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Proper use of Coordination of Care Codes with CYSHCN 
Billing for the Coordination of Care codes requires an understanding of the individual codes, proper documentation, 
and an easy to follow billing slip. 
 
Coordination of Care - Physician Management Codes: 
These codes are for physician time only and, ideally, should not be used until verifying that the patient’s insurer will 
cover them and the diagnoses that the care was provided for. For example, Ohio only reimburses for these codes 
through their Title V Program (BCMH) and will not cover these services if they are provided for a developmental or 
mental health diagnosis. 

 
Prolonged Services (with direct patient contact) 

These are used when a physician provides prolonged service in an inpatient or outpatient setting that is beyond the 
usual service provided. They can be billed in addition to the E/M code. 

Inpatient 
99354   first 74 min 
99355   each additional 30 min 
Outpatient 
99356   first 74 min 
99357   each additional 30 min 
 
Prolonged Services (without direct patient contact) 

This refers to such services as reviewing records, communication with other providers or the patient &/or family in 
either the inpatient or outpatient setting. 

99358   first 74 min 
99359   each additional 30 min 
 
Case Management Services 

This refers to Team Conferences needed to coordinate the activities of patient care. They may occur during a 
hospitalization or after discharge and the patient or family need not be present. **Each physician present can bill 
this code separately. 

99361   approximately 30 min 
99362   approximately 60 min 
 

There are additional codes for phone calls which involve active management of a problem over the phone, i.e. the 
after hours call that prevents an ER visit. They can also be used when management or coordination involves phone 
communication with a pharmacy, lab, social worker, home care provider, therapist, or other physician. 

99371   brief call (<10 Min)  
99372   intermediate call (10-20 min) 
99373   complex call  (>20 min) 

Please note: since the current telephone care codes do not have times assigned to them, the times 
included above are suggestions only. 
 
To bill for special reports such as such as insurance forms, more than the information conveyed in the usual 
medical communications or standard reporting form. This code is not an add on code (i.e., it does not have to be 
reported in conjunction with a face-to-face E/M visit) and it does not require face-to-face contact with the 
patient/parent. Medicare does not assign any relative value units to this code. 

99080 
 
Modifiers 

The modifier 25 should be used when symptoms requiring significant amounts of physician work beyond preventive 
care are encountered during a preventive medicine visit (checkups) of a child with special health care needs. This 
would be added to the end of E/M code and billed with the preventive medicine code. Thus, a 5yo with chronic lung 
disease, seizures, and feeding problems comes in for his yearly WCC and the physicians spends additional time 
evaluating and treating his chronic problems… The physician can then bill; 

99393   5yo preventive care visit 
99214-25  E/M code for the additional time spent on the child’s special needs. 
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Care Plan Oversight 
These codes refer to the physician work spent over a 30 day period to supervise the care plan for patients, i.e. 
development and review of care plans; review patient status reports, test results, and correspondence from other 
health care professionals. These codes do not signify the work done to initially set up the care plan. 
 
 99339 Home, domiciliary, rest home care 15-29 min 
 99340 Home, domiciliary, rest home care >30 min 
 

99374 Home care when patient under the care of home health agency 15-29 min 
99375 Home care when patient under the care of home health agency >30 min 
 
99377 Hospice care 15-29 min 
99378 Hospice care >30 min 
 
99379 Nursing home 15-29 min 
99380 Nursing home >30 min 

 
Coordination of Care Non-physician Provider Codes 
These codes cannot be reported by a physician nor can they be reported on the same day as Preventive 
Medicine Counseling codes (99401-99412). 
 
CPT Health and Behavior Assessment/Intervention Codes 
The focus of the assessment is not on mental health but on the biopsychosocial factors important to physical health 
problems and treatments. 

96150 Health and behavior assessment (e.g., health-focused clinical interview, behavioral 
observations, psychophysiological monitoring, health-oriented questionnaires), each 15 
minutes face-to-face with the patient; initial assessment 

96151 Health and behavior assessment (e.g., health-focused clinical interview, behavioral 
observations, psychophysiological monitoring, health-oriented questionnaires), each 15 
minutes face-to-face with the patient; re-assessment 

 
The focus of the intervention is to improve the patient’s health and well being utilizing cognitive, behavioral, social, 
and/or psychophysiological procedures designed to ameliorate the specific hearing-related problems. 
 

