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* 100% of patients that screen positive will receive a referral
for social resources.
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* 100% of patients at the practice will receive appropriate Housing I 6% * Dr. Rita Pabla (Primary Care Provider)

social needs support via community agencies as indicated. Note: Last two weeks of implementation was affected by staff shortages due to COVID-19 0% 20% 40% 50, * Babak Ameli (Office Manager)




