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COLLABORATIVE CARE PLAN FOR MINNESOTA SENIOR HEALTH OPTIONS 

(MSHO)/MINNESOTA SENIOR CARE PLUS (MSC+)

I. Member Information
	Member Name:       
	Health Plan ID Number:  

     
	Health Plan Name:

     
	Today’s Date:

     

	Member Phone #:       





	DOB:       
	Product Enrollment Date:       


	Member Address:

     

	Emergency Contact Name & Phone:

     
Power of Attorney/Guardian:

     


	Care Coordinator/Case Manager:

Name:       
Phone #:       

	Primary Physician:      
Phone #:       
Fax #:       
	Clinic:

     

	Assessment Date:       
Assessment Type:

 FORMCHECKBOX 
  Initial HRA

 FORMCHECKBOX 
  Annual Reassessment

 FORMCHECKBOX 
  Change of Condition

 FORMCHECKBOX 
  Other
	Assessment Tool Used:

 FORMCHECKBOX 
  Health Risk Assessment (HRA)

 FORMCHECKBOX 
  LTCC (May be used as HRA)



	Case Mix:       

	Rate Cell:       
	Diagnosis:       

	Mental Health Diagnosis:  (If applicable)      
Managed by Other Health Professionals

(Psychiatrist, Psychologist, Primary Care Physician)

 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

Need Goal:

 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No     FORMCHECKBOX 
  Declined

Mental Health Targeted Case Manager:

 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
No

Name of MHTCM:       
Phone Number of MHTCM:       
	Does member have an Advance Directive?

 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

Was Advance Directive Discussed:

 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

If No, Reason:       
	Primary Language:

 FORMCHECKBOX 
  English     FORMCHECKBOX 
Hmong     FORMCHECKBOX 
  Spanish

 FORMCHECKBOX 
  Somali     FORMCHECKBOX 
  Vietnamese   FORMCHECKBOX 
Russian

 FORMCHECKBOX 
  Other (Type in the “other” language)

     
Is an Interpreter Needed:

 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

Name and Number of Interpreter (If applicable):  

     


II. Member’s Strengths:  (e.g. current supports, what works, skills, talents, interests)
	Initial/Annual:       


	Update:       



III. Member Choice of Personal Goals:  (What does the member want help with?  Supports requested?)
	Initial/Annual:       


	Update:       



IV. LTCC-CC/CM Recommendations:  (Services and supports recommended/offered by the Care Coordinator/Case Manager; including needs identified for which the member prefers no intervention.)
	Initial/Annual:       


	Update:       


	Caregiver listed on LTCC:  (Caregivers are unpaid person(s) providing services; if there was no care giver, the service would have to be purchased.)

 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

If Yes, how was the caregiver assessment form completed?

 FORMCHECKBOX 
  Declined     FORMCHECKBOX 
  Face-to-Face     FORMCHECKBOX 
  Telephone     FORMCHECKBOX 
  Mail     

Date Completed:      



V. Health Prevention/Chronic Condition

	Condition/Screening
	An educational conversation must take place with the client on applicable topics. If client needs are identified, a goal must be created unless the client declines.

	
	Check if educational conversation took place
	Check if Goal Needed
	Check if N/A, Contraindicated, Declined
	Notes

	Annual Exam (Encourage if member new to health plan within last 6 months)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Mammogram (Within past 2 years ages 65-75)


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Incontinence (Evaluated by a physician?)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Colorectal Screening

(Up to age 80)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	At Risk for Falls (Afraid of falling, has fallen in the past).
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Pneumovax (Immunize at age 65 if not done previously.  Re-immunize once if 1st pneumovax was received more than 5 years ago & before age 65)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Flu shot (Annually ages 50+ and persons at high risk.)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Tetanus Booster (Once every 10 years)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Hearing Exam 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Vision Exam
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Dental Exam 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Calcium Vitamin D

Rx for Ca Vitamin D?
(as directed by physician)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


	Aspirin

Rx for Aspirin?
(as directed by physician)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Blood Pressure:

(Blood Pressure Goal is <140/80 to age 75.  After 75 based on individual)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Cholesterol check 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Diabetic routine checks as recommended by physician
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Other:       


	Medication Compliant?


	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No (If not compliant with medications please create a goal).

	Disease Management Referral


	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
No    Diagnosis:       

	List of Medications (If not on LTCC)


	     

	Hospitalizations  (In past year number and reason, date(s) if available)
	     

	ER visits (In past year number and reason for visit; dates, if available)


	     


VI. Issues, needs, and all areas of concern identified on the LTCC must be addressed in the Care Plan

	Member Goals
	Intervention
	Target Date
	Monitoring Progress/Goal Revision date
	Date Goal Achieved (Month/Year)

	     

	     
	     
	     
	     

	     

	     
	     
	     
	     

	     

	     
	     
	     
	     

	     

	     
	     
	     
	     


	     

	     
	     
	     
	     

	     

	     
	     
	     
	     


VII. Member Plan

	Personal Risk Management Plan (Discussed if member refuses recommended EW services and discussed potential consequences).

If recommended EW services are declined ,note “declined” and date declined.
Member and/or family accept responsibility for any risk associated with refusing recommended services.

Services Declined by:         FORMCHECKBOX 
  Member     FORMCHECKBOX 
  Family

Risk Plan discussed with:   FORMCHECKBOX 
  Member     FORMCHECKBOX 
  Family     FORMCHECKBOX 
  PCP

Risk Plan Includes:

 FORMCHECKBOX 
  Call 911

 FORMCHECKBOX 
  Family/Friend Support

 FORMCHECKBOX 
  Care coordinator/Case Manager contact

 FORMCHECKBOX 
  Other      
If recommended EW services are declined, note “declined” and date declined.       


