Enhanced Care Management (ECM) = . calucairm
Care Management Plan (FORM D) @' Local. Quality. Healthcare.

Care Plan Purpose: To be used to develop a comprehensive, individualized, person-centered Care Plan, based on the
needs and desires of the Member.

When to Submit: Submit via CenCal Health Provider Portal upon completion or no later than 60 days from the ECM
Initial Service Authorization decision date and with all reauthorization requests.

Reauthorization Request: Care Plan must include care plan progress (e.g., met and unmet goals) that occurred during
the previous authorization period and goals that demonstrate the need for ongoing ECM Services. Submit within 15
business days of authorization ending.

MEMBER AND PROVIDER INFORMATION

Member Name:

Member Date of Birth: Medi-Cal #: Service Auth #:

ECM Organization Name:

Lead Care Manager (LCM):

LCM Phone Number: LCM Email:

O Initial Care Plan © Revision of Care Plan (ongoing progress/changes) ©Reauthorization Request Date:
Care Plan Completed: © In Person © Onthe Phone © Both (In Person and on the Phone)

POPULATIONS OF FOCUS (ADULT) POPULATIONS OF FOCUS (CHILD AND YOUTH)

(O HOMELESSNESS: (O HOMELESSNESS:
Adults Experiencing Homelessness (POF 1) Homeless Families or Unaccompanied Children/

Youth Experiencing Homelessness (POF 1)
(O AVOIDABLE HOSPITAL OR EMERGENCY DEPARTMENT

UTILIZATION: O AVOIDABLE HOSPITAL OR EMERGENCY
Adults at Risk for Avoidable Hospital DEPARTMENT USE:
or ED Utilization (POF 2) Children and Youth at Risk for Avoidable

Hospital or ED Utilization (POF 2)

O SERIOUS MENTAL HEALTH/SUBSTANCE USE:
O SERIOUS MENTAL HEALTH OR SUBSTANCE USE

Adults with Serious Mental Health and/or

substance use disorder (SUD) Needs (POF 3) D'§°RDER’ . .
Children and Youth with Serious Mental Health
O JUSTICE INVOLVED: and/or substance use disorder (SUD) Needs (POF 3)

Adults Transitioning from Incarceration within

the past 12 months (POF 4) O JUSTICE INVOLVED:

Children/Youth Transitioning from a Youth
(O LONG TERM CARE (LTC) INSTITUTIONALIZATION: Correctional Facility (POF 4)

Adults living in the community who are at risk O CCS OR CCS WHOLE CHILD MODEL:
for LTC Institutionalization (POF 5) Children/Youth Enrolled in California Children’s

(O NURSING RESIDENTS TRANSITIONING TO Services (CCS) or CCS WCM with Additional Needs
COMMUNITY: Beyond the CCS Condition (POF 7)
Adult Nursing Facility Residents Transitioning to O FOSTER CARE:
the Community (POF 6) Children/Youth Involved in Child Welfare (POF 8)
O BIRTH EQUITY: O BIRTH EQUITY:
Pregnant and Postpartum Individuals at Risk for Pregnant and Postpartum Individuals at Risk for
Adverse Perinatal Outcomes (POF 9) Adverse Perinatal Outcomes (POF 9)
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ECM PROGRAM COMPLETION & STEP-DOWN GUIDANCE (OPTIONAL)

Use as a guide to identify members who are ready to graduate/complete ECM. The member must answer “yes”
to each of the questions identified below. If a member answers “No” to any questions on the questionnaire, a
conversation with the LCM should follow to help identify barriers and needs.

1. Completion of all goals on the Care Plan OYes O No
2. Knowledge of how to utilize the Prim.ary Care Provider, Urgent Care, OYes O No
and Emergency Department appropriately
3. Understanding of and adherence to medications OYes O No
4, Knovyledge of when to see a care provider and confidence in speaking with the care OYes O No
provider
5. Confident in being able to manage one’s health and ask for help when needed OYes O No
6. Knowledge of mental health diagnosis(es), ability to seek care and make decisions,
. . OvYes O No
and understand and adhere to treatment, if applicable
7. Access to safe and stable housing and ability to seek help if needed OYes O No
8. Ability to cook, clean and shop for self with or without the assistance of a support OvYes O No
person
9. Ability to perform ADLs with or without the assistance of a support person ©OvYes O No

10. Ability to access food, transportation or help when needed

OYes O No

BARRIERS TO SELF-CARE

O Behavioral - mental health
diagnosis

O Behavioral - other

O Caregiver - unavailable

O Caregiver - unwilling to help

O Caregiver - other

O Cognitive impairment

O Cultural/Ethnic -
diet limitations/restrictions

O Cultural or Religious Beliefs
impacting treatment adherence

O Drug-related - side effects
O Drug-related - other

O Dependent relative needing
care at home

O Financial constraints

QO Functional - manual dexterity
QO Functional - mobility

O Functional - other

O Food Insecurity

O Hearing Impairment

O Homelessness

O Housing instability, housed,
with risk of homelessness

QO Inadequate support system(s)
O Lack of access to healthy food

O Lack of childcare resources

O Extreme Poverty

O Lack of motivation

O Lack of reliable transportation

O Language barrier - family/caregiver

O Language barrier - member

O Low health literacy

O Problems related to release
from jail, prison

O Problems related to living alone

O Visual Impairment

O Environmental - safety

O Other
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CARE MANAGEMENT PLAN DEVELOPMENT (SELECT ALL THAT APPLY)

Strengths Identified
(select all that apply):

O Social Support (Family/Friends)

O Appropriate Coping Skills

O Engaged in Self-Care

O Adherent with Treatment Plan
(Medical, Oral, or Behavioral
Health)

