scUCare

MSC+/MSHO Institutional Support Plan

(W] Initial L] Annual (W] Mid-Year [] other: (W] msc+[_|MSHO
Date: 1/4/2024 Date: Date: 6/15/2024 Date:
MEMBER INFORMATION
Member Name DOB Member ID UCare Enrollment Date
Jane Doe 3/16/1953 40404040 1/1/2024

Facility Name:

Care Center Nursing Facility

Facility Address:

Facility Phone Number:

612-999-9999

456 Butterfly Road Minneapolis, MN 55413

Care Coordinator
Delegate/Agency:

Facility Admission Date:

7/2/2021

Name:John Smith
ucare

Phone: 612-676-6726

Primary Contact at Facility (Name, Title, Phone):

Suzie, Social Worker 612-999-9998

INTERDISCIPLINARY CARE TEAM

Fax:

Primary Care Physician: Dr. Frank Stein
Clinic: Feel Better Clinic

Phone: 612-456-7890
612-456-7891

Representative Name: Sam Jones

Type of representation: Child. A-Reb
Phone: 763-764-7655

Alternate/Other Representative Name: Justin Case

Type of representation: Friend
Phone: ©1£-20/-5YUL

Facility Social Worker: suzie Q.

Phone/Email: 51 5_999-9998/suzie@carecenter

List other ICT members (Name, Relationship):

Abe/OT:; Lincoln/Dietician

List ICT member(s) who participated in the development of the Support Plan:

Jane, John Smith (CC), Sam Jones (child), Suzie (Social Worker)

SUPPORT PLAN |

Monitoring L]
Ra_n k_by My Goals Intervention Target Progress/Goal Revision Achle\{ed/Not
Priority Date Dat Achieved
ate (Month/Year)
Low | wil work with my || will work with my 6/15/2023 — Goal | 6/15/2023 —
daughter to schedule augnter to arrange :
an egxam with my transportation to the achlgved. Jane had Goa_l
7] Medium | optometrist to discuss appointment. My daughter a vision exam on ac_hleved and
recent vision loss by \g)l(lgr?]cfg g]sg?gtymnlegtgttti:z 12/31/2024 | March 13 and has will not carry
. the time of my next infout of wheelchair/exam new glasses. She |Overto new
High annual review. chair.d My Carllre g may have cataract g"RA Pl
Coordinator has explaine upport Flan.
vision benefits with me. surgery next year.
Low | will contact Breast "‘%\Eg‘ég %‘;Otrﬁé”;tgne 6/15/2023 — Exam
Cem.er Imaging to number to Breast Center is scheduled for
_ confirm my last _ Imaging to consult on my 6/21/2023. Jane
[]| Medium mammaogram. | will care. | will work with my h q
work with my daughter | daughter to arrange 12/31/2024|Nas UCar_e ID an
to schedule a transportation to the daughter is
High ithin 3 appointment. My daughter idi
mammogram within will accompany me to the proviaing
months if | am exam to assist with transportation.
overdue. transferring.




| will accept daily

My Care Coordinator

6/15/2023 —

Low
assistance fromthe |reviewed my plan of Continues to need
facility staff to care. Staff will assist and accept
Medium |COMPlete my in bathing, dressing, assistance with
personal cares safely | gnd toileting every  |12/31/2024 bathing and
and thoroughly, as | day. | know how to dressing. Reports
; denced by my e
self-report at the time when | need to use ) :
of my next review. the bath independent with
€ bathroom. toileting.
| will gain strength | I will use my 6/15/2024 Using
Low |and stability by 4-wheeled walker and walker almost every
pract|c|ng Wa|k|ng at least one .perSOI’] to day’ dependent Of
at least 3 times per jvtﬁggaa'ww'” use my staff availability.
Medium agﬁ(léler?g a independently when | antmue goal as
o do not have 12/31/2024 | Wrtten
ands-on assistance to walk. My
High |assistance, as doctor will refer me to
evidenced by my | physical therapy if
report of no falls at | appropriate. | will have
the time of my next |a vision exam and
review. discuss risk of falls
added 6/15/2024:1 |My Care
Low  |Will tour nearby Coordinator
assisted livings until |provided me with
| am ready to move, |the Senior Housing
Medium |25 eV|dtefnced by my |pirectory. My
request for an daughter will
Elderly Waiver accompany me on 12/31/2024
High éziisé?:rgtr?gté?)gy tours. | will notify my
the time of my next Care Qoord!nator
. once | identify my
review. )
top choices
Low
Medium