	Follow-up Plan:
 FORMCHECKBOX 
  Contact Once a Month for 3 Months

 FORMCHECKBOX 
  Contact Every 3 Months

 FORMCHECKBOX 
  Contact Every 6 Months

 FORMCHECKBOX 
  Other      


	Emergency Plan:
As discussed with patient and/or family, in the event of an emergency member will:  (check all that apply)

 FORMCHECKBOX 
  Call 911           FORMCHECKBOX 
  Use Emergency Response Monitoring System

 FORMCHECKBOX 
  Call Emergency Contact

 FORMCHECKBOX 
  Call Other Informal Support Person    Name:         Phone:       
 FORMCHECKBOX 
  Other (describe)        

Self Preservation/Evacuation Plan:

If member is unable to evacuate independently in an emergency, describe evacuation plan:       
If other self preservation concerns or plans, describe:       

	Essential Services Backup Plan:  (when providers of essential services are unavailable)
 Member is receiving essential services    FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
If Yes, briefly describe member’s backup plan:       


	Additional Case Notes:       



VIII. Choosing Community Long Term Care

	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No    I have been offered a choice of home and community based services and Nursing   Home Services if needed.

 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No    I have been offered a choice of providers.

 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No    I have discussed my plan of care with my care coordinator/case manager and have chosen the services I want.

 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No    I agree with the plan of care as written by my care coordinator/case manager.

 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No    I have received the member Bill of Rights.



	

	(MEMBER OR GUARDIAN) SIGNATURE:
     

	DATE:
     

	SIGNATURE OF PERSON COMPLETING THIS PLAN:

     

	DATE:
     


	CARE PLAN MAILED/GIVEN TO MEMBER ON:

     

	DATE:
     


	CARE PLAN OR SUMMARY MAILED/GIVEN TO PCP (verbal, phone, fax):

     

	DATE:
     



Member Name:      
ID #      

IX. Home and Community Based Service Plan/Budget Worksheet
Please include ALL services, i.e. skilled home care, custodial home care, home-and-community-based services, medical supplies, etc.

	Support/Service
	How is Service Provided?  (e.g. Source:  caregiver, purchased service, neighbor, volunteer)
	Provider of Purchased or Volunteer Services
	Payment Type (Private, HMO, Medicare, MA, Title III, Waiver, Alternative Care)
	Schedule/Frequency
	Service Start Date and End Date (if applicable)
	Estimated Cost per Unit
	Cost Per Week or Month

	Adult Day Care Bath
	     
	     
	     
	     
	     
	     
	     

	Adult Day Services


	     
	     
	     
	     
	     
	     
	     

	Customized Living


	     
	     
	     
	     
	     
	     
	     

	24-Hour Customized Living
	     
	     
	     
	     
	     
	     
	     

	Care Coordination/Case Management
	     
	     
	     
	     
	     
	     
	     

	Care Coordination-Para-Professional
	     
	     
	     
	     
	     
	     
	     

	Caregiver Support


	     
	     
	     
	     
	     
	     
	     

	Companion Services
	     
	     
	     
	     
	     
	     
	     

	Support/Service
	How is Service Provided?  (e.g. Source:  caregiver, purchased service, neighbor, volunteer)
	Provider of Purchased or Volunteer Services
	Payment Type (Private, HMO, Medicare, MA, Title III, Waiver, Alternative Care)
	Schedule/Frequency
	Service Start Date and End Date (if applicable)
	Estimated Cost per Unit
	Cost Per Week or Month

	Foster Care


	     
	     
	     
	     
	     
	     
	     

	Help w/MA, Finances, Other

	     
	     
	     
	     
	     
	     
	     

	Homemaking


	     
	     
	     
	     
	     
	     
	     

	Home Modification


	     
	     
	     
	     
	     
	     
	     

	Home Delivered Meals
	     
	     
	     
	     
	     
	     
	     

	Nurse Visits


	     
	     
	     
	     
	     
	     
	     

	Home Health Aide


	     
	     
	     
	     
	     
	     
	     

	Personal Care Assistant (PCA)
	     
	     
	     
	     
	     
	     
	     

	PCA Supervision

	     
	     
	     
	     
	     
	     
	     

	Therapies at Home:  PT, OT, ST

	     
	     
	     
	     
	     
	     
	     

	Support/Service
	How is Service Provided?  (e.g. Source:  caregiver, purchased service, neighbor, volunteer)
	Provider of Purchased or Volunteer Services
	Payment Type (Private, HMO, Medicare, MA, Title III, Waiver, Alternative Care)
	Schedule/Frequency
	Service Start Date and End Date (if applicable)
	Estimated Cost per Unit
	Cost Per Week or Month

	Transportation
	     
	     
	     
	     
	     
	     
	     

	Yard Work/Chores
	     
	     
	     
	     
	     
	     
	     

	Respite

     
	     
	     
	     
	     
	     
	     
	     

	CDCS Services
     
	FSE:      
	Support Planner:     
	     
	     
	     
	     
	     

	List of Equipment Member Has
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	List of Supplies
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	Support/Service
	How is Service Provided?  (e.g. Source:  caregiver, purchased service, neighbor, volunteer)
	Provider of Purchased or Volunteer Services
	Payment Type (Private, HMO, Medicare, MA, Title III, Waiver, Alternative Care)
	Schedule/Frequency
	Service Start Date and End Date (if applicable)
	Estimated Cost per Unit
	Cost Per Week or Month

	Other: (supports, resources)
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	Case Mix Level:
     

	CAP amount

     
	Member Waiver Obligation  if Known:
     
	     
	Total Cost of Authorized Services:

     
	Notes:       


