Communication Timeframes: Tasks to be completed within 1 business day of notification include notify member’s PCP, care plan shared, inform member/auth rep. about care transition process and support person, communicate with member/authorized representative about changes to member’s health status and care plan.                       V8.02/02/11                        

INDIVIDUAL CARE TRANSITIONS LOG

	Name:
	     
	PMI #:
	     

	MCO ID#:
	     
	MCO Name:
	     

	Agency/County/Care System:
	     

	Transition
	Communication from CC/CM

	Date:
	Notification Date:
	Notified by:
	Transition Date:
	Transition From:
	Transition To:
	Tasks
	Date

	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 
 Notified Member’s PCP of transition    

 FORMCHECKBOX 
 PCP Admitting Physician
	Date Completed      

	Transition Description   FORMCHECKBOX 
 Planned Transition     FORMCHECKBOX 
 Unplanned Transition

      
	 FORMCHECKBOX 
 Care plan shared with Receiving Setting. 

 FORMCHECKBOX 
 Other**
	Date Completed      

	Comments       
	 FORMCHECKBOX 
 Informed Member/Auth Rep about care transition process & support person available. 

 FORMCHECKBOX 
 Other**  
	Date Completed      

	
	 FORMCHECKBOX 
 Communicate with Member/Auth Rep about changes to member’s health status and care plan. 

 FORMCHECKBOX 
 Other**  
	Date Completed      

	
	 FORMCHECKBOX 
 Education with Member/Auth Rep about preventing future unplanned transitions. 

 FORMCHECKBOX 
 Other **
	Date Completed      

	Transition
	Communication from CC/CM

	Date:
	Notification Date:
	Notified by:
	Transition Date:
	Transition From:
	Transition To:
	Tasks
	With/Date

	     
	     
	     
	     
	     
	     
	 FORMCHECKBOX 
 Notified Member’s PCP of transition    

 FORMCHECKBOX 
 PCP Admitting Physician
	Date Completed      

	Transition Description   FORMCHECKBOX 
 Planned Transition     FORMCHECKBOX 
 Unplanned Transition

      
	 FORMCHECKBOX 
 Care plan shared with Receiving Setting. 

 FORMCHECKBOX 
 Other**
	Date Completed      

	Comments       
	 FORMCHECKBOX 
 Informed Member/Auth Rep about care transition process & support person available. 

 FORMCHECKBOX 
 Other**  
	Date Completed      

	
	 FORMCHECKBOX 
 Communicate with Member/Auth Rep about changes to member’s health status and care plan. 
 FORMCHECKBOX 
 Other**  
	Date Completed      

	
	 FORMCHECKBOX 
 Education with Member/Auth Rep about preventing future unplanned transitions. 

 FORMCHECKBOX 
 Other **
	Date Completed      


** OTHER: in the Comments box describe who the person was, the method of communication, and why you communicated with this person. (i.e. communicated with Hospital Discharge planner by phone because member was non-responsive and authorized rep was not available).
DEFINTIONS: Transitions are movement of a member from one care setting to another as the member’s health status changes.  Care Settings are the provider or place from which the member receives health care and health-related services.  Care settings include: home, home health care, acute care, skilled nursing facility, custodial nursing facility, and rehabilitation facility.  
Returning to usual setting of care (i.e. member’s home, nursing home, assisted living) is considered a care transition and the required tasks NEED to be completed.


