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Mission & Vision
MISSION

The mission of  the Columbia County Community Healthcare 
Consortium is to increase access to quality health care through 
collaboration, education, information and service delivery.

       VALUES

• Access to quality health care is a fundamental right of  every individual.

• Improving the health of  our community occurs through the partnership 
   of  health, social service, all levels of  government, and wellness organizations.

• Individuals are primarily responsible for their own health care decisions 
   and require information and education to fulfill their role effectively.

• Collaboration and provision of  preventive and wellness services has 
   long-term efficiencies.

VISION FOR THE FUTURE 
 
• Health care consumers will be well informed.

• Low income/uninsured/underinsured individuals will have equal access 
   to primary care, dental and vision services.
  
• Transportation to health care services will be accessible to all residents.

• Health outcomes will make significant progress towards the 
   Healthy People 2015 goals.

• Health care consumers will have better access to having prescriptions filled 
   and utilized appropriately.
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This marks the 13th year that the Healthcare Consortium has provided vital services and 
health coordination to the residents of the community. The on-going health care needs 
of the citizens in its catchment area are paramount to the mission, and fully inform the 
activities, of the Consortium, including its advocacy voice.  This was a year of transition, 
as our long standing Executive Director retired.  The agency’s ability to successfully and 
rather seamlessly manage through this time is true testament to the strength and dedica-
tion of its staff and Board of Directors.  I would like to specifically thank Gina Armstrong 
for her leadership during this transition period.

The Consortium was able to accomplish much this year, despite the difficult New York 
State fiscal picture.  We completed a two year project to conduct a community assessment 
of preventive and primary care in Columbia and Greene Counties, followed by extensive 
recommendations.  This culminated in an impressive report, entitled, ‘A Vision for Better 
Health’, which was widely distributed.  Staff is leading stakeholders in a process to plan 
for a comprehensive solution to the unmet health care needs of Columbia and Greene 
Counties.   Community outreach is being conducted to Medicare beneficiaries to inform 
them of Medicare savings programs, and promote the new Medicare wellness and preven-
tion benefits.  There was expansion of the Prescription Access Program to increase access 
to free or low cost prescription medication.  And the many on-going services provided by 
the agency continue to help meet community need.      

We know that next year will again be difficult as New York State and the nation continue 
to struggle with huge budget deficits and weak economies.   And yet I remain optimistic 
that we will find the strength and tools necessary to do the vital work for which the com-
munity has come to rely upon us to accomplish.  It is on this note that I would like to 
welcome Claire Parde as our new Executive Director.  I am convinced that the spirit and 
good work of the Consortium will see us through, and that we will remain integral to the 
community, thanks to her leadership, the extraordinary work of the staff, the commit-
ment of the full Board of Directors, and the support of our political leaders.

Jeffrey Rovitz, MS, CRC, LMHC 
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The Healthcare Consortium:  Our Fit in a New Healthcare Landscape

In late August of 2011, I was honored to join the Columbia County Community Healthcare 
Consortium as its new Executive Director.  I was very pleased (and relieved) to discover that it is 
an incredibly well-conceived, thoughtfully organized, and soundly-managed organization.  Much 
credit is due to its remarkable Board of Directors, many members of which have held a seat on the Board 
or played a role in the organization since its inception.  It has also greatly benefitted from the fair and 
fearless leadership provided by its longtime Executive Director, Diane Franzman, the dedication and 
stewardship of its Deputy Director, Gina Armstrong, who helped the organization through a challenging 
transition, and the daily efforts of its highly talented, deeply committed and always compassionate staff. 

I join the organization at an incredibly interesting moment, when the nation’s health care system is 
being intensely studied, reimagined, and tweaked and twisted into entirely new shapes.  It’s a messy 
and confused process and, in my few short months at the Consortium, I’ve already attended several 
meetings in which everyone is equally bewildered by the changes, both real and potential, and how to 
engage in them.  There are parallel processes for different populations, overlapping processes for the 
same population, and plenty of pilot projects to go around, none of which provide much insight into 
what “a new and improved” health care system will eventually look like or how it will actually work.  

