[bookmark: _Toc364243598]Preparedness and Planning Tool for Potential Health Home Providers
Contact Information
Agency Name: Click here to enter text.
Agency Contact Person:  Click here to enter text.
Address:  Click here to enter text.
[bookmark: _GoBack]Phone:  Click here to enter text.	Email:  Click here to enter text.

Agency Director or CEO:  Click here to enter text.
Address:  Click here to enter text.
Phone:  Click here to enter text.	Email:  Click here to enter text.

Agency’s target date to become a Health Home Partner: Click here to enter a date.
Though you can apply to become a HHP at any time, the launch of Health Homes in Kansas is July 1, 2014. To be seriously considered as a HHP for the July launch date we recommend that you submit this tool no later than April 1, 2014.

	The State encourages all potential HHPs to work with all three MCOs. However, you have a choice regarding who the State shares your tool with. Please check the boxes of those MCOs with which you wish to share your tool.
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Purpose and Instructions

Purpose of the Preparedness and Planning Tool
This Preparedness and Planning Tool will be used for two distinct purposes. The first purpose is to help providers determine their understanding of Health Homes services and requirements and serve as a roadmap for providers looking to become Health Home Partners (HHPs). The second purpose is to provide the MCOs some information to help them in their discussion with interested providers. 
Providers:
This tool is meant to assist you in understanding the expectations for HHPs. It will allow you to understand your existing operational and cultural infrastructure to determine if you can support greater integration and be a HHP. The MCO’s strongly encourage potential HHPs to be able to provide Care Coordination and Comprehensive Transitional Care and to be prepared to use HIT by the target date indicated on this tool. We encourage you to collaborate and consult with other providers to address the health needs of your population and this tool may provide a framework for these collaborative efforts. Your organization may build formal relationships through care compacts with primary care providers or build informal referral networks of primary care and specialty providers, for example.  The Tool will ask you to answer questions related to these issues. After completing the Tool, organizations will be able to:
· Understand the current state of the organization’s ability to support progress toward becoming a HHP.
· Assess the organization’s strengths and challenges in undertaking different approaches to integration.
· Set and prioritize goals for your organization’s move to becoming a HHP

MCOs:
This tool is meant to assist you in evaluating, supporting and contracting with potential Health Home Providers (HHPs). This tool is not meant to serve as a measuring stick to determine which potential HHPs are accepted or rejected.  As with the providers, we hope that this tool will serve as a “roadmap” to help you work with potential HHPs in contracting. 
All completed Tools will come directly to the State and will then be distributed to the MCOs. Potential HHPs are encouraged to work with all three MCOs. Though you will interact directly with providers related to contracting for HHPs, the State expects regular reporting of the development of HHP networks. 


[bookmark: _Toc364243602]How to use the Tool
This Preparedness and Planning Tool is designed to allow you to answer questions based on an honest analysis of the current practices and processes within your organization. This Tool is meant to be a conversation-started for your agency, hopefully facilitating discussion leading to a clearer understanding of your organization’s role related to Health Homes in Kansas.
1) [bookmark: _Toc364243603]Pre-work:
Prior to beginning the assessment, it will be helpful to work with staff in your organization to collect:
· Data on demographics, service utilization, and other characteristics of your current population (who you serve and how often).
· Information on current clinical, operational, and cultural practices and processes (the infrastructure of what makes your organization unique).

2) [bookmark: _Toc364243604]Tool Sections:

· Health Homes Core Services 
· Health Homes Information Technology
· Health Homes Provider Standards
· Health Homes, Lead Entity Joint Standards 

Processes for Completing the Tool:

· We recommend that you select a group of leaders and staff that have expertise on all levels of the organization (e.g., finances, operations, clinical processes, leadership practices, staff practices) to complete the Tool. The time needed to complete it will vary depending on the availability of data/information within your organization. You may ask specific individuals to complete specific sections of the assessment or you may ask a few individuals to complete as much of the assessment as possible. 
· When finished, we recommend that you come together as a team to discuss the results and come to a consensus on final responses.
· After completing the tool we suggest setting up time with key leaders to identify your goals and next steps

Process for Submission:
The Tool should be completed electronically and sent directly to Samantha Ferencik at the Kansas Department of Health and Environment: sferencik@kdheks.gov
Once electronically submitted and received, the completed Tools will be reviewed and sent on to the three MCO partners. The State will monitor and track the submission and review of the completed Tools.

