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                    Special Needs Basic Care (SNBC) – UCare Connect Care Plan
	I.  Member Information

	Member Name: 
Member Phone #:     
	UCare ID Number:


	Today’s Date:

     

	

	DOB:  
	 UCare Health Plan Navigator Name:  
 Phone #:    

	Case Coordinator Name:  
Phone #:    
Delegate:  
	Legal Representative Name (if applicable): 
Phone #: 

	Primary Clinic (PCC) Name:       
Address:          
	Primary Physician (PCP) Name:       

	
	Phone #:       
	Fax #:      

	

	Enrollment Date:        FORMTEXT 

     
      Assessment Date:    

 FORMCHECKBOX 
 Telephonic      FORMCHECKBOX 
 Face to Face  

 FORMCHECKBOX 
  Initial    FORMCHECKBOX 
  Reassessment    FORMCHECKBOX 
 Annual   FORMCHECKBOX 
Change Condition

Primary Diagnosis: 
Secondary Diagnoses: 
	Waiver Type:

 FORMCHECKBOX 
 None 

 FORMCHECKBOX 
 CAC

 FORMCHECKBOX 
 CADI

 FORMCHECKBOX 
 DD

 FORMCHECKBOX 
 TBI


	Disability Type:

 FORMCHECKBOX 
 Physical

 FORMCHECKBOX 
 Developmental

 FORMCHECKBOX 
 Mental Health

Diagnosis:      

	Member has Advance Directive?    FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Advance Directive discussed?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If no, reason:       
	Primary Language:  

 FORMCHECKBOX 
 English   FORMCHECKBOX 
  Other: 
Interpreter Needed?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

Interpreter Name/Phone:  

	Waiver:     FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No      Waiver Care Manager Name/Phone/Fax: 
Date Care Plan shared with/faxed to Waiver Care Manager: 

	MH-TCM:     FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No      MH-TCM Name/Phone/Fax: 
Date Care Plan shared with/faxed to MH-TCM: 

	

	II.  Outcomes Desired: Problems/Goals/Interventions

	Problems
	Measurable Goals 
	Interventions 
	 Target Date


	Date  

Achieved                                       



	
	     
	
	

	


	
	     
	
	     

	


	
	     
	
	     

	


	
	     
	
	     

	


	
	     
	
	     

	


	(Reassessment/Revision) Monitoring of progress:       


	III. Prevention 

	Preventative Health Exam w/in 6 months

 of enrollment:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No     FORMCHECKBOX 
  N/A


	Last dental exam:       
Any special dental needs:      


	IV.  Health and Safety

	Is member a candidate for Disease Management?      FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	Concerns/questions for PCP:                              FORMCHECKBOX 
 Medication review by PCP needed:      
Date care plan faxed/mailed to PCP:        

Concerns/questions for Specialists:       
Date care plan faxed/mailed to Specialists (as warranted):         

	Service Back-up Plan discussed:      FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

	Services declined by:      FORMCHECKBOX 
 Member         FORMCHECKBOX 
 Family       FORMCHECKBOX 
  NA

 FORMCHECKBOX 
 Recommended services listed on Care Plan; and date declined noted.

	 FORMCHECKBOX 
 Personal risk management plan discussed with member addressing adverse events

    should they occur due to the refusal of services. 

	Risk plan discussed with:     FORMCHECKBOX 
 Family Member     FORMCHECKBOX 
 PCP         FORMCHECKBOX 
 911                   

 FORMCHECKBOX 
 Family/friend support     FORMCHECKBOX 
 Case Coordinator/Case Manager    FORMCHECKBOX 
  Other      

	 FORMCHECKBOX 
 Face to Face visit assessment declined

 FORMCHECKBOX 
 Contact attempted/No response         Dates Attempted:      

	V. Recommendations (services and supports recommended/offered by the Case Coordinator, including needs identified for which no intervention is preferred by the member). 

	Notes:      
(Reassessment/Revision) Monitoring of progress:       

	VI:  Services and Supports   


(Please include ALL services, i.e. skilled home care, medical supplies, community and social services, etc.)
	Support/Services
	Provider (s)
	Schedule/

Frequency
	Coordinated by 
Case Coordinator
	Coordinated by Waiver Care Manager

	MH-TCM 
	     
	     
	     
	     

	ARMHS Worker
	     
	     
	     
	     

	ACT/Crisis Teams
	
	
	
	

	Social Services
	     
	     
	     
	     

	Vocational Training 
	     

	     
	     
	     

	Foster Care
	     

	     
	     
	     

	Help w/MA, finances, other
	     

	     
	     
	     

	Homemaking
	     
	     
	     
	     

	Home Modification
	     
	     
	     
	     

	Home Delivered Meals
	     
	     
	     
	     

	Adult Day Care Bath
	     

	     
	     
	     

	Adult Day Services
	     
	     
	     
	     

	Customized Living
	     
	     
	     
	     

	24-HrCust. Living
	     
	     
	     
	     

	Skilled Nurse Visits


	     
	     
	     
	     

	Home Health Aide


	     
	     
	     
	     

	Therapies at home:

PT,OT,ST, RT
	     
	     
	     
	     

	Respite
	     
	     
	     
	     

	Supplies/
Equipment
	     
	     
	     
	     

	Transportation
	     
	     
	     
	     

	Other community supports, resources, services: 
	     
	     
	     
	     

	List of equipment member currently has and utilizes:


	     
	     
	     
	     

	

	VII.  Follow-up Plan

	Follow-up plan:            

Date of next contact (at a minimum every 3 months):       


	Additional Notes:  

     

	

	VIII.  Member Informed

	I have discussed my plan of care with my case 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 case coordinator/case manager.
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	MEMBER (OR GUARDIAN) SIGNATURE:


	DATE:       


	SIGNATURE OF PERSON COMPLETING THIS PLAN:

     

	DATE:       

	Copy of Care Plan mailed/given to member:      
	DATE:       
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