At these moments, it seems there is only one thing that is certain:  change is happening.   I am 
convinced that we are in the midst of a transformation that will ultimately alter the entire 
healthcare landscape.  I am equally convinced that transformation will be accompanied by very 
real challenges to both patients and providers as they struggle to find their footing on ever-shifting 
ground.  As a result, the role that the Healthcare Consortium must play in the coming months and 
years must be a response to the needs of this unique moment in history; while the vision of a new 
healthcare landscape is still murky, our fit in that landscape is clear.   During the transition from here 
to there, from now to the next thing, the Healthcare Consortium must help the members of our 
community to understand and adapt to the changing environment so that they may access the 
healthcare system with the least amount of interruption, disruption and hardship.  We must continue 
to advocate for the structures and policies that we believe will improve our community’s health and 
well-being.  And we must foster and nurture our relationships with other stakeholders in the healthcare 
system, including providers and payers, whose perspective and insight will only make our own work 
better-informed and more effective. In a changing world, the Healthcare Consortium can offer one 
constant--fidelity to our central mission of increasing access to healthcare—and it can advance this 
mission through an organization that is dynamic, nimble and responsive.  In the coming months 
and years, our organization must not only meet the needs we know, in the ways we know how to; we 
must also anticipate the needs that will emerge and ensure that we are positioned to respond when 
they do.  I am privileged to be a part of this remarkable organization at this particular moment and 
look forward to engaging with the board, staff, and our partners in rising to the challenges ahead.

Claire Parde, MS
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The Healthcare Consortium has administered the program since 2001.  Funding 
from the NYS DOH supports program administration and patient services for 
uninsured women age 40-64 and men age 50-64 in Columbia and Greene 
Counties.

VITAL SERVICES FOR THE UNINSURED

The Cancer Services Program was used by 337 uninsured men and women this year 
to complete their cancer screenings.

This includes 825 mammograms, clinical breast exams, cervical and colorectal 
screenings and follow up services.  This comprehensive program includes scheduling 
appointments, education about available care 
options, addressing barriers, emotional support, 
and referrals to other community resources that 
may be needed.  

Our case manager supported 4 clients through 
all stages of their experience with breast, 
cervical and colon cancer this year.

Five people received treatment for adenomatous polyps, a precursor to colon cancer.  
Without treatment these precancerous polyps could lead to invasive colon cancer in 
the future.

Our annual 5k Walk/Run fundraiser events for the Community Cancer Fund were 
a big success and raised $23,300 last year.  The fund helps to pay for cancer related 
services that are not covered by the Cancer Services Program.  Community partners 
in Columbia and Greene Counties work hard to make this fund possible.

The Programs  
CANCER SERVICES PROGRAM



The Programs
MEDICAL TRANSPORTATION

The Children & Adult Rural Medical Transportation Services Program has been 
transporting Columbia County residents who lack transportation to and from their 
health-related appointments since 1999. This non-emergency door-to-door service 
is staffed by two coordinators and ten regularly-scheduled part-time drivers.  Rides 
are provided on a pre-scheduled basis.  New clients numbered 150 in 2011, and 
more than 610 individual clients were provided 8385 trips during the year. Our 
vehicles logged 133,810 miles in 2011 operating 8am to 4pm Monday through 
Friday, except holidays, throughout the year.



The Columbia-Greene Facilitated Enrollment Program (Covering the Uninsured) 
gives qualifying people access to affordable health insurance through Child Health 
Plus, Family Health Plus and Medicaid Managed Care plans by providing free 
eligibility screening and application assistance.  In 2011, 2,064 referrals were 
received and 730 applications were submitted. Of those, 910 children were 
enrolled into Medicaid or Child Health Plus and 312 adults were enrolled into 
Medicaid or Family Health Plus.