One of the goals of Health Homes in Kansas is to initiate a process of transformation among providers. Given this goal, we encourage providers to ask the MCOs for suggestions, advice, and feedback regarding the results of their Tool. In such cases where the MCO deems the agency unable to become an HHP by their target date, the agency may ask the MCO to provide them with ideas and strategies for reaching a state of readiness. Agencies may also request that they be re-evaluated by the MCO at a later date. Potential HHPs may submit and/or resubmit the Preparedness and Planning Tool at any time but are encouraged to work with the MCO(s) to develop a timeline for resubmissions.


MCO Response:
After receiving and considering potential HHPs’ Preparedness and Planning Tools, MCOs must provide each potential HHP with a response and a plan regarding their target date to become an HHP. Not all agencies who submit the Tool will be in a position to immediately become a HHP. However, the State expects the MCOs to work with all agencies to bring them closer to becoming HHPs. The MCO response should indicate their evaluation of the reasonableness of the agency’s target date to become a HHP as well as an evalutation of their existing level of preparedness. The MCOs shall respond to potential HHPs within 10 days of receiving the completed Tools. Within 45 days of receiving completed Tools, the MCOs will have a follow-up discussion (either in-person or over the phone) with potential HHPs regarding their readiness to serve as a HHP. After the follow-up discussion, the MCOs will have 10 days to provide potential HHPs with a contract amendment and the potential HHPs will have another 10 days after receiving the contract amendment to sign and return the contract amendment to the MCO.


The Tool

I) Understanding your Population 
The following questions will help your organization consider how the demographics of the people you serve relate to your becoming a HHP and may affect potential models of integration. You may not be able to answer all questions asked below. The responses to these questions will help you think about the appropriate integration approach for the organization. For example, if 75% of the population already has primary care providers, building integration in-house may not be necessary as the primary care or behavioral health care needs of many individuals are already being met by existing providers. In that case, building formal or informal relationships with local primary care providers may be the best option. Conversely, a population with significant physical health needs and low primary care coverage may require a more intensive integration model to best meet their needs. 

	1) General Population	
	1. Most prevalent (top five) diagnoses codes: 
1.  Click here to enter text.
2.  Click here to enter text.
3.  Click here to enter text.
4.  Click here to enter text.
5.  Click here to enter text.

	2. Total number of individuals seen in past 12 months:  Click here to enter text.

	3. Total number of visits to the whole organization in past 12 months:  Click here to enter text.

	4. Where individuals who are served by the organization live (i.e. counties, cities/towns, areas within a city):  Click here to enter text.

	5. Based on the physical health information available to you, percentage of your population with multiple chronic conditions (MCC)?  Click here to enter text.
For example, SMI and diabetes or diabetes and coronary heart disease.

	6. Percentage of your population who do not have either a primary care provider (PCP) or a regular source of behavioral health care, if applicable?  Click here to enter text.

	7. Do you know the total number of individuals seen in your organization who visited the emergency department within the last year? Y/N
What was the total number of visits?  Click here to enter text.




2)  Kansas Health Homes Service Definitions
The following six Core Services are essential components of Health Homes. Though it is desirable for a potential Health Home to be able to provide most of these services, you may subcontract with other providers to ensure that all of these services are available. If you plan to, or already do, subcontract for the provision of services please attach documentation to support this arrangement. Appropriate documents may include dates of discussions (when subcontracts are pending), MOUs, contact persons for subcontracting organizations, and contract copies demonstrating that a subcontract has been established. Where subcontracts have already been established, the subcontracting agency should respond to the appropriate portions of this Tool.  
For each area where a subcontract is arranged or anticipated, please attach a letter of support from each subcontracting agency to this finished Tool. 
	Comprehensive Case Management
Identifying members with high risk environmental and/or medical factors, and complex health care needs who may benefit from a HH, and coordinating and collaborating with all team members to promote continuity and consistency of care and minimize duplication. Comprehensive care management includes a comprehensive health-based needs assessment to determine the member’s physical, behavioral health, and social needs, and the development of a health action plan (HAP) with input from the member, family members or other persons who provide support, guardians, and service providers. The HAP clarifies roles and responsibilities of the Lead Entity (LE), Health Home partner (HHP), member, family/support persons/guardian, and health services and social service staff. 
 

	Critical components of Comprehensive Care Management include:

	1) Do you provide Comprehensive Care Management through knowledge of the medical and non-medical service delivery system within and outside of the member’s area?