High




Barriers to meeting my goals: High fall risk when walking and transferring. 6/15/2023 update: Continues to be a fall risk but

improving. Starting process of search for assisted livings.
|:|N/A, no barriers identified. P g gp g

CARE COORDINATION ‘

My Follow-up Plan & Contact

Care Coordinator follow up will occur:

[_]once a month

[]Every 3 months

[W|Every 6 months

[W|other: In the event of a hospitalization or change in condition

Purpose of Care Coordinator Contact:
to identify supports and services; to assist member at the time of emergency room visits and/or hospitalizations; and to evaluate residence and level of care.

| can contact my Care Coordinator to help me with my medical, social, or everyday needs. | should contact my Care Coordinator
when:

¢ Changes happen with my health

¢ | have a scheduled procedure or surgery, or | am hospitalized

¢ | need help finding a specialist

¢ | need help learning about my medications

¢ | would like information to help myself and my family make health care decisions
¢ | would like changes to my care plan or my services and supports

¢ | would like to talk about other service options that can meet my needs

¢ | am dissatisfied with one or more of my providers

Care Coordinator met with member, reviewed Care Coordinator role, addressed member concerns: |E|Yes |:|No
Date: 1/4/12024

Notes: Met Jane in conference room and also saw her room.
If no, explain:

Care Coordinator met with family or representative: [l]Yes [ _|No [_|Not applicable
Date: 1/4/2024

Notes: Sam Jones (child/A-Rep) present when completing IHRA per Jane's preference.

Care Coordinator and Credentials: John Smith, RN
Delegated Entity/Agency: UCare
Date: 1/4/2024

Mid-Year and Ongoing Contact Notes:

6/15/2023 update: Met with Jane for mid-year review. She still needs to improve walking but is
rpady to start Innking for an assisted Ii\/ing CC discussed r‘nmmllnify resources available to support
her move and explained Elderly Waiver assessment. CC will make referrals when ready (Moving

Home MN). CC provided Senior Housing Directory and wrote down number for Senior Linkage Line
and website MinnesotaHelp.info




My Signature

|E|Yes |:|No

| have been given a choice of different types of services that can meet my needs, as seen on my plan.

|E|Yes |:|No

| have been offered a choice of providers from available providers.

|§|Yes |:|No

| have annually received my appeal rights.

|§|Yes |:|No

| am aware that healthcare information about me will be kept private.

|E|Yes |:|No

| have discussed my plan of care with my Care Coordinator and have chosen the services that | want.

|E|Yes |:|No

| agree with the plan of care as discussed with my Care Coordinator.

My/My Representative Signature: Date:
See attached signature page.
Care Coordinator Signature: Date:
John Smith, RN 1/4/2024
Care Plan Mailed/Given to Me on: Date:

1/20/2024
Care Plan Mailed/Given to My Doctor (verbal, phone, fax, Date:
EMR): 1/20/2024

Name: Health Plan I.D. Number:
Jane Doe 40404040
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	Clinic Fax: 612-456-7891
	Type of rep: Child, A-Rep
	Rep phone: 763-764-7655
	AlternateOther Representative Name: Justin Case
	Type of representation: Friend
	Alt Rep Phone: 612-567-8901
	SW Phone Email: 612-999-9998/suzie@carecenter.com
	Check Box10: Off
	Check Box11: Yes
	Check Box12: Off
	Goals 1: I will work with my daughter to schedule an exam with my optometrist to discuss recent vision loss by the time of my next annual review.
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	Representative Name Type of representation Phone: Sam Jones
	Facility Social Worker PhoneEmail: Suzie Q.
	List other ICT members Name Relationship: Abe/OT; Lincoln/Dietician
	List ICT members who participated in the development of the Support Plan: Jane, John Smith (CC), Sam Jones (child), Suzie (Social Worker)
	Intervention 1: I will work with my daughter to arrange transportation to the appointment.   My daughter will accompany me to the exam to assist me getting in/out of wheelchair/exam chair.  My Care Coordinator has explained vision benefits with me.
	Monitoring 1: 6/15/2023 – Goal achieved. Jane had a vision exam on March 13 and has new glasses. She may have cataract surgery next year.
	Intervention 2: My Care Coordinator provided me the phone number to Breast Center Imaging to consult on my care.  I will work with my daughter to arrange transportation to the appointment.   My daughter will accompany me to the exam to assist with transferring. 
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