The elimination of the face-to-face application requirement for Medicaid, which 
allows for mail-in applications, has significantly reduced the number of clients 
seeking assistance through our program. According to New York State DOH, we 
still consistently rank in the top 5 of upstate lead agencies for productivity.  Our 
quality ranks number one with Fidelis Care New York.

The Programs
FACILITATED ENROLLMENT PROGRAM



Rip Van Winkle Tobacco-Free Action advocates for policy change that reduces expo-
sure to secondhand smoke, makes tobacco products less visible and accessible, and 
makes tobacco use more expensive, less convenient and more socially unacceptable.

2011 Highlights

Sponsored two multi-media campaigns of three months duration each to promote 
tobacco free parks and recreation areas and to educate the public about tobacco 
marketing in stores directed at kids.

Partnered with the SADD chapters at Hudson High and Taconic Hills to expand our 
anti-tobacco marketing initiative in the school communities.

Assisted five senior living facilities and one affordable housing complex, with a total of 
222 units, to establish smoke-free buildings.

Successfully advocated for tobacco free parks in the Greene County towns and villages 
of Catskill, Athens, Coxsackie, Cairo, Greenville and Hunter.

Successfully advocated with Hannaford Supermarkets to cover tobacco products in 
the Valatie store and in new stores planned for the area.

Held our final recognition event in June.  TCP has directed that this annual activity 
be discontinued because of the budget cuts. 

In the final state budget for 2011-2012, TCP was reduced from $58 million to $40 
million.  As a result the budget for our program was cut by 13%, or almost $22,000.
   

The Programs
RVW TOBACCO-FREE ACTION



The Programs
KIDS IN MOTION

Kids in Motion is a five year Childhood Obesity Prevention Program funded by a grant 
from the NYS Department of Health.  The program coordinates schools and community 
partnerships in Columbia County to facilitate policy and environmental changes that 
promote healthy lifestyles for kids in grades K-8. 
School Programs
Kids in Motion funding has been instrumental in keeping many K-8 physical activity and 
gardening afterschool programs afloat. Afterschool programs include swimming, ball-
room dance, hiking, running and wrestling. Overall, we promote sustainability in these 
programs with the expectation that they will continue to thrive long after our funding has 
ended.
 
Farm to School 
School and community partners continue their work to provide kids with farm fresh pro-
duce in their school cafeterias. We also funded farm trips to the Sylvia Center at Katchkie 
Farm for many of the day camps in Columbia County as well as the 2nd grade of John L 
Edwards Elementary .
Walking School Bus
We sponsored the “Walking School Bus” program at John. L. Edwards Elementary 
School, a program of the National Safe Routes to School program that encourages kids to 
walk and bike to school. 
City Playground
Our collaboration with the Hudson Rotary and the City of Hudson made renovation of 
the Promenade Hill Kids Park possible. This neglected park needed attention and 
equipment. Funding from the three groups provided a new swing set, play structure, and 
rubber mulch.  Kids from all over Hudson are now enjoying the wonderful playground.  



The Programs
NY CONNECTS, COLUMBIA COUNTY

NY Connects, Columbia County is a trusted resource in the community that provides 
free information and assistance on available long term care services, such as home 
care, personal care, transportation, home delivered meals, therapy visits, respite and 
palliative care, counseling and support, housing options, and more.  

In 2011, NY Connects facilitated a Caregivers’ Series of articles and workshops, 
assisted patients being discharged from hosptials and rehab navigate the very complex 
home healthcare services network, and eased the transition from hospital/nursing 
home to assisted living facilities or their own homes.  The Long Term Care Council, 
a very important, integral part of the program, continues to explore ways to decrease 
the County’s gap in long term care.  This is very important because the senior
population and the disabled population continue to grow exponentially.  The 2010 
Census figures validate these very real needs of the population and NY Connects has a 
leadership role in addressing these needs.