2) Do you provide Comprehensive Care Management through effective cultural, linguistic, and disability appropriate communication with the member, family members/support persons, guardians, and service providers?


3) Do you provide Comprehensive Care Management through ability to address other barriers to success, such as low income, housing, transportation, academic and functional achievement, social supports, understanding of health conditions, etc.?

4) Do you provide Comprehensive Care Management through monitoring and follow-up to ensure that needed care and services are offered and accessed?

5) Do you provide Comprehensive Care Management through routine and periodic reassessment and revision of the HAP to reflect current needs, service effectiveness in improving or maintaining health status, and other circumstances?
	Y/N



Y/N




Y/N




Y/N


Y/N

	Do you/will you subcontract for this service?
	Answer:
Y/N

	If subcontracting for this service, please attach appropriate documentation, if applicable

	Please rate your existing level of readiness with regard to the provision of Comprehensive Case Management. (0-10 with 10 being a high level of readiness)

What is your greatest obstacle to overcome in order to improve? (i.e. additional training for staff, a required change of agency culture, reorganization of agency processes?)

Click here to enter text.



	Score:
Select


	Care Coordination
Care Coordination is the implementation of a single, integrated HAP through appropriate linkages, referrals, coordination, collaboration, and follow-up for needed services and supports. A dedicated Care Coordinator is responsible for overall management of the member's HAP, including referring, scheduling appointments, following-up, sharing information with all involved parties including the member, monitoring Emergency Department (ED) and in-patient admissions to ensure coordinated care transitions, communicating with all parties during transitions of care/hospital discharge, referring for LTSS, locating non-Medicaid resources including natural and other supports, monitoring a member’s progress towards achievement of goals, and revising the HAP as necessary to reflect the member’s needs.

	Critical components of Care Coordination include:

	1) Do you provide Care Coordination that is timely, addresses needs, improves chronic conditions, and assists in the attainment of the member’s goals?

2) Do you provide Care Coordination that supports adherence to treatment recommendations, engages members in chronic condition self-care, and encourages continued participation in HH care?

3)  Do you provide Care Coordination that involves coordination and collaboration with other providers to monitor the member’s conditions, health status, and medications and side effects?


4)  Do you provide Care Coordination that engages members and family/support persons/guardians in decisions, including decisions related to pain management, palliative care, and end-of life decisions and supports?

5) Do you provide Care Coordination that implements and manages the HAP through quality metrics, assessment survey results and service utilization to monitor and evaluate intervention impact?


6)  Do you provide Care Coordination that creates and promotes linkages to other agencies, services, and supports?

	Y/N


Y/N



Y/N




Y/N



Y/N




Y/N

	Do you/will you subcontract for this service?
	Answer:
Y/N

	If subcontracting for this service, please attach appropriate documentation, if applicable

	Please rate your existing level of readiness with regard to the provision of Care Coordination. (0-10 with 10 being a high level of readiness)

What is your greatest obstacle to overcome in order to improve? (i.e. additional training for staff, a required change of agency culture, reorganization of agency processes?)

Click here to enter text.



	Score:
Select


	Health Promotion
Health promotion involves engaging members in HH care by phone, letter, HIT and community “in reach” and outreach, assessing members understanding of health condition/health literacy and motivation to engage in self-management, e.g., how important is the person’s health status to the member, how confident the member feels to change health behaviors, etc., assisting members in the development of recovery plans, including self-management and/or relapse prevention plans, linking members to resources for smoking cessation, diabetes, asthma, hypertension, self- help recovery resources, and other services based on member needs and preferences, and assisting members to develop the skills and confidence that will enable them to independently identify, seek out and access resources that will assist in managing and mitigating their conditions, and in preventing the development of secondary or other chronic conditions.


	Critical components of Health Promotion include:

	1)  Do you provide Health Promotion that encourages and supports healthy ideas and behavior, with the goal of motivating members to successfully monitor and manage their health?

2)  Do you provide Health Promotion that places a strong emphasis on self-direction and skills development, engaging members, family members/support persons, and guardians in making health services decisions using decision-aids or other methods that assist the member to evaluate the risks and benefits of recommended treatment?

3)  Do you provide Health Promotion that ensures all health action goals are included in person centered care plans?

4)  Do you provide Health Promotion that provides health education and coaching to members, family members/support persons, guardians about chronic conditions and ways to manage health conditions based upon the member’s preference?

5)  Do you provide Health Promotion that offers prevention education to members, family members/support persons, guardians about proper nutrition, health screening, and immunizations?