O Engaged (Leisure/Recreational)
Interests

O spirituality (Rituals, Faith,
Beliefs, Spiritual Community)

O Other

Developed Care Plan with Assistance
From (select all that apply):

O Member

O Parent/Caregiver/Guardian

O Authorized Representative

QO Primary Care Provider/Specialist
O other

Required Goals 2 - or more
(select all that apply):

O Member will be or continue
to be engaged in Primary and
Preventative Care Interventions
(required)

O Member will be linked with
resources to meet their POF
(Population of Focus) specific
needs (required)

O Member will receive necessary
support following discharge
from an inpatient or institutional
setting (when applicable)

Needs/Goals/Desired Outcomes Expressed and Prioritized by Member and/or Authorized Representative during

Assessment Process

INDIVIDUALIZED CARE PLAN (ICP) WITH GOALS

GOAL
DUE OR
GOAL INTERVENTION COMPLETE fNOAL 3ERC|:|':;“ 1 coaL
(SHORT AND LONG TERM) DATE COMPLETED
oaTo0/vy) | PROGRESS | LONGER
NEEDED
PHYSICAL HEALTH
O @) O
@) O O
O (@) O
@) O O
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INDIVIDUALIZED CARE PLAN (ICP) WITH GOALS (CONT.)

GOAL
DUE OR
GOAL INTERVENTION COMPLETE fNOAL 3ERC|:|':;“ 1 coaL
(SHORT AND LONG TERM) DATE COMPLETED
oaTo0/vy) | PROGRESS | LONGER
NEEDED
BEHAVIORAL HEALTH
O @) O
O O O
SUBSTANCE USE DISORDER
O O O
@) O O
DEVELOPMENTAL HEALTH
O O (@]
@) @) @)
ORAL HEALTH
@) O @)




Enhanced Care Management (ECM) Care Management Plan (FORM D)

INDIVIDUALIZED CARE PLAN (ICP) WITH GOALS (CONT.)

GOAL
DUE OR
i INTERVENTION Aol Ha e fNOAL 3ERC|:|':;“ " | coaL
(SHORT AND LONG TERM) DATE COMPLETED
(MM/DD/YY) PROGRESS | LONGER
NEEDED
ORAL HEALTH (CONT.)
@) @) @)
O O O
PALLIATIVE CARE
© @) @)
© @ O
COMMUNITY-BASED LONG TERM SUPPORT SERVICES (LTSS) (SELECT ALL THAT APPLY)
In-Home Support Services (IHSS) O O O
Community-Based Adult Services
(CBAS) @) @) @)
Multi-Senior Services Program
(MSSP) O © O
Home and Community-Based
Alternatives Waiver (HCBA) © © O
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INDIVIDUALIZED CARE PLAN (ICP) WITH GOALS (CONT.)

GOAL
GOAL
DUE OR GOAL DECLINED
gﬂg‘h AND LONG TeRw) | INTERVENTION COMPLETE DATE | IN ORNO (CS?E“F':C:'(:EET:D
(MM/DD/YY) PROGRESS | LONGER RECEIVED)
NEEDED
COMMUNITY SUPPORT SERVICES (SELECT ALL THAT APPLY)
Member will be linked | O Housing Transition
with resources to meet Navigation Services O O ©
their POF (Population (HTNS)
of Focus) specific O Housing Deposits (HD) @) O @)
needs (select all that -
apply) O Housing Tenancy and
Sustaining Services O O O
HTSS
= OR ( )
O Transitional Rent (TR) @) O O
(O No Unmet Needs .
dentified O Day Habilitation (DH) O @) O
O Recuperative Care (RC) @ O O
(O Member Declined O ShortTerm P
Referral ort-Term Post-
Hospitalization (STPH) © © O
O Respite Services (RS) @ O O
O Community or Home
Transition Services O O ©
(O Personal Care and
Homemaker Services O O O
(PCHS)
O Environmental
Accessibility Adaptions O O @
(Home Modifications)
O Medically Tailored
Meals (MTM) /Medically @) O @)
Supportive Food (MSF)
O Sobering Centers @) @) O
O Asthma Remediation @) O O
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INDIVIDUALIZED CARE PLAN (ICP) WITH GOALS (CONT.)

GOAL
DUE OR
GOAL INTERVENTION COMPLETE fNOAL 3ERC|:|':;“ 1 coaL
(SHORT AND LONG TERM) DATE COMPLETED
oaTo0/vy) | PROGRESS | LONGER
NEEDED
COMMUNITY-BASED, SOCIAL SUPPORTS AND HOUSING (SDOH)
@) @) @)
O O O
@) O @)

TRANSITIONAL CARE SERVICES (FACILITY TO COMMUNITY OR COMMUNITY TO LONG TERM CARE)

@) @) @)

@) o o

@) O @)
JUSTICE INVOLVED/LEGAL

@) @) @)
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INDIVIDUALIZED CARE PLAN (ICP) WITH GOALS (CONT.)

GOAL
DUE OR
GOAL INTERVENTION COMPLETE |GNOAL gERCI:I-g“ 1 coaL
(SHORT AND LONG TERM) DATE COMPLETED
oaTo0/vy) | PROGRESS | LONGER
NEEDED
JUSTICE INVOLVED /LEGAL (CONT.)
@) O (@]
MEMBER’S PERSONAL GOAL (SELF-MANAGE)
O O @)
O @) O
O O O

ADDITIONAL INFORMATION

Include any additional information about the Member’s (needs/goals/desired outcomes) learned through the
assessment process.

CARE PLAN DEVELOPED BY

Printed Name: Signature/Credentials: Date:
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