The Prescription Access Assistance program is available to residents of 
Columbia, Greene and  Northern Dutchess counties. Funding from the 

Dyson Foundation makes this possible. This program provides 
uninsured and some minimally insured residents access to 
prescription medications at low cost or no cost directly from the 
pharmaceutical companies. Funding is also available from the 
Foundation for Community Health, based in Sharon CT., for 
residents of the towns of Ancram and Copake.  That funding alone helped 

fifteen town residents receive over 40 prescription meds each month. Inclusively, the 
Prescription Access Program has helped over 250 residents access their prescriptions in 2011. 

WWW.COLUMBIAHEALTHNET.ORG

PRESCRIPTION ACCESS ASSISTANCE

No matter the time of day, or day of the week, the Healthcare Consortium web site 
allows 24/7 access to information about our programs, upcoming events in our Events 
Calendar, and other features.



PROJECTS ON HEALTH SYSTEMS PLANNING

The Healthcare Consortium has convened meetings of the Partnership for 
Palliative Care since 2002.The Partnership consists of a team of health care and 
other professionals who collaborate to promote palliative care and advocate for 
access to care. Their aim is to facilitate understanding about advanced illness and 
end-of-life care by assisting with discussions on palliative (supportive) care, hospice 
care, spiritual concerns, health care proxy/advanced directives, legal 
and financial matters and ethical dilemmas and resolutions.  In 2011, 
Partnership members launched a community-based Coaching Program 
that is available free of charge to Columbia County individuals and 
families in need of information and/or support. Coaches are volunteers 
who will help to resolve situations by guiding patients to the 
knowledge needed to make the choices that are necessary and right for 
them.

PARTNERSHIP FOR PALLIATIVE CARE

A two-year Local Health Planning Initiative was completed this year. Funded by the 
NYSDOH Office of Health Systems Management, we had the resources to establish a 
13-member Task Force of local stakeholders to examine the health status of Columbia 
and Greene County residents and make recommendations to match health care resources 
to community health needs. The outcome of this study, recommendations for 
improving preventive and primary care in Columbia and Greene Counties, can be found 
in the report: “A Vision for Better Health”.  The report details a comprehensive strategy 
for our cornerstones of the primary care delivery system: Expanded Insurance Coverage; 
Adequate Supply of Primary Care Providers; Patient-Centered 
Medical Home; Adequate Reimbursement for Primary Care. A second 
set of recommendations developed by the Task Force advocate for 
enhanced activities to address four priority prevention areas: tobacco 
use; obesity; cardiovascular disease; behavioral health.  A copy of the 
report is available for download on-line at www.columbiahealthnet.org. 

A second planning project began this year to lead local stakeholders in 
a process to explore approaches in comprehensive healthcare 
service delivery models, including the feasibility of a section 330 
health center, to provide access to healthcare for the medically 
underserved residents of Columbia and Greene Counties.  This one-year 
project is funded by the US Department of Health and Human Services. 

Task Force on Improving Preventive and Primary Care  
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Although primary care has proven it can decrease health care expenditures, cost containment policies in 
 

New York State and the Nation have focused too narrowly on interventions such as changing the design of 

insurance benefits and increasing cost sharing. A longer-term, more e�ective strategy is to invest in preventive/

primary care. 

CONSEQUENCES OF INADEQUATE PREVENTIVE AND PRIMARY CARE

This section describes some of the consequences of a preventive/primary care system that su�ers from 

inadequate resources and misdirected or outdated State policies.
Chronic Disease

The most expensive and most damaging part of our health care system is the large presence of chronic disease, 

yet a large percentage of chronic diseases can be prevented or their impact mitigated and better managed 

through preventive/primary care services. Thousands of people in our counties su�er from conditions such as 

cardiovascular disease, diabetes, arthritis, cancer, and asthma, among others. In New York State, chronic disease 

afflicts as many as 30% of our population, causes about 75% of all deaths, and consumes about 75% of our 

health care dollars. Chronic disease also reduces productivity at the workplace since employees with a chronic 

disease or their caregivers are often forced either to miss work days or to attend work but perform poorly. 