	Y/N



Y/N





Y/N


Y/N




Y/N

	Do you/will you subcontract for this service?
	Answer:
Select

	If subcontracting for this service, please attach appropriate documentation, if applicable

	Please rate your existing level of readiness with regard to the provision of Health Promotion. (0-10 with 10 being a high level of readiness)

What is your greatest obstacle to overcome in order to improve? (i.e. additional training for staff, a required change of agency culture, reorganization of agency processes?)

Click here to enter text.



	Score:
Select


	Comprehensive Transitional Care
Comprehensive transitional care is specialized care coordination designed to facilitate transition of treatment plans from hospitals, ED, and in-member units, to home, LTSS providers, rehab facilities, and other health services systems, thereby streamlining POCs, interrupting patterns of frequent ED use, and reducing avoidable hospital stays. It may also involve identifying members not participating who could benefit from a HH. Comprehensive transitional care involves developing a transition plan with the member, family/support persons or guardians, and other providers, and transmitting the comprehensive transition/discharge plan to all involved. For each HH member transferred from one caregiver or site of care to another, the HH coordinates transitions, ensures proper and timely follow-up care, and provides medication information and reconciliation. Comprehensive transitional care involves collaboration, communication and coordination with members, families/support persons/guardians, hospital ED, LTSS, physicians, nurses, social workers, discharge planners, and service providers. It is designed to ease transition by addressing the members understanding of rehab activities, LTSS, self-management, and medications. It includes scheduling appointments scheduling and reaching out if appointments are missed. It may also include evaluating the need to revise the HAP.

	The transition/discharge plan includes, but is not limited to, the following elements: 


	1)  Do you provide Comprehensive Transitional Care timeframes related to appointments and discharge paperwork?

2)  Do you provide Comprehensive Transitional Care follow-up appointment information?

3)  Do you provide Comprehensive Transitional Care medication information to allow providers to reconcile medications and make informed decisions about care?

4)  Do you provide Comprehensive Transitional Care medication education?

5)  Do you provide Comprehensive Transitional Care therapy needs, e.g., occupational, physical, speech, etc.?

6) Do you provide Comprehensive Transitional Care transportation needs?

7)  Do you provide Comprehensive Transitional Care community supports needed post-discharge?

8)  Do you provide Comprehensive Transitional Care determination of environmental (home, community, workplace) safety?

	Y/N


Y/N


Y/N



Y/N

Y/N


Y/N

Y/N


Y/N

	Do you/will you subcontract for this service?
	Answer:
Select

	If subcontracting for this service, please attach appropriate documentation, if applicable

	Please rate your existing level of readiness with regard to the provision of Comprehensive Transitional Care. (0-10 with 10 being a high level of readiness)

What is your greatest obstacle to overcome in order to improve? (i.e. additional training for staff, a required change of agency culture, reorganization of agency processes?)

Click here to enter text.



	Score:
Select


	Member and Family Support
Member and Family Support involves identifying supports needed for members, family/support persons/guardians need to manage member’s conditions and assisting them to access these supports. It includes assessing strengths and needs of members, family/support persons/guardians, identifying barriers to member’s highest level of health and success, locating resources to eliminate these barriers, and advocating on behalf of members, family/support persons/ guardians, to ensure that they have supports necessary for improved health. Included in this service is assistance to complete paperwork, provision of information and assistance to access self-help and peer support services, and consideration of the family/support persons/guardians need for services such as respite care. To promote inclusion, consideration is given to accommodating work schedules of families, providing flexibility in terms of hours of service, and teleconferencing. The goal of providing member and family support is to Increase member’s, family/support persons and guardians understanding of effect(s) of the condition on the member’s life, and improve adherence to an agreed upon treatment plan, with the ultimate goal of improved overall health and quality of life.


	Member and family support:

	1)  Do you provide Member and Family Support that is contingent on effective communication with member, family, guardian, other support persons, or caregivers?

2)  Do you provide Member and Family Support that involves accommodations related to culture, disability, language, race, socio-economic background, and non-traditional family relationships?

3)  Do you provide Member and Family Support that promotes engagement of members, family/support persons and guardians?

4)  Do you provide Member and Family Support that promotes self-management capabilities of members?

5)  Do you provide Member and Family Support that involves ability to determine when members, families/support persons, and guardians are ready to receive and act upon information provided, and assist them with making informed choices?

