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Definition of requirements: 
The Care Coordinator must address all active diagnoses, health conditions, and needs identified in the health risk assessment in the member’s support plan. This includes diagnoses, health conditions, and needs documented anywhere in the assessment, including any narratives. 
If the member chooses not to include a goal for an active diagnosis/health condition/need in their Support Plan, this preference and a description of the support received for each must be documented in the Support Plan.
  
	REQUIRED DOCUMENTATION FOR DUAL REQUIREMENT GOAL + SUPPORT

	For each diagnosis, health condition, or identified need, the Care Coordinator (CC) must document both of the following:

GOAL STATUS
· A specific goal is present OR the member declines to pursue a goal related to the diagnosis/condition/need
AND
SUPPORT STATUS
· There is support in place (formal or informal) 
· CC must clearly name the health condition/diagnosis/need the service is supporting in the ‘description’ narrative of the service.
· Note: having a service in place does not equate to addressing a diagnosis or health condition/assessed need and requires the writer to make a direct inference with an example for the service description – i.e.. ABC Customized Living: 24-hour CL to assist with grooming, bathing, dressing and toileting due to diagnosis/health condition/need
                                       OR
· The member does not need support, and this is clearly documented (e.g., the condition is being managed by the member’s PCP or specialist, self-managed)




Care Coordinators may use the following checklist and template options to ensure compliance 
prior to moving a Support Plan to its final status:

	TIPS/REMINDERS:

	
 |_| The MnCHOICES system does not provide alerts for missing diagnoses or health conditions from the assessment to the Support Plan, so manual checks are required. CC’s may use split screen in MnCHOICES to review the assessment and Support Plan at the same time. CC may also have two browser windows/tabs open for easier viewing – one open with the assessment and one open with the support plan. 

|_| Care Coordinator has confirmed all diagnoses/health conditions/needs indicated in the assessment are addressed in the Support Plan. See template options below.

|_| If using a Transitional HRA or TFNU, Care Coordinator must:
· Fully review the assessment and Support Plan being paired with the THRA or TFNU.
· Revise the Support Plan whenever an active diagnosis, health condition and need from the assessment is not clearly addressed. 
· Obtain a new member signature page (if one wasn’t obtained by previous lead agency or new goals or services were added)
· Reminder: a thorough assessment and support plan review and support plan revision are especially important when the assessment or Support Plan was originally done by another Care Coordinator or Assessor, since the new Coordinator inherits any audit risks.



              
	MEMBER GOAL OPTIONS 

	Option 1: 
· Goal statement: "I am choosing to self-manage my <list diagnosis/health condition/need(s)> until the next reassessment and will reach out to my Care Coordinator if I have questions or concerns".
· Supports: 
· Name: Care Coordination
· Description: Care Coordinator and <member name> will review these conditions during your next health risk assessment or sooner if there is a change in your health.
Option 2: 
· Goal statement: I am choosing to address my <list diagnosis/health condition/need(s)> with my Primary Care Physician or Specialist within the next year. 
· Supports:
· Name: <Primary Care Physician or Specialist>
· Description: <Member name> will follow up with <Primary Care Physician or Specialist> to address the above diagnosis/health condition within the next year. Care Coordinator will review this goal and can assist with any supports as requested/needed. 
Option 3:
· Goal statement: I plan to address my <list diagnosis/health condition/need(s)> with <list service/support> for the next year. 
· Supports:
· Description: I will utilize <list service/support> to address the above diagnosis/health condition/need(s) for the next year. Care Coordinator will review this goal and can assist with any supports as requested/needed.


            
	COMMENT OPTIONS IN ANY SUPPORT PLAN NARRATIVE SECTION (MORE THAN ONE OPTION CAN BE USED AS APPLICABLE)

	Care Coordinators may copy/paste the following options into the Staying Healthy, Services & Supports instructions, or People & Community Organizations that Support Me narrative/description fields:

Option 1: 
You indicated you did not wish to pursue a goal and will self-manage the following diagnosis/health condition/needs,  until your next assessment: <list diagnosis/health conditions/need(s)>

Option 2: 
You indicated you did not wish to pursue a goal and will address the following diagnosis/health conditions/needs  with your primary care provider/specialist: <list diagnosis/health conditions/need(s)>


Option 3: 
You indicated you did not wish to pursue a goal, and the following diagnosis/health conditions/needs are being managed by the <list service/support>: <list diagnosis/health conditions/need(s)>

Option 4: 
You indicated you do not want any goals/services/supports for the following IADL/ADL needs as you are either self-managing or they are being met by other informal supports: <list IADL/ADL needs>
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