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Improving Health  and Wellness via 
New York State Health Homes: 

Day One Training 

Trainer Name Here: 
Training Location:  

Date:   
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http://healthhometraining.com/default.aspx


Learning Objectives 

ÅDemonstrate understanding of the role and 
responsibilities of a Health Home Care Manager 

 

ÅIntegrate and apply theoretical concepts and 
information from training webinars to practice 
based scenarios 

 

ÅUnderstand Person Centered Thinking skills and 
use the Important to/Important for tool 

 

ÅIdentify and practice Care Management skills 
 

ÅCollaborate and share information with other 
Health Home Care Managers 
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What are Health Homes? 
Å  bƻǘ ŀ ǊŜǎƛŘŜƴŎŜΧΧΦΦ 
 

Å Section 2703 of the Patient Protection and Affordable Care Act of 2010 (P.L. 
111-148) adds a new section 1945 to the Social Security Act. This section 
allows States to amend their State Medicaid Plans to provide άIŜŀƭǘƘ IƻƳŜǎέ 
to enrollees with chronic conditions, including mental health conditions, 
substance abuse disorders, asthma, diabetes, heart disease and being 
overweight( BMT > 25). 

 

Å A Health Home is a care management service model whereby all of an 
ƛƴŘƛǾƛŘǳŀƭΩǎ ŎŀǊŜƎƛǾŜǊǎ ŎƻƳƳǳƴƛŎŀǘŜ ǿƛǘƘ ƻƴŜ ŀƴƻǘƘŜǊ ǎƻ ǘƘŀǘ ŀƭƭ ƻŦ ŀ ǇŀǘƛŜƴǘΩǎ 
needs are addressed in a comprehensive manner. This is done primarily 
ǘƘǊƻǳƎƘ ŀ άŎŀǊŜ ƳŀƴŀƎŜǊέ ǿƘƻ ƻǾŜǊǎŜŜǎ ŀƴŘ ǇǊƻǾƛŘŜǎ ŀŎŎŜǎǎ ǘƻ ŀƭƭ ƻŦ ǘƘŜ 
services an individual needs to assure that they receive everything necessary 
to stay healthy, out of the emergency room and out of the hospital. Health 
records are shared (either electronically or paper) among providers so that 
services are not duplicated or neglected. The health home services are 
provided through a network of organizations- providers, health plans and 
community-based organizations. When all the services are considered 
ŎƻƭƭŜŎǘƛǾŜƭȅ ǘƘŜȅ ōŜŎƻƳŜ ŀ ǾƛǊǘǳŀƭ άIŜŀƭǘƘ IƻƳŜέΦ  

 http://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/ 
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What are Health Homes όŎƻƴΩǘύ 
Å The health home model of service delivery expands on the traditional medical 

home model to build linkages to other community and social supports, and to 
enhance coordination of medical and behavioral health care, with the main 
focus on the needs of persons with multiple chronic illnesses 
 

Å Health home services include:  
ï comprehensive care management 
ï care coordination 
ï health promotion 
ï comprehensive transitional care, including appropriate follow-up from 

inpatient to other settings 
ï patient and family support 
ï referral to community and social support services, and 
ï use of health information technology to link services 

 
Å Expect that use of the health home service delivery model will result in lower 

rates of emergency room use, reduction in hospital admissions and re-
admissions, reduction in health care costs, less reliance on long-term care 
facilities, and improved experience of care and quality of care outcomes for 
the individual.  
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What makes up a Health Home? 

Health 
Homes 

Physical Health/ 
Specialty Health 

Services Mental Health 

Services 

Substance  

Use Services 

Housing 

Social  

Services 

Community and 
Natural Supports 

Pharmacy 

Managed Care 
Organizations 

Developmental 
Disability Services 

Legal  

Services 

Educational/ 
Vocational 
Services 

Peer 
Support/Services 

(c) 2012 NYCCP, Inc.                      5 
 



 IŜŀƭǘƘ IƻƳŜǎ ǿƛƭƭ ŦƻŎǳǎ ƻƴΧ 

          Facilitating Health Behavior Change 

 

Engaging in 
Partnerships 

with 
Consumers  

Accountability 
for Outcomes 

 Integrated 
Physical/ 

Behavioral 
Health Care 

Recovery and 
Person-Centered Practices 

Addressing the 
ά²ƘƻƭŜέ tŜǊǎƻƴ 

Transitions 

Outreach &  
Engagement 

Family 
Support 

6 (c) 2012 NYCCP, Inc.   



