Instructions for Targeted Case Manager
The targeted case manager must develop a person-centered care plan for community-based services that is informed by the healthcare needs assessment. Goals must be developed through active participation of the recipient and their supports. The person-centered care plan may be revised as needed.
Please complete this form as thoroughly as possible with the recipient. Known information gathered from the healthcare needs assessment should be filled in before meeting with the recipient.
Person-Centered Care Plan Questionnaire
Recipient Information
	Complete this section using information documented in the Assessment.


Name: __________________________________________________________________________________
Date of Birth: ___________________________	Medicaid ID Number: _____________________________
Primary Phone Number: ___________________	Secondary Phone Number (optional): ________________
Email (if applicable): _______________________________________________________________________
Home Address: ___________________________________________________________________________
Mailing Address (if different): _________________________________________________________________
Preferred Method of Contact: ________________________________________________________________
Preferred Language/Interpreter needs (if applicable): _____________________________________________
Best Time to Contact You: ______________________  Permission to leave voicemail/text messages: Yes | No
Legal Guardian/Contact Person (if applicable): __________________________________________________
Emergency Contact Name: _____________________________	Relationship to Recipient: ______________
Emergency Contact Phone Number: __________________________________________________________
Household member’s names, if applicable: _____________________________________________________
[bookmark: c.-sleep-pain-physical-functioning]Support System
	Complete this section using information documented in the Assessment.


Please list the recipient’s support people and their relationship.
Name:							Relationship:
1. ________________________________________	_________________________________________
2. ________________________________________	_________________________________________
3. ________________________________________	_________________________________________
4. ________________________________________	_________________________________________
5. ________________________________________	_________________________________________
6. ________________________________________	_________________________________________
7. ________________________________________	_________________________________________
8. ________________________________________	_________________________________________
9. ________________________________________	_________________________________________
10. ________________________________________	_________________________________________

Healthcare Providers
	Complete this section using information documented in the Assessment.


Please list the recipient’s current healthcare providers and care management supports 
Primary Care Provider
Provider Name: ________________________________	Phone Number: ____________________________
Clinic/Organization: ________________________________________________________________________
Behavioral Health Provider (if applicable)
Provider Name: ________________________________	Phone Number: ____________________________
Clinic/Organization: ________________________________________________________________________
Specialist (if applicable)
Provider/Specialty Name: _________________________	Phone Number: ____________________________
Clinic/Organization: ________________________________________________________________________
Medicaid Care Management Provider (if applicable)
Organization/Provider Name: ____________________________	Phone Number: ______________________
Care Manager Name: __________________________________	Phone Number: ______________________
Email Address: ___________________________________________________________________________
Pharmacy
Pharmacy Name: ______________________________________	Phone Number: ______________________
Other Providers or Supports
Provider/Organization: _________________________________	Phone Number: ______________________
Role/Service: _____________________________________________________________________________

Current Needs

PHYSICAL HEALTH, MENTAL HEALTH, BEHAVIORAL HEALTH, OR WELLNESS NEEDS
Please describe any current physical health, mental health, behavioral health, or wellness needs that may affect the recipient’s daily life or ability to reach the recipient’s goals.
	Complete this section using information documented in the Assessment.


Check all items that apply to the recipient’s current needs or concerns.
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· Primary care
· Dental care
· Vision care
· Mental health services
· Substance use services
· Medication support
· Transportation to appointments
· Nutrition support
· Mobility assistance
· Other: ______________________


From the health and social needs assessment, these are the physical and mental health needs indicated:
1.
2.	
3.
CURRENT MEDICATIONS
Please provide information about the recipient’s current medications and any support needed to obtain or manage medications after release.
	Complete this section using information documented in the Assessment.


From the health and social needs assessment, these are the medications and needs indicated:
1.
2.
3.
HEALTH-RELATED SOCIAL NEEDS
	Complete this section using information documented in the Assessment.


Check any areas where support may be needed.
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· Transportation
· Housing
· Food assistance
· Personal safety
· Education
· Employment
· Childcare
· Financial assistance
· Legal assistance
· Community resources
· Other: _______________________

From the health and social needs assessment, these are the health-related social needs, such as transportation, housing, food, safety, employment, education, childcare, and other barriers indicated:
1.

2.
3.