96152  Health and behavior intervention, each 15 minutes, face-to-face; individual 
96153  Health and behavior intervention, each 15 minutes, face-to-face; group (2 or more 

   patients) 
 

96154  Health and behavior intervention, each 15 minutes, face-to-face; family (with  
   patient present) 
 

96155  Health and behavior intervention, each 15 minutes, face-to-face; family (without  
   patient present) 
 
CPT Education and Training for Patient Self-Management Codes 

• Used to report services provided by non-physician providers. If physicians provide these services, report 
evaluation and management codes or 99078 

• Used to report educational and training services prescribed by a physician and provided by a qualified, 
non-physician healthcare professional using a standardized curriculum for treatment of established 
illness(s)/disease(s) or to delay comorbidity(s) 

• Standardized curriculum must be used in order to report these codes but can be modified as necessary for 
the clinical needs, cultural norms, and health literacy of the patient(s) 

• For health and behavior assessment/intervention that is not part of a standardized curriculum, see codes 
96105-96155 

• Purpose is to each the patient/caregiver how to effectively self-manage the patient’s illness(s)/disease(s) or 
delay disease comorbidity(s) in conjunction with the patient’s professional healthcare team 

• Education and training related to subsequent reinforcement or due to changes in the patient’s condition or 
treatment plan are reported in the same manner as the original education and training 
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• The type of education and training provided for the patient’s clinical condition will be identified by the 
appropriate diagnosis code(s) reported 

• The qualifications of the non-physician healthcare professionals and the content of the educational and 
training program must be consistent with guidelines or standards established or recognized by a physician 
society, non-physician healthcare professional society/association, or other appropriate source 
 
98960 Education and training for patient self-management by a qualified, non-physician health 

care professional using a standardized curriculum, face-to-face with the patient (could 
include caregiver/family) each 30 minutes; individual patient 

98961 Education and training for patient self-management by a qualified, non-physician health 
care professional using a standardized curriculum, face-to-face with the patient (could 
include caregiver/family) each 30 minutes; 2-4 patients 

98962 Education and training for patient self-management by a qualified, non-physician health 
care professional using a standardized curriculum, face-to-face with the patient (could 
include caregiver/family) each 30 minutes; 5-8 patients 

 
Healthcare Common Procedural Coding System (HCPCS Level II Codes 
HCPCS "S" Codes (Temporary National Non-Medicare Codes) 
 

S9441   Asthma education, non-physician provider, per session 
S9445   Patient education, NEC, non-physician provider (NPP), individual, per session 
S9446   Patient education, NEC, non-physician provider, group, per session 
S9447   Infant safety (including CPR) classes, non-physician provider, per session 
S9460   Diabetic management program, nurse visit 
S9465   Diabetic management program, dietician visit 

 
HCPCS "T" Codes (Established for state Medicaid agencies) 
 

T1001   Nursing assessment/evaluation 
T1002   RN services, up to 15 minutes 
T1003   LPN/LVN services, up to 15 minutes 
T1004   Services of a qualified nursing aide, up to 15 minutes 

 
Proper Documentation: 
The managing physician must document all phone calls, care conferences, review of old records, 
subspecialty letters, test results, etc. as well as the time spent on each. Office staff who interact with the patient, 
family, other offices, &/or the physician must also document what they do but must also indicate the time spent 
discussing and getting direction for the encounter with the managing physician. Thus a nurse may spend 1 hour on 
the phone with the family dealing with a new problem and calling in new meds but the office can only bill for the 
time the nurse spent discussing and being directed by the managing physician which might only be 10 minutes. 
 
Billing Form 
This form should be easily accessible and can be placed in the front of the patient’s chart and all staff involved in 
the patients care should fill it out but remember it is only for physician time. Per CPT Guidelines, “the complexity 
and approximate physician time of the care plan oversight services provided within a 30 day period determine code 
selection.” Note: depending on the diagnosis/ICD-9-CM you enter can determine your eligibility to get reimbursed. 
 
