gg U Care MSC+/MSHO Institutional Support Plan

[] Initial L] Annual ] Mid-Year [] other: [ Imsc+[_]msHO
Date: Date: Date: Date:

MEMBER INFORMATION

Member Name DOB Member ID UCare Enrollment Date

Facility Name: Facility Address:

Facility Phone Number:

Facility Admission Date: | Primary Contact at Facility (Name, Title, Phone):

INTERDISCIPLINARY CARE TEAM

Care Coordinator Name: Primary Care Physician:
Delegate/Agency: Clinic:
Phone: Phone:
Fax:
Representative Name: Alternate/Other Representative Name:
Type of representation: Type of representation:
Phone: Phone:
Facility Social Worker: List other ICT members (Name, Relationship):
Phone/Email:

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

SUPPORT PLAN |

Monitoring L]
Ra_n k_by My Goals Intervention Target Progress/Goal Revision Achle\{ed/Not
Priority Date Date Achieved
(Month/Year)
Low
Medium
High
Low
Medium
High




Low

Medium

High

Low

Medium

High

Low

Medium

High

Low

Medium

High




Barriers to meeting my goals:

|:|N/A, no barriers identified.

CARE COORDINATION |

My Follow-up Plan & Contact

Care Coordinator follow up will occur:
[_]once a month

[]Every 3 months

[_]Every 6 months

[ Jother:

Purpose of Care Coordinator Contact:

| 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: |:|Yes |:|No
Date:

Notes:

If no, explain:

Care Coordinator met with family or representative: [_|Yes [_|No [_|Not applicable

Date:

Notes:

Care Coordinator and Credentials:

Delegated Entity/Agency:

Date:

Mid-Year and Ongoing Contact Notes:




My Signature

|:|Yes |:|No

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

|:|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.

|:|Yes |:|No

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

|:|Yes |:|No

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

My/My Representative Signature: Date:
Care Coordinator Signature: Date:
Care Plan Mailed/Given to Me on: Date:
Care Plan Mailed/Given to My Doctor (verbal, phone, fax, Date:
EMR):

Name: Health Plan I.D. Number:




Toll free 1-800-203-7225, TTY 1-800-688-2534

Attention. If you need free help interpreting this document, call the above
number.
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Civil Rights Notice

Discrimination is against the law. UCare does not discriminate on the basis of any of the following:

e race e age e political beliefs

e color e disability (including e medical condition

e national origin physical or mental e health status

e creed impairment) e receipt of health care

e religion e sex(including sex services

e sexual orientation stereotypesand e claims experience

e public assistance genderidentity) e medical history
status e marital status e geneticinformation

You have the right to file a discrimination complaint if you believe you were treated in a discriminatory
way by UCare. You can file a complaint and ask for help filing a complaint in person or by mail, phone,
fax, or email at:

UCare

Attn: Appeals and Grievances

PO Box 52

Minneapolis, MN 55440-0052

Toll Free: 1-800-203-7225

TTY: 1-800-688-2534

Fax: 612-884-2021

Email: cag@ucare.org

Auxiliary Aids and Services: UCare provides auxiliary aids and services, like
qualified interpreters or information in accessible formats, free of chargeand in a
timely manner to ensure an equal opportunity to participate in our health care
programs. Contact UCare at 612-676-3200 (voice) or 1-800-203-7225 (voice),
612-676-6810 (TTY), or 1-800-688-2534 (TTY).

Language Assistance Services: UCare provides translated documents and
spoken language interpreting, free of charge and in a timely manner, when
language assistance services are necessary to ensure limited English speakers
have meaningful access to our information and services. Contact UCare at 612-
676-3200 (voice) or 1-800-203-7225 (voice), 612-676-6810 (TTY), or 1-800-688-
2534 (TTY).

Civil Rights Complaints

You have the right to file a discrimination complaint if you believe you were treated in a discriminatory
way by UCare. You may also contact any of the following agencies directly to file a discrimination
complaint.

U.S. Department of Health and Human Services Office for Civil Rights (OCR)
You have the right to file a complaint with the OCR, a federalagency, if you believe you have been
discriminated against because of any of the following:

DHS_Approved_11/24/2021



CBS5 (MCOs) (10-2021)

e race e age e religion (in some
e color o disability cases)
e national origin e sex

Contact the OCR directly to file a complaint:
Office for Civil Rights
U.S. Department of Health and Human Services
Midwest Region
233 N. Michigan Avenue, Suite 240
Chicago, IL 60601
Customer Response Center: Toll-free: 800-368-1019
TDD Toll-free: 800-537-7697
Email: ocrmail@hhs.gov

Minnesota Department of Human Rights (MDHR)
In Minnesota, you have the right to file a complaint with the MDHR if you have been discriminated
against because of any of the following:

e race e creed e public assistance
e color * sex status

e national origin e sexual orientation e disability

e religion e marital status

Contact the MDHR directly to file a complaint:
Minnesota Department of Human Rights
540 Fairview Avenue North, Suite 201
St. Paul, MN 55104
651-539-1100 (voice)
800-657-3704 (toll-free)
711 or 800-627-3529 (MN Relay)
651-296-9042 (fax)
Info.MDHR@state.mn.us (email)

Minnesota Department of Human Services (DHS)
You have the right to file a complaint with DHS if you believe you have been discriminated against in
our health care programs because of any of the following:
® race
e color
e national origin
religion (in some cases)
age
disability (including physical or mental impairment)
sex (including sex stereotypes and gender identity)

DHS_Approved_11/24/2021
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Complaints must be in writing and filed within 180 days of the date you discovered the alleged
discrimination. The complaint must contain your name and address and describe the discrimination
you are complaining about. We will review it and notify you in writing about whether we have
authority to investigate. If we do, we will investigate the complaint.

DHS will notify you in writing of the investigation’s outcome. You have the right to appeal if you
disagree with the decision. To appeal, you must send a written request to have DHS review the

investigation outcome. Be brief and state why you disagree with the decision. Include additional
information you think is important.

If you file a complaint in this way, the people who work for the agency named in the complaint cannot
retaliate against you. This meansthey cannot punish you in any way for filing a complaint. Filing a
complaint in this way does not stop you from seeking out other legal or administrative actions.

Contact DHS directly to file a discrimination complaint:
Civil Rights Coordinator
Minnesota Department of Human Services
Equal Opportunity and Access Division
P.O. Box 64997
St. Paul, MN 55164-0997
651-431-3040 (voice)or use your preferred relay service

DHS Approved 11/24/2021
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