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Case Management FOLLOW-UP Form

Instructions for completion

NAME: enter the client’s first and last names.

DOB: enter client’s date of birth.

MEDICAID NUMBER: enter the client’s Medicaid number. If the client’s Medicaid is pending enter “pending”.  If the client does not have Medicaid and does not expect to become eligible enter the patient number for the program that is providing case management services (i.e. CSHCN, etc. ).
FOLLOW-UP NUMBER: Check box for the appropriate follow-up number.

SUMMARY OF FOLLOW-UP CONTACT

Document the activities that occurred during the follow-up contact. Documentation of follow-ups must include: 

1. Client name and Medicaid number on each page;

2. Evidence of continued eligibility of the client;

3. Evidence that contact was made with the client/parent/guardian;

4. A review of all outstanding needs on the service plan;

5. Evidence of individualized and appropriate interventions; and

6. Evidence of problem solving  with the client/parent/guardian when barriers are encountered to address outstanding needs; and 

DOCUMENTATION CONTINUED ON NEXT PAGE: Check box when an additional page is needed for documentation.

SERVICE PLAN WAS REVIEWED AND UPDATED WITH CLIENT/PARENT ACCORDING TO POLICY: Check box when entire service plan has been reviewed with client/parent according to the CPW Intake Policy.

WERE ADDITIONAL NEEDS IDENTIFIED?: Check “yes” if additional needs were identified. If “yes” is checked a service plan addendum should be completed. Check “no” if no new needs were identified.

ARE CASE MANAGEMENT SERVICES TO CONTINUE?: Check one of the boxes below

YES, TIME FRAME FOR NEXT BILLED FOLLOW-UP VISIT: Check this box if services will continue and prior authorized visits remain. Document the time frame for the next follow-up visit.

YES, PRIOR AUTHORIZATION REQUIRED FOR ADDITIONAL VISITS: Check this box if services will continue but no additional visits remain and services will need to be prior authorized.

NO, CASE TO BE CLOSED (COMPLETE CLOSURE FORM): Check this box if the case is to be closed at this follow-up. A closure form needs to be completed. 

REFERRAL(S) MADE AT TIME OF CLOSURE: Document any referrals made at the time of closure.

N/A NO REFERRALS NEEDED AT CLOSURE: Check this box if no referrals were needed at time of closure. 

NO, CASE TO BE TRANSFERRED (COMPLETE TRANSFER FORM): Check this box if the case is to be transferred. A case transfer form will need to be completed.

CASE MANAGER SIGNATURE/DATE: case manager must sign with appropriate credentials and date intake.

CASE MANAGER NAME: printed name of case manager completing intake with appropriate credentials.
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