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                                                                                                                                       Care Coordination Assessment/Plan

	CARE COORDINATION ASSESSMENT

	Referred By       

	Name       

	Sponsor SSN # 
	     
	Age
	     

	PCM Name
	     

	Diagnosis
	     

	Insurance Coverage
	 FORMCHECKBOX 
 ADSM       FORMCHECKBOX 
 TRICARE PRIME       FORMCHECKBOX 
 TRICARE Standard      FORMCHECKBOX 
 TRICARE PRIME Remote 

 FORMCHECKBOX 
  SHCP        FORMCHECKBOX 
 OHI           FORMCHECKBOX 
  PFPWD           FORMCHECKBOX 
  Medicare           FORMCHECKBOX 
  Medicaid

	Care Coordination Assessment Criteria Used


	 FORMCHECKBOX 
 InterQual        FORMCHECKBOX 
 Medical Record             FORMCHECKBOX 
 J3 Att 21 A             FORMCHECKBOX 
 Case Conference                  

 FORMCHECKBOX 
 Provider          FORMCHECKBOX 
 MTF Nursing Staff        FORMCHECKBOX 
 Beneficiary              FORMCHECKBOX 
 Other

	Patient is a Candidate For
	 FORMCHECKBOX 
 Care Coordination 
	 FORMCHECKBOX 
 Case Management 

	
	 FORMCHECKBOX 
 Disease Management 
	 FORMCHECKBOX 
 Behavior Health 

	Reason for Referral                  FORMCHECKBOX 
 Frequent Readmit/ER Visits       FORMCHECKBOX 
 Environmental Concern                                                                                                         

                                                              FORMCHECKBOX 
 Coping/ Family                           FORMCHECKBOX 
 Self Care/ Mobility                     FORMCHECKBOX 
 Other

	 FORMCHECKBOX 
 ACCEPTED INTO CARE COORDINATION               FORMCHECKBOX 
 MTF DISCHARGE/DISPOSITION PLANNING ONLY

	Signature
	Date/Time

	CARE COORDINATION PLAN

	
	 FORMCHECKBOX 
 SNF Care
	 FORMCHECKBOX 
 REHAB
	 FORMCHECKBOX 
 Out Patient Facility Care
	

	
	 FORMCHECKBOX 
 Home Care
	Type of Care Required: 
	
	
	

	                 FORMCHECKBOX 
 Wound Care
	 FORMCHECKBOX 
 Medication Administration
	 FORMCHECKBOX 
 IV Infusion
	 FORMCHECKBOX 
 Enteral Nutrition

	                 FORMCHECKBOX 
 ADLs (bath, dressing, other)
	 FORMCHECKBOX 
 Skilled Nursing Care
	 FORMCHECKBOX 
 Respiratory Therapy

	Durable Medical Equipment
	 FORMCHECKBOX 
 Crutches/Cane
	 FORMCHECKBOX 
 Walker
	 FORMCHECKBOX 
 Oxygen
	 FORMCHECKBOX 
 W/C  
	 FORMCHECKBOX 
 Hospital Bed/Trapeze
	 FORMCHECKBOX 
 Glucometer

	Physical Therapy / Occupational Therapy
	  FORMCHECKBOX 
 Equipment
	 FORMCHECKBOX 
  Assist with equipment
	 FORMCHECKBOX 
 Gait training/transfers

	
	  FORMCHECKBOX 
 Therapy Device
	 FORMCHECKBOX 
 W/C or Bed Bound
	 FORMCHECKBOX 
 Ambulation/Assisted

	Nutrition
	 FORMCHECKBOX 
 Diet Teaching/consult
	 FORMCHECKBOX 
 Assist with Speech/Swallowing
	 FORMCHECKBOX 
 Assist with Meals

	
	 FORMCHECKBOX 
 Tube Feeding/Supplements
	 FORMCHECKBOX 
 Other Comments:

	Other Needs       

	 FORMCHECKBOX 
 Discussed with PCM/MTF POC 

	Signature/Telephone #
	Date/Time


For concerns or issues concerning this review, and to prevent delays, please call the HCC/UMS at the TRICARE Service Center.
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