Inappropriate Use of Emergency Departments
In New York State, roughly 75% of ED visits are for illnesses while about 25% of visits are for injuries

10. A large 

majority of ED visits do not require an inpatient admission. National studies have shown that as many as 40% 

of emergency department visits do not involve a true medical emergency requiring the type of service that only 

an emergency department typically is equipped to furnish. 11 12 13 14

Chronic Disease consumes about 
75% of all health care dollars.

Chronic Disease  causes about 75% of all deaths. Chronic Disease  afflicts 30%of the population.

A Vision for Better Health

COORDINATED BY THE COLUMBIA COUNTY COMMUNITY HEALTHCARE CONSORTIUM

Recommendations
Expand the State-supported Media Campaign

The State of New York has expended tens of millions of dollars over the past several years with bold, even 

aggressive media ads. Studies show these ads have served e�ectively to intensify public awareness about the 

consequences of tobacco and helped to motivate many smokers to quit. During a fall 2010 ad campaign, calls 

to the New York State Smokers’ Quitline increased by more than 32 percent compared to the same time period 

in 2009. These ads are also needed to counteract the $430 million that is expended by tobacco companies to 

promote their products. The Task Force recommends that the State expand its campaign. It also recommends 

that some of the ads share success stories about smokers who have successfully quit.

Maintain the High Tobacco Tax at the Current Level 

The State tax is currently at $4.35 per pack. On top of that amount is a federal tax of $1.01, bringing the 
 

total tax price to $5.36 per pack. New York City adds another $1.50 per pack, which brings the total tax to 
 

$6.86 per pack in the City. 
Taxes a�ect behavior. When the State tax was raised by a $1.60 per pack in July 2010 to the current amount 

 

of $4.35, the American Cancer Society estimated that 85,000 adults would stop smoking due to the cost 
 

of cigarettes. 

Research shows unequivocally that a high tobacco 

tax is the single most e�ective step that can be 

taken to prevent adolescents from starting to 
use tobacco. When the $1.60 increase became 
e�ective, American Cancer estimated that 170,000 

adolescents would be prevented from starting. 

Most teens have a limited amount of cash; thus, 

when making purchasing decisions, they find 
the cost of cigarettes is prohibitive and they use 

their cash for other purposes since they are not 

addicted to tobacco. A tax is certainly not the only 

action that helps to keep them from smoking, 
but it is the biggest step that, in conjunction with 

other actions, can create a comprehensive anti-

tobacco strategy. 

The Task Force certainly supports the high level 

of tobacco tax in the State and New York City. 
However, the Task Force does not recommend an 

increase at this time given the very large increases 

in recent years (the State tax has increased from 

$1.50 per pack to $4.35 over just a few years). 
But, it does recommend that the tax amount be 

re-visited in the next few years and possibly raised 
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Recommendations
1.  Enact State Legislation to Permit Reimbursement Negotiations for Primary Care Physicians 

Our two primary care physician focus groups discussed how to correct the reimbursement inequities and 

other reimbursement-related issues facing primary care doctors. After examining a number of options, 

their key recommendation is to enact State legislation that permits collective negotiation between primary 

care providers and payers. The Task Force concurs with this recommendation. Bargaining could be used for 

determining the amount of reimbursement for clinical services, the amount of the coordination/management 

fee (see #2 below), paperwork processes required by insurers, performance standards, the impact of patient 

mix, and reimbursement for maintenance and operation of Health Information Technology. 

Physicians who are in separate corporations are 

prohibited by law from joining together to negotiate 

contract provisions and payments because it is considered 

restraint of trade. As a result, managed care plans in 

New York State can “divide and conquer,” enabling 

them to dominate the market to such a degree that 

fair and equitable negotiations are nearly impossible. 

Physicians currently face non-negotiable, take-it-or-

leave-it contracts that allow health plans to retroactively 

change contract terms, with little or no notice, and to 

set payment rates well below the costs to physicians 

associated with providing the services to patients.  