Roles/Responsibilities of HH Care Managers 
Used with Permission from Margy Meath 

COORDINATOR 

FACILITATOR 

TEAM BUILDER 

INVESTIGATOR QUALITY ASSURANCE 

BROKER 

??? 

 

PERSON with 
HOPES and 
DREAMS 

 

PHYSICAL 

EMOTIONAL 

SOCIAL 

SPIRITUAL 

CULTURAL 

ENVIRONMENTAL 
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   άFor people being supported by services, it is 
not person centered planning that matters as 
much as the pervasive presence of person 
centered thinking. If people who use services 
are to have positive control over their lives, if 
they are to have self directed lives within their 
own communities then those who are around 
the person, especially those who do the day to 
day work need to have person centered 
thinking skillsΦέ 

                                                                    Helen Sanderson and Associates 

            Person-Centered Thinking 
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ÅHandouts: 

ïCore Values of Person-Centeredness 

ïHallmarks of Person-Centered Practice 

ïGuiding Principles of Recovery-Oriented, Person-
Centered Systems of Care 

How do I know if I am doing  
person-centered work? 
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ï ELP Learning Community, www.elpnet.net 

 

Understanding what is  
important to and important for 

people is a core person-centered thinking skill! 
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Important ά¢ƻέ 
the person 

Things that resonate with 
the person regarding: 

ïValues and ideals 

ïPersonal preferences 

ïInterests 

ïTalents 

ïDreams and aspirations 

Important άCƻǊέ  
the person 

Things that must be kept in 
mind regarding issues of: 

ïHealth and safety 

ïWhat is needed to be a 
valued member of his or 
her community of choice 
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Tool: Important To/Important For 
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Important To: 

All Choice, No Responsibility 
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Important For: 

Health and Safety Dictate Lifestyle 
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Gives equal priority to what is important to and 
what is important for the individual 
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Person-/ŜƴǘŜǊŜŘ tǊŀŎǘƛŎŜǎΧ 
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¢ƻŘŀȅΩǎ Ǉƭŀƴ 

ÅWe will spend most of today in small groups 
and will work through a single case scenario. 

 

ÅThis scenario will give us an opportunity to 
explore the various roles and responsibilities 
of a Health Home Care Manager. 
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#1 ς REFERRAL/OUTREACH 

ÅYour agency receives a new list of eligible 
participants from DOH.  You are asked to outreach to 
John---the only information you have is his 
name/DOB/address and last 5 Medicaid contacts. 
You attempt to call his phone number and it is 
disconnected. You also drive to the address listed, 
knock on the door and learn that John moved 6 
weeks ago. The person answering the door has no 
idea where John went. 
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How/Where do you look? 
Phone calls, letters, and your  
ŀƎŜƴŎȅ ǊŜŎƻǊŘǎ ŀǊŜ ŀ ǎǘŀǊǘΧ 
real outreach takes you to: 
 

ÅtŜǊǎƻƴΩǎ ƘƻƳŜκƴŜƛƎƘōƻǊǎκƭŀƴŘƭƻǊŘ 
ÅCommunity locations (corner store, drop in centers, 

faith based organizations, streets) 
ÅLast known service providers (doctors, hospitals, 

dentist, etc.) 
ÅFamily members (who is listed as next of kin or 

emergency contact?) 
ÅHomeless shelters/social service providers 
ÅJail 
ÅSPOA and other community networking groups 
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#2 ς ENGAGEMENT/FIRST VISIT 

ÅYou finally locate John and have a brief phone 
discussion with him. He is open to meeting 
with you and you schedule an appointment to 
see him at his home the next day. 
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Effective Outreach 
What makes outreach effective? 
 
Å Compassion: caring deeply about the people targeted for health home care 

management 
 
Å Persistence/Diligence: being willing to search thoroughly for the person 
 
Å Interactive/Relational: building of relationships with other people on the streets 

and in the community where people are likely to be 
 
Å Informative: clearly explaining the eligibility and benefits of health home care 

management/ providing written information that can be understood 
 

Å Non-WǳŘƎƳŜƴǘŀƭκ!ŎŎŜǇǘƛƴƎΥ ƪƴƻǿƛƴƎ ŀƴŘ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ŜŀŎƘ ǇŜǊǎƻƴΩǎκƎǊƻǳǇΩǎ 
cultural perspectives and biases, as well as your own, avoidance of stereotyping, 
understanding the individual where they are at ς receiving health care and 
connecting with a health home may not be their priority; priority may be food, 
shelter, etc. 