                                           POC        CALLS       CONF       REVIEW                                                                                                        BILL TO: 
 
 DATE        INITIALS           TIME              TIME               TIME               TIME                          DIAGNOSIS                                COMMENTS                               BCMH         INS             

          
          
 
 
Office Tips: 
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• Identify eligible patients, if billing to state programs (Appendix I) 
• Label charts (Appendix I) 
• Keep billing form in front of chart 
• Train all staff to document care coordination activities 
• Meet with your billing department to discuss strategies on how to bill for these codes. (For example, Title V 

may not be the payer of last resort in this situation and may be the first designated payer for these codes. 
Some systems are set up to bill private insurance and then Medicaid and then Title V and you may need to 
work on a new system to bill this properly.) 

• Design a system for your practice on how to tally and submit billing information 
 
Disclaimer: As codes change every year, please refer to the CPT and ICD-9-CM Manuals for final verification. 
 
 

 
 

Appendices: 
 
I. Identification of CYSHCN: Tools and Strategies 

How to Label / Flag the Chart: Tools and Strategies 
 

II. Forms 
 

III. How to Negotiate with Public and Private Insurers: Tools and  
                      Strategies 
 

IV.  Selected Vignettes 
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Appendix I 
 Identification of CYSHCN: Tools and Strategies: 

How to Label / Flag the Chart: Tools and Strategies 
 
1. The Center for Medical Home Improvement Domain of Chronic Condition Management (CCM).  This information is part 

of the medical home index tool kit and encompasses several issues relating to the extra layers of care and care 
continuity necessary for each child with special health care needs. Each of the six themes associated with this domain 
relates to a specific care and care continuity concern.  
1. Identification of Children in the Practice with Special Health Care Needs  
2. Care Continuity  
3. Continuity across Settings  
4. Cooperative Management Between Primary Care Provider and Specialist  
5. Supporting the Transition to Adult Health Care Services  
6. Family Support  
 
© Center for Medical Home Improvement 2001. 
For the purposes of the toolkit, we have extracted the information only related to identification of children in the practice 
with special needs. For more information on the medical home index tool kit, go to: 
http://www.medicalhomeimprovment.org    
 

2. Responses from the Medical Home Listserv posted on March 1, 2004 

Request: For practices involved in a quality improvement process to increase their medical homeness for children and 
youth with special needs and their families. 

How did you start to identify children and youth with special needs in your practice/clinic? and how did you flag 
or label the chart once you identified your group? Please include any tools you used or developed. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 
 
 
 
 
 
 
 
 

http://www.medicalhomeimprovment.org/


 
Responses from the Medical Home Listserv posted on March 1, 2004 

Request: For practices involved in a quality improvement process to increase their medical homeness for children and youth 
with special needs and their families. 
 
How did you start to identify children and youth with special needs in your practice/clinic? and how did you flag or label the chart 
once you identified your group? Please include any tools you used or developed. 

Responses:  
Getting Started | Identification Examples and Tools | Flagging the Chart | Lessons Learned | More Tools 

Getting Started 
The Center for Medical Home Improvement (CMHI) has put together recommended guidelines and information in their medical 
home tool kit on pages 168-172. It goes through how to facilitate the process of identifying CYSHCN with a practice and how to 
get started. The first suggestion is to figure out what is possible. Here is a brief outline of the process: 
 
1) Determine to identify, flag and quantify their population 
2) Pick a definition 
3) Identify in real time, prospectively and add CSHCN to the problem list so that they can be pulled up by computer 
4) Use natural opportunities to help them (flu shot clinics for example) 
5) Identify and apply a complexity score 
6) Develop the mentality of whenever a child is brought to their attention asking if they are identified 
7) Being prepared to respond with why are you asking this/or doing this/or labeling my child and what is a medical home 
anyway.  
 