Health plans dictate burdensome administrative 

procedures that add tremendous cost and detract from 

patient care. Health plans also dictate the terms of prior 

approval, second opinion, and referrals, all of which 

a�ect patient care. 
Negotiation is critical to restore fairness to the contracting process between physicians and managed care plans 

as well as to allow physicians to advocate on behalf of their patients for the services and treatments that will 

best serve their health care needs.
2.  Pay Primary Care Physicians a Management/Coordination Fee 

An important part of reforming the model of delivery is to change payment structures. Currently, doctors are 

paid only for the “face time” they have with patients or for procedures they perform. They are not rewarded 

for the long-term management of specific conditions, coordinating care with other providers, and teaching 

patients how to manage their conditions. The reimbursement structure should encourage primary care doctors to adopt the medical home model. To do 

this, the State should require that all payers reimburse physicians for the cost of managing and coordinating 

care. The fee would range, based on national models, from $7 to $15 per member per month. Some doctors 

would be paid more because they have a higher percentage of patients who require more coordination and 

management (patient mix). This fee would be paid in addition to negotiated fee-for-service and capitation 

payments for the delivery of clinical services. It would be linked to reasonable performance standards, one of 

which would consider patient willingness to comply with the physicians’ clinical directives. Independent entities, 

rather than insurance companies, would measure physician performance. 

Collective negotiation between primary care providers and payers could be used to help determine the amount 

of the coordination/management fee, the impact of patient mix, performance standards, and how those 

amounts fit in with the payment structures for all other clinical services. 

Billing
Paperwork
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The PCMH is in stark contrast to the current model of delivering care, which emphasizes episodic, reactive care 

while de-emphasizing prevention, primary care and coordination of services with other providers. 

 Through the Patient-Centered Medical Home, primary care doctors and their sta�:

• Send reminders to all patients about preventive care and to those patients who require routine and 

follow-up services• Help patients to quit tobacco or lose weight
• Ensure that patients obtain needed immunizations and vaccinations

• Ensure that patients comply with health screening guidelines to identify and treat health care problems 

early, including the various chronic diseases
• Coordinate diagnostic findings from specialists and coordinate care among them and other providers

• Arrange for behavioral health services
• Manage chronic care needs by developing and following care plans, assessing progress, addressing 

barriers, and working with specialists
• Coordinate patient care in other settings such as hospitals and mental health/substance abuse facilities

• Teach patients how to manage their illnesses, diseases, and risk factors

• Respond to changing patient conditions
• Provide 24 hour communication access (telephone, email) to clinical support

• Ensure the availability of timely and appropriate appointments

• Use electronic health information technology
• Survey patients’ care experience and use the information for service improvement

• Make referrals for patients who need assistance maintaining or obtaining public or private 
 

health insurance

Although the percentage of people who have a 

PCMH is unknown at this time, the proportion 
is presumably very low since the concept is 
relatively new and few insurance companies 
provide reimbursement for it. Transforming the 

current model of care into a patient-centered 
medical home and doing so on a timely basis 
will require a number of steps. The Task Force 
provides three recommendations for creation 
and implementation of the PCMH, and bases its 

support of PCMH on the condition that all three 

recommendations are implemented.Recommendations
1.  Accelerate Adoption of the Patient-Centered Medical Home Concept

A number of significant actions are taking place to implement the PCMH. The National Committee for Quality 

Assurance has adopted standards for the PCMH. Various physician professional associations also have adopted 

standards and “how-to” manuals for guiding primary care providers in creating a PCMH. Similarly, various 

pilot projects are underway in the State and the Nation. The purpose of these demonstration projects is to test 

di�erent models of the PCMH and determine how best to design and operate the PCMH so that it improves 

quality, reduces cost, and most importantly, improves patient health status. The State has taken a major step 

PREVENTIVE and PRIMARY CARE

Diagnostic Services
Health Information Technology

Management of Chronic Disease
Behavioral Health

Inpatient, Long-Term Care
Specialty Services

Patient-Centered Medical Home
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ASSETS