 
Å Empowerment: assist person to feel in control over their health outcomes and the 

choices of the services he/she will use to help achieve those outcomes  
 

 

(c) 2012 NYCCP, Inc.   19 



#3 ς ENGAGEMENT/DEVELOPING 
PARTNERSHIPS/ASSESSMENT 

Handouts 

Case Scenario 

Important To/For 
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 The most important thing is to build the 
relationship first!  

²Ƙŀǘ Ŏŀƴ /aΩǎ ōǊƛƴƎ ǘƻ ǘƘŜ ǊŜƭŀǘƛƻƴǎƘƛǇΚ 
 

ÅHope 
ÅShared power 
ÅAvailability  
ÅOpenness to a wide variety of interventions 
ÅFlexible boundaries (which is why the supervisor and 

team are so important) 
ÅCourage to deal with the complexities and 

uniqueness of each person 
 

Borg, M., & Kristiansen, K. (2004). Recovery-oriented professionals: Helping relationships in mental health 
services. Journal of Mental Health 13(5), 493-505. 
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# 4 ς COORDINATING CARE and 
DEVELOPING A TEAM APPROACH 

ÅJohn agrees to be part of the health home and 
expresses some interest in working with you 
and others. He is willing to see a Primary Care 
tƘȅǎƛŎƛŀƴ ōǳǘ ǎǘŀǘŜǎ άL ŘƻƴΩǘ ǿŀƴǘ ƴƻōƻŘȅ 
ǘǊȅƛƴƎ ǘƻ ƭŜŎǘǳǊŜ ƳŜ ŀōƻǳǘ ǎƳƻƪƛƴƎΦ LǘΩǎ ŀ ŦǊŜŜ 
ŎƻǳƴǘǊȅ ŀƴŘ L Ŏŀƴ ǎƳƻƪŜ ƛŦ L ǿŀƴǘ ǘƻέΦ 
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Helping people make the best of their 
doctor visits 

Provide them with this information: 
 

BEFORE the appointment 
 

1. Write down the topics you want to discuss-think 
about any changes in your health since your last 
visit! 

2. Write down any questions or concerns you have 
3. Get to know as much as you can about your family 

history 
4. Remember to bring your written list (with a list of 

all medications you take, plans of care, etc. ) 

23 (c) 2012 NYCCP, Inc.   



DURING the appointment 

1. Ask about recommended screening exams for your 
age group 
ï Adult Preventive Care Guidelines  

http://cwcg.mcms.org/Portals/0/Guidelines/Adult%20Preventive%20Guideline%202%20
pgs%204.2010.pdf 

ï General Health Screenings/Immunizations for Women 
http://www.womenshealth.gov/prevention/general/general.pdf 

ï Recommended screening, tests and immunizations for Women with High Risk Factors 
http://www.womenshealth.gov/prevention/highrisk/ 

ï General Health Screenings/Immunizations for Men 
http://www.womenshealth.gov/prevention/men/men.pdf  

2.   Communicate your preferences and priorities 

3.   Determine what your responsibilities are as part of         
 your treatment plan 

4.   Ask any questions you have about the plan 

 

 

 

 

24 (c) 2012 NYCCP, Inc.   

http://cwcg.mcms.org/Portals/0/Guidelines/Adult Preventive Guideline 2 pgs 4.2010.pdf
http://cwcg.mcms.org/Portals/0/Guidelines/Adult Preventive Guideline 2 pgs 4.2010.pdf
http://www.womenshealth.gov/prevention/general/general.pdf
http://www.womenshealth.gov/prevention/highrisk/
http://www.womenshealth.gov/prevention/men/men.pdf


AFTER the appointment 
 

1. Schedule any follow up  

       appointments 

2. Know how you will receive any  

      test results 

3. Know what you can do to improve your  

      health (include fitness and nutrition) 

4. Read more about any conditions you may 
have 
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# 5 ς SUPPORTING TRANSITIONS 

ÅYou receive a call from a local hospital that 
John has been hospitalized on a medical unit 
after a mild heart attack.  He will be 
discharged in the next day and the social 
worker inquires about how you will be of 
assistance in his discharge.  
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# 6 EXPANDING THE TEAM 