Physician Recall and Computer Report by Diagnosis and Identification while in the Process of Care 
 We originally started identifying CSHCN by recall and easily had a list of over 100 kids. We than ran computer reports for 

specific diagnoses to ID additional patients. Now new patients are referred by our MDs as they are identified (usually at a rate of 
3-4 per week) 
-Palmetto Pediatric and Adolescent Clinic. Columbia, SC  
 
 We printed out a list of all of our patients, by primary care physician, and asked each doctor to highlight the patients that met 

criteria (their own criteria). We then got in a supply of sturdier charts and have been migrating the patients records to those 
charts as they come in or we have time. We continue to identify patients not picked up in the initial process as we see them - 
docs, nurses, even the occasional patient, has helped in this process.  
-Utah Medical Home Project  
 
 Doctors identify the patients and place them in order of importance for the care coordinator to contact. The practice has 

prioritized the list as all are not able to be served with/ the care coordinators limited number of work hours.  
-Red Rock Pediatrics, AZ  
 
 Referrals from PHN and observations within the clinic setting. 

-Waianae Coast Comprehensive Health Center. Kaneohe, HI  
 
 We've identified over 300 kids by 1) physician recall, 2) computer recall by diagnosis, such as Down Syndrome, autism, 

cerebral palsy, seizure disorder, prematurity, bipolar disorder, childhood malignancy, etc. and 3) identification while in the 
process of care (usually when you have gotten way behind taking care of a special needs child!) Our docs are starting to be 
more proactive in identification, especially after being given a list of kids they've already identified. 
-Chapel Hill Pediatrics and Adolescents, P.A. Chapel Hill, NC 

CSHCN Screener 
 We conducted a study of the use of the CSHCN screener© (Bethell, Read, Stein et al., 2002) to identify this group of children 

in primary care settings. It shows potential for helping primary care providers identify this group. The reference for this paper is 
below.  
-University of Missouri, Department of Health Psychology  
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http://www.medicalhomeimprovement.org/
http://www.medicalhomeimprovement.org/assets/pdf/MHIK-IV-B.pdf
http://www.medicalhomeimprovement.org/assets/pdf/MHIK-IV-B.pdf
http://www.facct.org/facct/doclibFiles/documentFile_446.pdf


 
The CSHCN Screener© is a five item, parent survey-based tool that responds to the need for an efficient and flexible 
standardized method for identifying CSHCN. The survey can be administered in person or by telephone. The screener is 
specifically designed to reflect the federal Maternal and Child Health Bureau definition of children with special health care needs. 
(4 pages). 
 
Farmer, J.E., Marien, W.E., & Frasier, L. (2003). Quality improvements in primary care for children with special health care 
needs: Use of a brief screening measure. Children's Health Care, 32 (4), 273-285. 
 
Title V list to start and then develop office criteria 
We started by getting a list from our title V agency. It turned out to have about half of the kids we were seeing with complex 
health care needs, but gave us a start. But, lots of our Title V patients did not really need the care coordination services we are 
providing as part of our medical home project. So we came up with the following criteria for doing care coordination: 
 
To be enrolled as a medical home project participant, a patient must have a chronic medical condition that would make them 
CRS (Title V) eligible AND 

� 2 or more regular consultants  
� Frequent ER visits  
� Frequent hospitalizations  
� Family support problems  
� School problems  
� Financial problems impacting access  
� Mental health problems  

-Beaufort Pediatrics, South Carolina  
 
County and State Collaboration with Practices to Identify CSHCN 
The Alameda County Medical Home Project in California has assisted their local primary care providers to identify CSHCN in 
their practices in several ways: 

1. Provide practices with a list of their patients enrolled in CA's Title V program for CSHCN (called CCS). These data 
unfortunately often are out of date, but it's a start (few PCPs already have these children noted in any accessible way), 
and they take corrections from the PCPs and forward them to CCS program staff so they can correct their database. 
 

2. Facilitate Primary Care Physicians (PCP) getting a list of their patients who are active CCS clients from the county 
Medicaid managed care plan; this list will include only those children who are members of that plan (the alternate plan 
is private and statewide and does not share its data by county), but it's another way to expand PCP knowledge. Also, 
as in above, we forward to the local CCS program any changes noted in PCP for CCS kids based on the plan's list so 
CCS can correct its database. 
 