6)  Do you provide Member and Family Support that involves an awareness of complexities of family dynamics, and an ability to respond to member needs when complex relationships come into play?

	Y/N



Y/N



Y/N


Y/N


Y/N




Y/N

	Do you/will you subcontract for this service?
	Answer:
Select

	If subcontracting for this service, please attach appropriate documentation, if applicable

	Please rate your existing level of readiness with regard to the provision of Member and Family Support. (0-10 with 10 being a high level of readiness)

What is your greatest obstacle to overcome in order to improve? (i.e. additional training for staff, a required change of agency culture, reorganization of agency processes?)

Click here to enter text.



	Score:
Select


	Referral to Community and Social Support Services
Referral to community supports and services includes determining the services needed for the member to achieve the most successful outcome(s), identifying available resources in the community, assisting the member in advocating for access to care, assisting in the completion of paper work, identifying natural supports if services providers are unavailable in the member’s community, following through until the member has access to needed services, and considering the family/support persons/guardian preferences when possible. Community supports and services include long-term care, mental health and substance use services, housing, transportation, and other community and social services needed by the member.

	Referral to community and social support services involves:

	1)  Do you provide Referral to Community and Social Supports thorough knowledge of the medical and non-medical service delivery system within and outside of the member’s area?

2)  Do you provide Referral to Community and Social Supports through engagement with community and social supports?

3)  Do you provide Referral to Community and Social Supports through establishing and maintaining relationships with community services providers, e.g., Home and Community Based Services (HCBS) providers, the Aging & Disability Resource Center (ADRC), faith-based organizations, etc.?

4)  Do you provide Referral to Community and Social Supports through fostering communication and collaborating with social supports?

5)  Do you provide Referral to Community and Social Supports through knowledge of the eligibility criteria for services?

6)  Do you provide Referral to Community and Social Supports through identifying sources for comprehensive resource guides, or development of a comprehensive resource guide if necessary?
	Y/N



Y/N


Y/N




Y/N


Y/N


Y/N

	Do you/will you subcontract for this service?
	Answer:
Select

	If subcontracting for this service, please attach appropriate documentation, if applicable

	Please rate your existing level of readiness with regard to the provision of Referrals to Community and Social Supports. (0-10 with 10 being a high level of readiness)

What is your greatest obstacle to overcome in order to improve? (i.e. additional training for staff, a required change of agency culture, reorganization of agency processes?)

Click here to enter text.



	Score:
Select




3) Health Homes Health Information Technology
	1. Do you use an interoperable EHR?
	Y/N
	If answering “No” above,
1) Do you currently have the capacity to submit a plan, within 90 days of contracting as a HHP, to implement the EHR?

2) The State expects HHPs to achieve full implementation of the EHR within a timeline approved by the Lead Entity. Provide an estimate of how long it may take you to meet this expectation:

3) The State expects HHPs to have the capacity to connect to one of the certified state HIEs, KHIN or LACIE. Provide an estimate of how long it may take you to meet this expectation:
	
Y/N

Select


Select





4) Health Homes Provider Standards
	1. Health Home Providers must meet State licensing standards or Medicaid provider certification and enrollment requirements as one of the following. Do you meet these standards?


	1) Center for Independent Living

2) Community Developmental Disability Organization

3) Community Mental Health Center

4) Community Service Provider – for people with intellectual / developmental disabilities (I/DD)

5) Federally Qualified Health Center/Primary Care Safety Net Clinic

6) Home Health Agency

7) Hospital – based Physician Group

8) Local Health Department

9) Physician – based Clinic

10) Physician or Physician Practice

11) Rural Health Clinics

12) Substance Use Disorder Provider

	Y/N

Y/N

Y/N

Y/N


Y/N

Y/N

Y/N

Y/N

Y/N

Y/N

Y/N

Y/N


	2. Health Homes Partners must enroll or be enrolled in the KanCare program and agree to comply with all KanCare program requirements. 


	1) Are you enrolled in the KanCare Program?

2) Do you agree to comply with all KanCare program requirements?
	Y/N

Y/N

	3. Health Home Partners must have strong, engaged organizational leadership who agree to participate in learning activities, including in-person sessions and regularly scheduled calls


	1) Does your leadership fit the description above?
Please provide some brief examples:

Click here to enter text.




	Y/N


	4. Health Home Partners must provide appropriate and timely in-person care coordination activities. Alternative communication methods in addition to in-person such as telemedicine or telephonic contacts may also be utilized if culturally appropriate and accessible for the enrollee to enhance access to services for members and families where geographic or other barriers exist


	1) Do you provide appropriate and timely in-person care coordination activities?