ÅIn follow up to his recent hospitalization, John 
reluctantly agrees to attend outpatient 
appointments with a cardiologist and mental 
health provider. As happened with the PCP 
appointment, he tells you in no uncertain 
ǘŜǊƳǎΤ άƛŦ ǘƘŜȅ ŘƻƴΩǘ ƭƛǎǘŜƴ ǘƻ ƳŜ ƻǊ ǎǘŀǊǘ 
pushing meds, I am gonna ǿŀƭƪ ƻǳǘΦέ ¸ƻǳ 
know that he is serious about this.  
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#7 ς ONGOING ASSESSMENT AND 
PLANNING 

ÅDuring your next appointment with John, he 
ƛƴŘƛŎŀǘŜǎ ǘƘŀǘ ƘŜ Ƙŀǎ ōŜŜƴ ΨǊŜŀƭƭȅ ŘƻǿƴΩΣ Ƙŀǎ ōŜŜƴ 
sleeping almost around the clock and is not 
eating much at all. He compares these feelings as 
being similar to the last time he was in the 
tǎȅŎƘƛŀǘǊƛŎ LƴǇŀǘƛŜƴǘ ¦ƴƛǘ ŀƴŘ ŀŘŘǎΣ άƴƻǘƘƛƴƎ ŜǾŜǊ 
ƎŜǘǎ ōŜǘǘŜǊ ŦƻǊ ƳŜέΦ IŜ expresses some mild 
benefit from his first appointment with the 
mental health therapist. You mention something 
ŀōƻǳǘ ǘƘŜ ƛŘŜŀ ƻŦ άwŜŎƻǾŜǊȅέ ŀƴŘ WƻƘƴ ƭƻƻƪǎ ŀǘ 
you quizzically. 
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    ά! process of change through which 
individuals improve their health and 

wellness, live a self-directed life, and strive to 
reach their full potentialΦέ 

 

 

 

 
http:// www.samhsa.gov/  
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What supports Recovery? 

HEALTH HOME 

PURPOSE COMMUNITY 

RECOVERY 
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DǳƛŘƛƴƎ tǊƛƴŎƛǇƭŜǎ ƻŦ wŜŎƻǾŜǊȅΧ 

ÅEmerges from hope 
ÅIs person-driven 
ÅOccurs via many pathways 
ÅIs holistic 
ÅIs supported by peers and allies 
ÅIs supported through relationships and social networks 
ÅIs culturally based and influenced 
ÅIs supported by addressing trauma 
ÅInvolves individual, family and community strengths 

and responsibility 
ÅIs based on respect 
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# 8 ς FACILITATING HEALTH BEHAVIOR 
CHANGE 

Å¸ƻǳΩǾŜ ōŜŜƴ ǿƻǊƪƛƴƎ ǿƛǘƘ WƻƘƴ ŦƻǊ several weeks now and he has 
had a first appointment plus a follow up with his new PCP and 
cardiologist. He was recently started on beta blocker post heart 
attack as well as a new oral medication to control his glucose levels 
ς he is ƴƻǘ ǉǳƛǘŜ ǎǳǊŜ Ƙƻǿ ǘƘƛǎ ǿƻǊƪǎ ƻǊ ǿƘȅ ƛǘΩǎ ƛƳǇƻǊǘŀƴǘΦ 

Å John is also indicating some beginning awareness of his need for 
better nutrition and exercise to manage his diabetes and 
ƘȅǇŜǊǘŜƴǎƛƻƴ ōǳǘ ǎŀȅǎ ά ǘƘŜǊŜΩǎ ƴƻǘƘƛƴƎ L Ŏŀƴ Řƻ ς L ŘƻƴΩǘ ǊŜŀƭƭȅ ƘŀǾŜ 
ŀƴȅ ƳƻƴŜȅ ǎƻ L ŎŀƴΩǘ Ƨƻƛƴ ŀ ƎȅƳ ŀƴŘ L gotta buy food that is cheap 
ǎƻ L Ŏŀƴ ǎǘƛƭƭ ƘŀǾŜ ƳƻƴŜȅ ŦƻǊ ǎƳƻƪŜǎέΦ 

Å During this discussion, John relates that he HAS cut down on 
ǎƳƻƪƛƴƎ ōǳǘ ƘŜ ƛǎ Ψƴƻǘ ǊŜŀŘȅ ǘƻ ǉǳƛǘΩΦ ¸ƻǳ ǎŜƴǎŜ ǎƻƳŜ ŀƳōƛǾŀƭŜƴŎŜ 
on his part about the potential for change. 
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       Your ǊƻƭŜ ƛƴ ŘƻƛƴƎ ǘƘƛǎΧ 

ÅEngage the individual in a trusting, 
collaborative relationship 

ÅRe-visit what issues are IMPORTANT TO/FOR 
(as these can change for individuals over time) 

ÅElicit from the individual what they already 
know, what they want to know, and what they 
are willing/interested to do. 