	 	 	 	 	 	 									 	 	 						2011	
	
Current	Assets
	 Cash	and	cash	equivalents	 	 	 	 $	 	240,314
	 Grants	receivable		 	 	 	 	 	 	298,266
	 Investments		 	 	 	 	 	 	 			28,900
	 Prepaid	expenses		 	 	 	 	 	 					5,202
	 	 Total	Current	Assets	 	 	 	 	 	572,682

Property,	Plant	and	Equipment,
	 Net	of	Accumulated	Depreciation	 	 	 	 			75,213
	 	 	 	 	 	 	 	 	 $	 	647,895

LIABILITIES	AND	NET	ASSETS

Current	Liabilities:
	 Accounts	payable		 	 	 	 	 $	 		81,032
	 Accrued	wages	and	benefits	 			 			 	 	 		34,130
	 Accrued	compensated	absences	 			 	 	 		20,125
	 Accrued	expenses		 	 	 	 	 			 				5,311
	 Advanced	funding	payable	 	 		 	 	 		24,493

	 	 Total	Current	Liabilities	 	 	 	 	 	165,091

Net	Assets:
	 Temporarily	restricted	 	 					 				 	 	 140,489
	 Unrestricted	 	 	 	 	 	 	 342,315
	 	 	 	 	 	 	 	 	 	 482,804

	 	 	 	 	 	 	 	 	 $	 647,895

FISCAL YEAR ENDING JUNE 30, 2011

Financial Statement



Revenues & Supports

TOTAL REVENUE, COMPARISON BY YEAR
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TOTAL REVENUE, BY SOURCE	
Grants,	NYS			 	 	 							 							$924,540	
Grants,	Federal	 		 	 	 	 $36,239	
Columbia	County	Departments	 		 $96,614	
Columbia	County	Government	 		 $84,702	
Medicaid	reimbursements	 		 							$191,257	
Foundation	Revenue	 		 	 	 $39,399	
Donations	 		 	 	 	 	 $		1,800	
Other		 		 	 	 	 	 $68,073	

	 		 	 	 	 	 	$1,442,624	



Program Funding
TOTAL REVENUE, DISTRIBUTION BY PROGRAM
	
Transportation	Services	 	 		 	 	 $246,006	
Cancer	Services	 	 	 	 	 	 $235,585	
Rural	Health	Network	 		 	 	 	 $194,048	
Tobacco-Free	Action	 		 	 	 	 $172,572	
Facilitated	Enrollment	 		 	 	 	 $164,580	
Other	Program	and	Administrative	Costs	 	 $156,925	
Childhood	Obesity	Prevention			 	 	 $117,580	
HEAL	9	NY				 	 	 	 	 	 $		75,124	
NY	Connects	 		 	 	 	 	 $		63,554	
Prescription	Access	 		 	 	 	 $		16,650	
	 		 	 	 	 	 										$1,442,624	



Funding Sources

United States Department of Health and Human Services, 
Health Resources and Services Administration 

New York State Department of Health

Columbia County Government

Columbia County Departments

Health Research Institute

Foundation for Community Health

Berkshire-Taconic Foundation

Dyson Foundation

Private Donors
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Consortium

      A collaborative
     rural health network
  Improving access to quality health care

325 Columbia St, Suite 200
Hudson, NY  12534
phone (518) 822-8820

fax (518) 828-1479
ccchc@columbiahealthnet.org
www.columbiahealthnet.org

Direct Dial Program Access
C.A.R.T.S./Transportation Services Program

822-8020   fax 828-1479

Cancer Services Program
822-8741   fax 828-3425

Facilitated Enrollment Program
822-9600   toll-free 1-800-980-5530

NY Connects, Columbia County
828-2273   toll-free 1-877-260-9244

Rip Van Winkle Tobacco-Free Action
822-0999 

© 2011 Columbia County Community Health Care Consortium, Inc.