2) Do you utilize alternative communication methods?
	Y/N


Y/N


	5. Health Home Partners must have the capacity to accompany enrollees to critical appointments, when necessary, to assist in achieving Health Action Plan goals


	1) Do you have the capacity to accompany enrollees to critical appointments?
	Y/N



	6. Health Home Partners must agree to accept any eligible enrollees, except for reasons published in the Kansas Health Homes Program Manual

	1) Do you agree to accept any eligible enrollees except for reasons published in the Kansas Health Homes Program Manual?
	Y/N



	7. Health Home Partners must demonstrate engagement and cooperation with area hospitals, primary care practices and behavioral health providers to collaborate with the HHP on care coordination and hospital / ER notification


	1) Do you demonstrate such engagement and cooperation?
Please provide some brief examples:

Click here to enter text.




	Y/N


5) Health Homes Partner and Lead Entity Joint Standards

The following questions pertain to services that either the Health Home Partner or the Lead Entity must perform. Even though the Lead Entity may take responsibility for some of these services, potential HHPs should consider whether or not they could do them as well.

	1. The Lead Entity and the Health Home Partner jointly must provide 24-hour, seven days a week availability of information and emergency consultation services to enrollees

	2) Do you have staff and procedures in place to ensure this availability?
	Y/N
	2. The Lead Entity and the Health Home Partner jointly must ensure access to timely services for enrollees, including seeing enrollees within seven days and 30 days of discharge from an acute care or psychiatric inpatient stay


	1) Do you have staff and procedures in place to ensure that enrollees will be seen within seven days of an acute care or psychiatric inpatient stay?
2) Do you have staff and procedures in place to ensure that enrollees will be seen again within 30 days of an acute care or psychiatric inpatient stay?

Please provide some brief examples:

Click here to enter text.




	Y/N


Y/N

	3. The Lead Entity and the Health Home Partner jointly must ensure person and family-centered and integrated health action planning that coordinates and integrates all his or her clinical and non-clinical health care related needs and services

	1) Do you have staff and procedures in place to ensure that this health action planning will be achieved?
	Y/N


	4. The Lead Entity and the Health Home Partner jointly must provide quality-driven, cost-effective health home services in a culturally competent manner that addresses health disparities and improves health literacy


	1) Do you have staff and procedures in place to ensure that quality-driven services are provided to address health disparities?

2) Do you have staff and procedures in place to ensure that quality-driven services are provided to address and improve health literacy? 

3) Do you have staff and procedures in place to ensure that cost-effective services are provided to address and improve health literacy?

4) Do you have staff and procedures in place to ensure that culturally competent services are provided to address health disparities?

5) Do you have staff and procedures in place to ensure that culturally competent services are provided to address and improve health literacy?
	Y/N


Y/N



Y/N



Y/N


Y/N


	5. The Lead Entity and the Health Home Partner jointly must establish a data-sharing agreement that is compliant with all federal and state laws and regulations, when necessary, with other providers

	1) Have you established such a data-sharing agreement?
	Y/N



	6. The Lead Entity and the Health Home Partner jointly must demonstrate their ability to perform each of the following functional requirements. Can you do the following? Please provide a brief example to support your answer to each. If you respond “No”, please explain where you are in your process and describe your current abilities.

	1) Coordinate and provide access to high-quality health care services, including recovery services, informed by evidence-based clinical practice guidelines?

2) Coordinate and provide access to preventive and health promotion services, including prevention of mental illness and substance use disorders?

3) Coordinate and provide access to mental health and substance abuse services?

4) Coordinate and provide access to chronic disease management, including self-management support to individuals and their families?

5) Demonstrate a capacity to use health information technology to link services, facilitate communication among team members and between the health team and individual and family caregivers, and provide feedback to practices, as feasible and appropriate?

6) Establish a continuous quality improvement program, and collect and report on data that permits an evaluation of increased coordination of care and chronic disease management on individual-level clinical outcomes, experience of care outcomes, and quality of care outcomes at the population level?
	Y/N



Y/N




Y/N


Y/N



Y/N





Y/N







	7. The Lead Entity and the Health Home Partner jointly must demonstrate the ability to report required data for both state and federal monitoring of the program


	1) Do you have the staff and procedures in place to report this required data?
	Y/N
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