ÅEmpower individual to be a self-manager. 
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What makes an effective self-manager? 

ÅKnowledgeable about the condition and what can be 
done to enhance quality of life 

ÅMotivated to self-manage using information and 
support 

ÅFollows a personal care plan 

ÅShares in decision-making 

ÅMonitors and manages symptoms 

ÅProblem solves or seeks help as needed 

ÅAdopts a healthy lifestyle 

ÅHas access to support and uses it 

11/21/2012 



 
New Shared-Decision-Making Resource 

http://www.samhsa.gov/consumersurvivor/sdm/StartHere.html 
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#9 ς ONGOING ASSESSMENT 
Å! ǿŜŜƪ ƭŀǘŜǊ ȅƻǳΩǊŜ ƳŜŜǘƛƴƎ ǿƛǘƘ WƻƘƴ ŀƴŘ ƘŜ ƛǎ ƛƴ ŀ 

VERY upbeat mood. John shares with you that he has 
recently started dating a woman who he met while 
ǿŀƛǘƛƴƎ ŀǘ ŀ ōǳǎ ǎǘƻǇΦ IŜ ǎŀȅǎΥ  άLΩƳ ǊŜŀƭƭȅ ƘŀǇǇȅ- ǎƘŜΩǎ 
ƎǊŜŀǘ ŀƴŘ ǿŜΩǊŜ ǎǇŜƴŘƛƴƎ ŀ ƭƻǘ ƻŦ ǘƛƳŜ ǘƻƎŜǘƘŜǊέΦ  

 

ÅHe indicates some disappointment about not having 
ŜƴƻǳƎƘ ƳƻƴŜȅ ǘƻ ǘŀƪŜ Ƙƛǎ ƴŜǿ ƎƛǊƭŦǊƛŜƴŘ ƻǳǘ ƻƴ ŀ ΨǊŜŀƭ 
ŘŀǘŜΩ ŀƴŘ ƳŀƪŜǎ ŀ ǇŀǎǎƛƴƎ ǊŜŦŜǊŜƴŎŜ ǘƻ ǘƘŜ ƘƛƎƘ Ŏƻǎǘ ƻŦ 
ŎƛƎŀǊŜǘǘŜǎ ǿƘƛƭŜ ǉǳƛŎƪƭȅ ǎŀȅƛƴƎΣ άL ŘƻƴΩǘ ƪƴƻǿ ƛŦ L ŎƻǳƭŘ 
ŜǾŜǊ ǊŜŀƭƭȅ ǉǳƛǘ ǎƳƻƪƛƴƎέΦ   

 

ÅJohn also says something about being sexually active 
with his new girlfriend and you suddenly realize that 
ȅƻǳΩǾŜ ƴƻǘ ǘŀƭƪŜŘ ǿƛǘƘ ƘƛƳ ŀōƻǳǘ {¢5Ωǎ, HIV, etc.  
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#10 ς UPDATING PLANS/EXPANDING THE 
TEAM 

Å You have worked with John for almost 5 months now. He seems to have developed a good 
relationship with his PCP. He is now regularly taking an oral medication to control his blood 
sugar and is self-ǘŜǎǘƛƴƎ Ƙƛǎ ƎƭǳŎƻǎŜ ƻƴŎŜ ŀ Řŀȅ ŜȄŎŜǇǘ ŦƻǊ ǿƘŜƴ ƘŜ ΨŦƻǊƎŜǘǎΩΦ  IŜ ǎŜŜƳǎ ǘƻ ōŜ 
motivated to continue with this medication but still somewhat uncertain as to why testing his 
glucose is important. He no longer needs any follow up with the cardiologist. 