3. Our project's parent body, the Alameda County Committee on Children with Special Needs, developed a Special 
Needs Risk Factor Scale (Guidelines) a number of years ago specifically to identify those children who need more 
assistance in the primary care setting. The Scale was explicitly designed to include psychosocial risks since our 
experiences indicated that for many providers, the psychosocial issues were more difficult to handle in the primary care 
setting than the medical conditions. Five years ago we negotiated an agreement with our county Medicaid managed 
care plan to pay a risk-adjusted primary care capitation rate to pediatricians (and now family physicians) serving 
children who reach a threshold score of 4 points on the Scale. Our Medical Home Project encourages medical home 
practices to attend the Risk Factor Scale training and to participate in the risk-adjusted capitation program. It's a win-
win: PCPs identify both medical and psycho-social risks in their patients, which enhances their ability to serve as 
medical homes to these kids and their families, and PCPs serving children with moderate or high needs (as determined 
by the Scale) get more money from the plan. We have responded to PCP feedback (through surveys we've conducted 
over the years) and made some changes in the Scale, and we collaborate with the plan to analyze the data from the 
Scales to determine what other steps we should take to assist PCPs and families.  
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Flagging the Chart 
 We changed the plain manila charts to bright blue charts for each of the identified patients. We also changed the patient's 

status in are computer to read "CSHCN" and added an audible notification whenever the account is accessed. EVERYONE in 
our offices knows that a blue chart means CSHCN. 
 
 



We then developed a "Care Plan" which is posted in the front of the chart as well as shared with each of the child's providers 
from schools to other MDs and therapists. The family is also given a copy of the care plan along with a letter to keep handy if 
they should ever need to call EMS, be seen out of town, etc. 
-Palmetto Pediatric and Adolescent Clinic. Columbia, SC  
 
 We put a * behind the name in the computer. This will then come up whenever they call for an appointment or with questions. 

There also is a list of diagnosis, medications, specialists, etc that this triggers at each encounter. 
-Reading Pediatrics – Wyomissing, PA  
 
 By placing a MEDICAL ALERT label on the outside of patient's chart and by placing a comment in our computer system which, 

when the patient was pulled up, would tell the operator to allow more time for appointments. 
-Pediatricians of West Houston  
 
 We use a computerized scheduling system, and all my special needs patients have notes attached to their names as "extra-

time" patients. The schedulers know to book them differently, roughly twice the time of an otherwise healthy child. There are 
occasional glitches, but in general it works for me. 
-The Everett Clinic - Mukilteo, WA  
 
 We have an electronic medical system called Encounter Pro from JMJ technologies which allows alerts to be placed on the 

patient's chart so the alert is the first thing you see when you enter the chart. We put our special needs children's diagnoses 
there. It is also easy to see the diagnoses from previous visits when scrolling through the chart.  
-Growing Up Pediatrics - Cornelius, NC  
 
 Once the child is identified, their chart is marked with a non-stigmatizing green sticker, and marked as "Special" in Medical 

manager to alert the schedulers to give more time for that appointment.  
-Chapel Hill Pediatrics and Adolescents, P.A. Chapel Hill, NC  
 
  We marked the charts with a piece of colored tape, and have been adding other children as they come into the office. Since 

the charts are marked, it's easy to tell when the patients come in if we have already added them to our registry. 
-Beaufort Pediatrics, South Carolina  
 
 Once I've contacted the patient and they choose to be part of the Medical Home program, their file is change to another color. 

Because of the color of the chart, the staff knows when any information comes in about this patient, the chart goes to me. When 
I meet with the patients, the notes are in the chart so everyone can review them.  
-Red Rock Pediatrics, AZ 
 
 Our front office staff have a list of Highly special need patients that are provided with longer appointment times and not made 

waiting for prolonged periods in the waiting area.  
-Waianae Coast Comprehensive Health Center. Kaneohe, HI  
 
A three step approach to identifying CYSHCN and providing comprehensive, coordinated care:

