NOTE OF CASE MANAGER CONTACT WITH PROVIDER
Recipient Name: 
     



MID number:   -  -      
Date       
Time Started      
Time Ended      
Total Minutes    
Contact was initiated by  FORMCHECKBOX 
 Case Manger   FORMCHECKBOX 
 provider,      .

Contact was with 

 FORMCHECKBOX 
 physician/physician’s office       from      .

 FORMCHECKBOX 
 discharge planner,       from       Hospital.
 FORMCHECKBOX 
 home care agency,       from      .

 FORMCHECKBOX 
 home health agency,       from      .

 FORMCHECKBOX 
 PT/OT/ST therapy agency/therapist,       from      .

 FORMCHECKBOX 
 DME provider,       from      .

 FORMCHECKBOX 
 palliative care provider,       from      .

 FORMCHECKBOX 
 other Medicaid program,       from      .
 FORMCHECKBOX 
 DSS, Medicaid eligibility       . 

 FORMCHECKBOX 
 Child Protective Services,       .

 FORMCHECKBOX 
 HP,      .  

 FORMCHECKBOX 
 CDSA,       . 

 FORMCHECKBOX 
 school,       from      .
 FORMCHECKBOX 
 WIC,      .
 FORMCHECKBOX 
 other CAP/C case management agency,       from      .
 FORMCHECKBOX 
 DMA,      .
 FORMCHECKBOX 
 other,      .
Contact was made via  FORMCHECKBOX 
 telephone   FORMCHECKBOX 
 email   FORMCHECKBOX 
 fax   FORMCHECKBOX 
 in-person.

This was the required monthly contact with the providers of waiver services and supplies.

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

This was the required quarterly contact with the providers of non-waiver services and supplies.
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Contact was regarding:      .

The result/plan of action is:      .

__________________________________________

______________________

Signature of Case Manager
                            Title


Date
7/2010

