Policies

• Trump promised on the campaign trail, the largest deportation effort in American history. The logistical, staffing, and 
resource challenges to making this happen are significant; however, the rhetoric is damaging. 

• Trump could reinstate changes he made during his 1st term to public charge which created fear and misinformation 
about accessing programs and services (like healthcare coverage).

• DACA: The Trump administration opposes the Deferred Action for Childhood Arrivals (DACA). We could see the 
administration try to eliminate this program. The Supreme Court upheld the challenge in 2020, but the legal effort 
may succeed in the new term.

• The Trump administration has expressed hostility towards people seeking asylum. He could also reduce the refugee 
admission ceiling as he did during his 1st term.

• The Trump administration could reinstate the “Remain in Mexico” border policy, which would create more asylum 
seekers facing unsafe conditions at the border.

https://www.brookings.edu/articles/what-to-expect-on-immigration-policy-from-a-trump-white-house/
https://www.kff.org/racial-equity-and-health-policy/issue-brief/expected-immigration-policies-under-a-second-trump-administration-and-their-health-and-
economic-implications/  

https://www.brookings.edu/articles/what-to-expect-on-immigration-policy-from-a-trump-white-house/
https://www.kff.org/racial-equity-and-health-policy/issue-brief/expected-immigration-policies-under-a-second-trump-administration-and-their-health-and-economic-implications/
https://www.kff.org/racial-equity-and-health-policy/issue-brief/expected-immigration-policies-under-a-second-trump-administration-and-their-health-and-economic-implications/


Protections in Illinois for People who are Immigrants/Immigrating

• The IL Way Forward Act became law in August 2021. The law prohibits law enforcement and state/local government from 
contracting with US Immigration and Customs Enforcement (ICE) to detain those in immigration custody (local jails cannot detain 
people facing deportation). Local police cannot coordinate with ICE, share information with ICE, or let ICE access people in police 
custody. 

• The Trust Act became law in 2017. It prohibits local law enforcement from participating in immigration enforcement.

• The VOICES Act (Voices of Immigrant Communities Empowering Survivors) VOICES provides procedural protections for 
immigrants victimized by violent crime or human trafficking who have assisted law enforcement in investigating/prosecuting certain 
crimes. Survivors of crime may qualify for a U-visa, and survivors of human trafficking may qualify for a T-visa.

• Sanctuary City Ordinances. This passed in 2006. There is no legal definition of sanctuary cities but is an unofficial term for any 
jurisdiction that discourages local law enforcement from cooperating with ICE. It prevents local officers from asking about 
someone’s immigration status, detaining someone due to immigration status, or working with ICE agents. BUT the federal 
government can enforce immigration laws anywhere in the country, even if local police do not assist. Trump plans to declare a
national emergency and use the US military for mass deportation. That action would violate federal law, but it is speculated that 
Trump will use the Insurrection Act of 1807, which gives the president emergency powers to use Fed troops on domestic soil to curb 
local unrest/rebellion.

• Even in a very protective city/state, those who are immigrants will be facing threats this upcoming year.

Pritzker signs law banning local jails from detaining people facing deportation - Chicago Sun-Times
Illinois Way Forward (SB 667) passes General Assembly | ICIRR
Immigration Rights
Chicago and Illinois have sanctuary laws. What does that actually mean? - WBEZ Chicago

https://chicago.suntimes.com/2021/8/2/22606123/ice-detention-jails-detainees-facing-deportation-immigration-illinois-way-forward-act-pritzker-signs
https://www.icirr.org/News/illinois-way-forward-(sb-667)-passes-general-assembly
https://illinoisattorneygeneral.gov/rights-of-the-people/civil-rights/immigration/
https://www.wbez.org/immigration/2024/12/11/chicago-and-illinois-have-sanctuary-laws-what-does-that-actually-mean


Cook County Health Response



Cook County Health Response



Cook County Health Response



Know Your Rights

• If you believe you are witnessing ICE activity, please call ICIRR’s 24-Hour Family Support Hotline at 
1-855-HELP-MY-FAMILY (1-855-435-7693) to report it.
• If you find yourself interacting with an ICE officer in any location including your workplace, or out 
in the community, remember that you: 

oHave the right to remain silent when questioned or arrested by immigration officers
oShould remain calm and keep your hands where the officer can see them
oDO NOT:

▪discuss your immigration or citizenship status with the police, immigration agents, or other 
officials
▪sign anything you do not understand. You should state that you wish to speak with an 
attorney

▪If an officer knocks on your door at home: Do NOT open the door. Teach your children not to 
open the door. 

▪ICE officers must have a warrant signed by a judge to enter your home. ICE “warrants” are not 
signed by judges; they are ICE forms signed by ICE officers and they do not grant authority to 
enter your home without your consent



• If you are outdoors and think you see immigration officers nearby:
• Move to a safe indoor space
• If you are a U.S. citizen and feel safe to do so, record the activity with your phone or write down any 

relevant information about what you witness—ALWAYS being careful to not interfere or otherwise 
obstruct the operation

• DO NOT
• Post unverified information on social media
• Interfere with the investigation or otherwise put yourself in harm’s way

Know Your Rights



Resources

• Immigration | Cook County

• Illinois Coalition for Immigrant & Refugee Rights: www.icirr.org

•State of Illinois Resources: https://illinoisattorneygeneral.gov/rights-of-the-
people/civilrights/immigration/ 

•Resources from Know Your Rights Training: KYR Training 12-2024
• Chicago Immigration Legal Providers

• Advice on how to create safety plan

• Handout in Spanish that members can use with picture of a warrant

https://www.cookcountyil.gov/immigration
http://www.icirr.org/
https://illinoisattorneygeneral.gov/rights-of-the-people/civilrights/immigration/
https://illinoisattorneygeneral.gov/rights-of-the-people/civilrights/immigration/
https://cchhs1.sharepoint.com/:f:/r/sites/HealthEquity/Shared%20Documents/Immigrant%20Health/KYR%20TRP%20Training%2012-2024?csf=1&web=1&e=B0sUJT


Resources

Handouts in English, 
Spanish, Chinese and 
French can be found 
here:
KYR Handouts

https://cchhs1.sharepoint.com/:f:/r/sites/HealthEquity/Shared%20Documents/Immigrant%20Health/KYR%20Handouts?csf=1&web=1&e=5I6rlg
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Resources



Announcements

• Next webinar is March 19th, 2025!

• Slides posted on  CountyCare Care Coordination Webpage:
• http://www.countycare.com/carecoordination

• Have feedback? Ideas for future topics? Please share!
• https://redcap.link/23k1fzzb

• Please email questions/concerns: stephanie.nickles@cookcountyhealth.org

28
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