1. We have a front summary sheet where we list all " encounters" and a "problem list". The front summary sheet also has 
all the "well child" periodicity components with a blank indicated for result or action. On a monthly basis when we have 
our clinic meeting, 5-10 charts are pulled for each pediatrician and the physicians, assistants, nurses and we do a 10 
minute audit of a particular item. Examples; review last encounter and determine if is was recorded; look for referrals 
and see if result is present etc and acknowledged. Continuing quality improvement, quality assurance-it has a lot of 
names but as pediatricians we know behavior changes in small steps. 
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2. Most helpful , however, is that the staff pulls all charts the day before a visit and we review them the day before as mini 
teams-nurse, assistant, front office-we have work sheets on the each chart with notes as what is to be done. Sure , 
many patients are scheduled the same day but the staff "looks" for the sheet and reviews. It creates an office "culture" 
of all caring for the patient. We also call mom, dad, and family and include them in the team process by asking that 
they bring in info-school report, audiology report etc if we do not have it in the chart. It improves our care and also 
improves our efficiency. We are not continually looking for charts; attempting to secure a referral result while the child 
and family are in the clinic. Our care is also more comprehensive - less likely to miss a routine immunization on a 
patient with many other needs.  
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3. Once a month we invite an agency in our area to have lunch with our staff. Community health services, early 
intervention, homes for runaway teens, children's protective services, school personnel, home infusion etc. We realize 
that there are many others in the community that participate in the health of children and we like to get to know one 
another. 
 
-Portland, OR  

Lessons Learned 
There are lists on chronic diseases, lists on conditions considered special healthcare needs, however, I find it the most practical 
to have each practice define who or what conditions they want to track and benefit from the medical home model understanding 
that then ideal is "for every child to have a medical home" and not only those with special needs. The way you define this group 
defines the volume of the program which is an important consideration. For instance we do not include in the list all children with 
chronic OM. We include some of them if they have an associated problem such as delayed speech or hearing loss. In other 
words start small and try it out; then include other conditions once the program is running with some degree of efficiency. 
-New Mexico Medical Home Project  
 
The National Center has compiled a list of formal assessment tools to identify children and youth with special needs 
that are available at: http://www.medicalhomeinfo.org/tools/identify.html
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Appendix II: Forms 
 

1. Medical Home Care Coordination Tool Physician Care Management Billing Office Form: A form to 
record care coordination activities by all staff. Developed by the Center for Infants and Children 
with Special Needs at Cincinnati Children’s Hospital Medical Center. 
 
2. Medical Home Care Coordination Measurement Tool: A form to record care coordination 
activities by all staff. Recommendations and guidelines on scoring the measurement tool included. 
Developed for the National Study of Care Coordination Costs in Medical Homes by Nashaway Pediatrics, 
University of Massachusetts Memorial Community Medical Group and the Department of Pediatrics, 
University of Massachusetts Medical School.  
 
3. Billing Office Form. This form will allow you to consolidate all of the care coordination activities by 
patient, diagnosis, and activity. 
 
It is recommended that the care coordination tools be placed in the front of the patient chart for easy access 
which will improve on time documentation.  These forms will most likely need to be adapted to fit your 
practice and billing needs. 



           
_________________________________________________________________________________________ 

Scoring the Medical Home Care Coordination Measurement Tool  
Guidelines and Recommendations 

(Developed for the National Study of Care Coordination Costs in Medical Homes) 
  (Supported by MCHB grant HRSA-02-MCHB-25A-AB) 

Patient Name This part of the form is for your internal use only. You should write the 
patient’s name in this box.  

 
Date 

 
 
 
 
 
 

Record the date of the care coordination encounter. Be certain to document 
activities each day.  Recommendation: If you don’t have an outcome by the end of 
the day, but you’ve spent 40 minutes trying to coordinate home care for a patient 
(for example), document the 40 minute care coordination activity for that day and 
code the Outcome as “2p” or “Outcome Pending”. If you pick up the task the next 
day, and complete it in 10 minutes, you would enter a 10 minute care coordination 
encounter for the new day, and code the outcome “2g” or “Referral to a 
Community Agency”. 