Goals and Services Needed
Please identify goals that are important to the recipient and the services or supports that may help the recipient achieve them. Goals should be SMART: Specific, Measurable, Achievable, Relevant, and Timebound.
Medical and Health Goals
1. What health or wellness goals would you like to work on? ____________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

2. Are there medical appointments, treatments, or services you would like help managing? ____________
_____________________________________________________________________________________
_____________________________________________________________________________________
3. What changes would improve your physical and/or behavioral health? __________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Social and Daily Living Goals
1. Are there daily living needs you would like support with? _____________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
2. What social supports or community resources would help improve your quality of life? ______________
_____________________________________________________________________________________
_____________________________________________________________________________________
3. Are there housing, transportation, food, or financial goals you would like to address? _______________
_____________________________________________________________________________________
_____________________________________________________________________________________
Education and Employment Goals
1. Are there educational or training goals you would like to achieve? ______________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
2. Would you like support finding or maintaining employment? __________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

3. What skills or services would help you reach your educational or career goals? ___________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Personal Goals
1. What personal goals are most important to you right now? ___________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
2. What would success look like for you over the next few months? ______________________________
_____________________________________________________________________________________
_________________________________________________________________________________
Action Steps
For each goal identified above, please answer the following in the table below: what would you like to accomplish, what steps will help you achieve this goal, what support or services will you need, how will your progress be measured, and what is your target completion date?
Example:
GOAL: Schedule and complete dental visit
	Steps to Achieve Goal
	Support/Services Needed/Referrals Made
	Tasks Achieved
	Date Completed

	Identify a dentist
	Finda a dentist that accepts Medicaid
	Identify dentist
	7/10/2026

	Schedule an appointment
	
	Made an appointment
	7/10/2026

	Arrange transportation
	Ride service
	Arranged transportation
	7/1320/26

	Set appointment reminder
	None; will use phone
	Set reminder on phone
	7/10/2026

	Attend appointment
	
	Attended appointment
	7/21/2026

	Schedule follow-up appointment
	
	Implemented home dental care and scheduled next visit
	7/21/2026
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GOAL 1: _______________________________________________________________________________________________
	Steps to Achieve Goal
	Support/Services Needed/Referrals Made
	Tasks Achieved
	Date Completed

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



GOAL 2: _______________________________________________________________________________________________
	Steps to Achieve Goal
	Support/Services Needed/Referrals Made
	Tasks Achieved
	Date Completed

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



GOAL 3: _______________________________________________________________________________________________
	Steps to Achieve Goal
	Support/Services Needed/Referrals Made
	Tasks Achieved
	Date Completed

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



GOAL 4: _______________________________________________________________________________________________
	Steps to Achieve Goal
	Support/Services Needed/Referrals Made
	Tasks Achieved
	Date Completed

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



GOAL 5: _______________________________________________________________________________________________
	Steps to Achieve Goal
	Support/Services Needed/Referrals Made
	Tasks Achieved
	Date Completed
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Case Monitoring & Warm Handoff Checklist
[bookmark: pre-release-ideally-730-days-prior]Pre-Release (Ideally 7–30 Days Prior) or Post-Release (If Not Completed Prior)
· Medicaid eligibility confirmed or reactivated
· Releases of information signed
· Primary care appointment scheduled
· Behavioral health intake scheduled
· Substance use treatment scheduled (if applicable)
· Medications arranged (30-day supply or plan)
· Crisis plan reviewed with youth/parents as applicable
· School re-enrollment initiated
· Housing confirmed
· Transportation arranged
· Phone or contact method confirmed
[bookmark: Xc54cf7fb1b6064db0d55596f17c5e4667512c9f]Day of Release/Within 7 Days Post-Release
· Youth contacted for continued services 
· Parents/guardian contacted for continued services (if applicable under 18)
· Appointment reminders provided
· Access to medications confirmed
· Immediate safety and basic needs reassessed
[bookmark: post-release-monitoring-up-to-60-days][bookmark: X70eaddc1ad8e94493eceadceebe4694bc192b0d]Minimum Post-Release Activities (30–60 Days)
· Follow-up contact completed
· Appointments attended (yes/no/partial)
· Barriers addressed
· Care plan updated
· Transition to longer-term supports completed or in progress
Documentation Notes
Use progress notes to document: 
· Contacts and coordination activities
· Referrals made and follow-up
· Youth engagement and barriers
· Updates to goals or care plan
These tools are intended as guidance and do not replace South Dakota Medicaid provider manuals, state plan language, or federal regulations.
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