 
Å WƻƘƴ Ƙŀǎ ŀƭǎƻ ǎǘŀǊǘŜŘ ǘƻ Řƻ ǎƻƳŜ ǇŀǊǘ ǘƛƳŜ όάǳƴŘŜǊ ǘƘŜ ǘŀōƭŜέύ ǿƻǊƪ ŀƴŘ ƛǎ ǇƭŜŀǎŜŘ ǘƻ ōŜ 
ƳŀƪƛƴƎ ǎƻƳŜ ŜȄǘǊŀ ƳƻƴŜȅΦ IŜ ǘŜƭƭǎ ȅƻǳ ǘƘŀǘ άǘƘŜ Ǝǳȅ L ǿƻǊƪ ŦƻǊ ƳƛƎƘǘ Ǉǳǘ ƳŜ ƻƴ ǇŀȅǊƻƭƭ ōǳǘ L 
ŘƻƴΩǘ ƪƴƻǿ ƛŦ L ǎƘƻǳƭŘ Řƻ ǘƘŀǘέΦ IŜ ǊŜƭŀǘŜǎ ǘƘŀǘ ƘŜ Ƙŀǎ ŘŜǾŜƭƻǇŜŘ ŀ ŦŜǿ ƴŜǿ ŦǊƛŜƴŘǎ ǘƘǊƻǳƎƘ 
ǿƻǊƪ ŀƴŘ ǘƘŀǘ ΨƻƴŜ Ǝǳȅ ǘƻƭŘ ƳŜ ƘŜ ǳǎŜŘ ǘƻ ōŜ ƭƛƪŜ ƳŜ ōǳǘ ƴƻǿ ƘŜΩǎ ƳŀǊǊƛŜŘΣ ǿƻǊƪƛƴƎ ŀ ƭƻǘ ŀƴŘ 
making a lot of moneyΩΦ 

 
Å John has seen his MH therapist 3 times and he has an appointment to see the Psychiatrist next 

week. He remains adamant about not wanting to take psychiatric medications explaining that 
some of what he took in the past caused impotence. 

 
Å He is still dating his girlfriend and she has become an important support for John ς they are 

talking about moving in together to a new apartment. John has started to get some regular 
ŜȄŜǊŎƛǎŜ όƳƻǎǘƭȅ ǿŀƭƪƛƴƎ ǘƻ ŀƴŘ ŦǊƻƳ Ƙƛǎ ƎƛǊƭŦǊƛŜƴŘΩǎ ŀǇŀǊǘƳŜƴǘύΦ IŜ Ƙŀǎ Ŏǳǘ Řƻǿƴ Ƙƛǎ ǎƳƻƪƛƴƎ 
ōǳǘ Ƙŀǎ ƴƻǘ ŎƻƳǇƭŜǘŜƭȅ ǉǳƛǘΦ IŜ ǘŜƭƭǎ ȅƻǳ ƘŜ ŘƻŜǎƴΩǘ ǎƳƻƪŜ ǿƘŜƴ ƘŜ ƛǎ ǿƛǘƘ Ƙƛǎ ƎƛǊƭŦǊƛŜƴŘ ŀǎ ǎƘŜ 
ΨƘŀǘŜǎ ŎƛƎŀǊŜǘǘŜǎΩ ŀƴŘ ƧƻƪƛƴƎƭȅ ŀŘŘǎΥ άL ƳƛƎƘǘ ƘŀǾŜ ǘƻ ƎŜǘ ǎŜǊƛƻǳǎ ŀōƻǳǘ ǉǳƛǘǘƛƴƎ ƛŦ ǿŜ ƳƻǾŜ ƛƴ 
ǘƻƎŜǘƘŜǊέΦ  WƻƘƴ ƛǎ ŀƭǎƻ ōŜƎƛƴƴƛƴƎ ǘƻ ǊŜŎƻƎƴƛȊŜ ǘƘŀǘ ǎƳƻƪƛƴƎ ƭŜǎǎ Ƙŀǎ ƎƛǾŜƴ ƘƛƳ ƳƻǊŜ ƳƻƴŜȅ ǘƻ 
spend on other things. 
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#11- BILLING FOR HEALTH HOME 
SERVICES 

What examples were discussed in which a 
health home care manager would bill for:  
 

ÅComprehensive Care Management 

ÅCare Coordination 

ÅHealth Promotion 

ÅTransitional Care 

ÅIndividual/Family Support 

ÅReferral to community/social support  
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Questions/Feedback 

Å²Ƙŀǘ ŘƛŘ ȅƻǳ ƭƛƪŜ ŀōƻǳǘ ǘƻŘŀȅΩǎ ǘǊŀƛƴƛƴƎΚ 

ÅWhat are the most important things you 
learned? 

ÅWhat could be improved? 

ÅOther thoughts, ideas, etc? 
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