 
Patient 
Level 

 
 
 
 
 
 
 

 

Patient Level 
                     
Level    Description 
 
   I      Non-CSHCN, Without Complicating 
           Family or Social Issues 
 
  II      Non-CSHCN, With Complicating 
           Family or Social Issues 
 
 III     CSHCN, Without Complicating 
           Family or Social Issues 
 
  IV     CSHCN, With Complicating 
           Family or Social Issues 

If the clinical staff person who codes the 
complexity has any question as to the correct 
Patient Level, the patient’s Primary 
Physician should be consulted. 
 

 
Checklist for Determination of CSHCN 

1. Does this child HAVE a physical, developmental, behavioral, or emotional condition that has  
lasted or is expected to last at least 12 months?    Yes ___  No  ___ 
(If “No” or Don’t Know, continue to #2) 
 

2. Is this child AT RISK FOR HAVING a physical, developmental, behavioral, or emotional 
condition that is expected to last at least 12 months?    Yes ___  No  ___ 

       (If “No” or Don’t Know, continue to #3) 
 
3. Does this child require health and related services of a type OR amount beyond that required 

by children generally?       Yes ___  No  ___ 
Includes:    Medicines prescribed by a doctor (other than vitamins) 
     Medical Care 
     Mental Health Services 
     Educational Services 
     Specialized Therapies (PT, OT, Speech) 

    Treatment or Counseling for emotional, developmental or 
       behavioral problems 

         (If “No” or Don’t Know, continue to #4) 
 



4. Is the child limited or prevented in any way in his or her ability to do the things most children 
of the same age can do, due to a chronic medical, behavioral or other health condition?    

         Yes ___  No  ___ 
    
 

(Checking “Yes” to any of the four questions places the child in either Level III or IV, depending on the presence of 
complicating family or social issues) 

 
Some examples of “Complicating Family or Social Issues”: 

• Single Parent Home 
• Divorce 
• Language Barrier 
• Drug / Alcohol Abuse in home 
• Homelessness 
• Loss of Job 
• Undocumented Immigration Status 
• Mental Illness in home 

 
Focus 

 
 
 
 
 
 
 
 

Focus of Encounter   
 

1. Mental Health 
2. Developmental / Behavioral 
3. Educational 
4. Legal / Judicial 
5. Growth / Nutrition 
6. Referral Management 
7. Clinical / Medical Management 
8. Social Services (ie. housing, food, clothing, ins., 
    transportation) 

Decide how to document this section 
Do you want staff to document ONE 
area of focus per CC encounter or all 
that apply?  It is recommended to list 
all, with the primary focus first. 

 
If there are several areas of focus, you may 

decide to document them on separate 
lines as distinct CC encounters. 

 
This tool will assist you to breakdown a care coordination encounter into four components. 

• The FOCUS OF THE ENCOUNTER, list the primary focus area first. 
• The CARE COORDINATION NEEDS, which documents all the areas of need to satisfy the care 

coordination encounter.  You should document ALL THAT APPLY. 
• The ACTIVITY TO FULFILL the NEEDS, which records precisely what you did and for which you 

document the amount of time it took you to complete the activities.  You should document ALL THAT 
APPLY. 

• The last component is the OUTCOME(S).  Outcome is divided into two parts – what was 
PREVENTED (choose ONLY ONE) and what OCCURRED (choose ALL THAT APPLY). 

 
Care Coordination 

Needs 
 
 
 
 
 
 
 

Care Coordination Needs 
(choose all that apply) 

 
1.  Make Appointments 
2.  Follow-Up Referrals 
3.  Order Prescriptions, Supplies, 

 Services, etc.  
4.  Reconcile Discrepancies 
5.  Coordination Services (schools,  

agencies, payers etc.) 
 

Recommendation: Write in all Needs 
that apply for that CC encounter. 
 
Reconciling discrepancies refers to 
such needs as hunting down missing 
data, miscommunications between 
family/specialists/agencies/etc, and 
compliance issues.  

 
 
NOTE: 
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• There are FOUR boxes on the entire CCMT that can contain multiple entries (if the CC encounter included 

more than one) 
o Focus of Encounter 
o Needs 
o Activity to Fulfill Needs 
o Outcome – Occurred 

 
All other boxes can contain ONLY A SINGLE ENTRY.  
 
