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             Cleveland Clinic Mercy Hospital

Molina Health Care                                StarkMHAR


             CareSource
COMMUNITY CARE MANAGEMENT PLAN
	INTERVENTION PLAN
	Date Intervention Plan initiated: 
	     

	Client Name:
	Date of Birth:

	     
	     

	Guardian Name:                                                 None  FORMCHECKBOX 

	Guardian Contact Phone #:      


Referral Source:
                     
	Hospitals
	* Community-Based Behavioral Healthcare Provider

	 FORMCHECKBOX 
 Alliance                     # of ED Visits in Past Year____

 FORMCHECKBOX 
 Aultman                     # of ED Visits in Past Year __

 FORMCHECKBOX 
 Cleveland Clinic Mercy  # of ED Visits in Past Year___
 FORMCHECKBOX 
 Heartland                  # of Admits in Past Year___
 FORMCHECKBOX 
Crisis Stabilization     # of Admits in Past Year____

 FORMCHECKBOX 
   Other ​​​​​​___________        # of Visits in Past Year___



	 FORMCHECKBOX 
 Coleman Crisis Services
     Primary Contact Name & # __________________________

 FORMCHECKBOX 
 Coleman Health Services
     Primary Contact Name & # __________________________

 FORMCHECKBOX 
 CommQuest Services

     Primary Contact Name & # __________________________

 FORMCHECKBOX 
 Summit Psychological 
     Primary Contact Name & # __________________________

 FORMCHECKBOX 
 Phoenix Rising
     Primary Contact Name & # __________________________

 FORMCHECKBOX 
 TASC
     Primary Contact Name & # __________________________

 FORMCHECKBOX 
 AVO
     Primary Contact Name & # __________________________

 FORMCHECKBOX 
Other_________________________________

	Payor Source:      
	     


PRIMARY ISSUE(S) (Please check all applicable & complete narrative as needed)
	 FORMCHECKBOX 
 Not Connected to Services
 FORMCHECKBOX 
 Need for Safety Planning
 FORMCHECKBOX 
 Psychiatric Disorder

 FORMCHECKBOX 
 Suicidal Thoughts /Behaviors 
	 FORMCHECKBOX 
 Homelessness
 FORMCHECKBOX 
 Violent Behavior and / or Threats
 FORMCHECKBOX 
 AoD Abuse
    ___Prescription
	
	 FORMCHECKBOX 
 Domestic Violence
 FORMCHECKBOX 
 Need for increased level of care

 FORMCHECKBOX 
 Need for coordination of services

 FORMCHECKBOX 
Other (Describe):



	Narrative:      
Strengths:      


	


	GOALS:
 FORMCHECKBOX 
 Assuring Safety    FORMCHECKBOX 
 Behavior Modification    FORMCHECKBOX 
 Linkage with Appropriate Care    FORMCHECKBOX 
 Stabilization


 FORMCHECKBOX 
 Decrease # of ED Visits:                                               FORMCHECKBOX 
 Other:      

	INTERVENTION(S) / RECOMMENDATION(S):
1.      
2.      
3.      
4.      


	Follow Up Notes     

	Intervention Plan was reviewed with client by:      _______________________________________


	Intervention Plan given to:      
	Release of Information Active:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Signatures, Credentials & Organizations of Community Care Management Members who were involved in the development of this Plan.

	Name, 

Credentials,
Organization

	Name, 

Credentials,
Organization



Revised 4/5/22