Recommendation:  
Decide on entry standards – what areas must be completed and what sections are “if applicable.” 
 

Activity Code(s) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

Activity to Fulfill Needs 
(choose all that apply) 

 
  1.  Telephone discussion with: 
   a.  Patient             e.  Hospital/Clinic 
   b.  Parent/family  f.  Payer 
   c.  School             g.  Voc. / training 
   d.  Agency           h.  Pharmacy 
  2.  Electronic (E-Mail) Contact with: 
   a.  Patient      e.  Hospital/Clinic 
   b.  Parent       f.  Payer 
   c.  School      g.  Voc. / training 
   d.  Agency    h.  Pharmacy 
  3.  Contact with Consultant 
    a.  Telephone   c.  Letter 
    b.  Meeting      d.  E-Mail 
4.  Form Processing: (eg. school, camp, or 
     complex record release) 

  5.  Confer with Primary Care Physician 
  6.  Written Report to Agency: (eg. SSI) 
7.  Written Communication 
a. E-Mail 
b. Letter 

  8.  Chart Review 
  9.   Patient-focused Research 
10.  Contact with Home Care Personnel 
    a.  Telephone   c.  Letter 
    b.  Meeting      d.  E-Mail 
11.  Develop / Modify Written Care Plan 
12.  Meeting/Case Conference 

 
How does a staff person decide 

whether an activity they are 
performing is recordable for 
the study? 

 
Recommendation:  

 If in doubt, RECORD IT! 
 

 
If it is necessary to perform several activities in the process of performing the care coordination encounter, you 
should list all the activities on this line and enter the combined total number of minutes required to complete 
these activities.   
 
For example, you are trying to assist a family in refining an educational plan (IEP) for their learning disabled 
child at school. 
As mentioned on the previous page, 

• The Focus of the Encounter is (3) Educational.   
• The Care Coordination Needs are primarily (5) Coordination of Services. 
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The Activities you perform may include: 
• (1b) Telephone discussion with Parent/family, 
• (1c) Telephone discussion with School, 
• (12) Setting up a Meeting, 
• (3c) Sending out a Letter to the Specialist/Consultant and 
• (7b) Sending a confirmatory letter to the School. 

 
All of these Care Coordination Activities are required to fulfill the Needs of the encounter, and their combined 
time should be recorded.  
 
There is likely not an Outcome – Prevented, however if the family had needed to book a visit with the 

Specialist in order to sort out the problems, you would code (1b) as outcome prevented. 
 
The Outcomes – Occurred might include: 

• (2j) Reconciled discrepancies between the School, the family and the Specialist 
• (2k) Reviewed reports and proposed IEP’s 
• (2m) Met family’s needs, questions and concerns 

 
Outcomes(s) 

   Prevented              Occurred 
  
  
  
  
  
  
  
 

Outcome(s) 
 
1.  As a result of this care coordination activity, the 
following was PREVENTED (choose ONLY ONE, if 
applicable): 
     1a.  ER visit 
     1b.  Subspecialist visit 
     1c.  Hospitalization 
     1d. Visit to Pediatric Office/Clinic 
     1e.  Lab / X-ray 
     1f.  Specialized Therapies (PT, OT, etc) 
 
2.  As a result of this care coordination activity, the 
following 
OCCURRED (choose all that apply): 
     2a.  Advised family/patient on home management 
     2b.  Referral to ER 
     2c.  Referral to subspecialist 
     2d.  Referral for hospitalization 
     2e.  Referral for pediatric sick office visit 
     2f.  Referral to lab / X-ray 
     2g.  Referral to community agency 
     2h.  Referral to Specialized Therapies     
     2i.  Ordered prescription, equipment, diapers, taxi, etc. 
     2j.  Reconciled discrepancies (including missing data,  
               miscommunications,  compliance issues) 
     2k.  Reviewed labs, specialist reports, IEP’s, etc. 
     2l.   Advocacy for family/patient 
     2m.  Met family’s immediate needs, questions,  
            concerns 
     2n.  Unmet needs (PLEASE SPECIFY) 
     2o.  Not Applicable / Don’t Know      
     2p.  Outcome Pending 
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