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. Reassessments are to be conducted as needed to determine if the individual’s needs have changed.
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.
Reassessment Questionnaire
Recipient Information
	Complete this section using information documented in the Assessment and confirm during reassessment.


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: _____________________________________________________
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	Complete this section using information documented in the Assessment and confirm during reassessment.


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 and confirm during reassessment.


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: _____________________________________________________________________________

Reassessment of Needs

REASSESSMENT OF PHYSICAL HEALTH, MENTAL HEALTH, BEHAVIORAL HEALTH, OR WELLNESS NEEDS
If the recipient states additional needs since the initial assessment, then complete the questions below.
1. Do you have any current physical health concerns or medical conditions? _______________________
_____________________________________________________________________________________
2. Do you have any mental health or emotional wellness concerns you would like support with? ________
_____________________________________________________________________________________
3. Are there any behavioral health needs or substance use concerns you would like addressed? _______
_____________________________________________________________________________________
4. Do you have difficulty managing appointments, medications, or follow-up care? ___________________
_____________________________________________________________________________________
5. Do you have any limitations with mobility, daily activities, self-care, memory, or communication? ______
_____________________________________________________________________________________
6. Are you currently experiencing pain, fatigue, sleep concerns, or other symptoms affecting daily life? ___
_____________________________________________________________________________________
7. Have you recently been hospitalized, visited the emergency room, or received inpatient treatment? ___
_____________________________________________________________________________________
8. Are there any healthcare services or supports you feel you need but are not currently receiving? _____
_____________________________________________________________________________________
9. What health-related goals are most important to you right now? _______________________________
_____________________________________________________________________________________
10. Is there anything else you would like your care team to know about your health needs? _____________
_____________________________________________________________________________________

REASSESSMENT OF MEDICATION NEEDS
If the recipient states additional needs since the initial assessment, then complete the questions below.
1. Are you currently taking any prescription medications?  Yes | No
2. Please list your current medications, if known. _____________________________________________
_____________________________________________________________________________________
3. Do you need help understanding or managing your medications?  Yes | No
4. Do you have a current pharmacy you use? Yes | No ________________________________________
5. Do you expect any difficulty obtaining medications after release? Yes | No
6. Do you have transportation to pick up medications? Yes | No
7. Do you have insurance or Medicaid coverage for your medications? Yes | No
8. Do you need assistance with medication costs or refills? Yes | No
9. Do you need reminders or support to take medications as prescribed? Yes | No
10. Has a follow-up appointment been scheduled to review your medications? Yes | No
11. Who will help you obtain or manage medications after release, if needed? _____________________
_____________________________________________________________________________________
12. Are there any medication concerns, side effects, or barriers you would like addressed? _____________
_____________________________________________________________________________________

REASSESSMENT OF HEALTH-RELATED SOCIAL NEEDS
If the recipient states additional needs since the initial assessment, then complete the questions below.
Transportation
1. Do you have reliable transportation to medical appointments, work, school, or other important activities? Yes | No
2. Have you missed appointments or services because of transportation issues? Yes | No
Comments: ___________________________________________________________________________
_____________________________________________________________________________________
Housing
1. Do you currently have stable housing? Yes | No
2. Are you worried about losing your housing? Yes | No
3. Are there concerns about the safety or condition of your housing? Yes | No
Comments: ___________________________________________________________________________
_____________________________________________________________________________________
Food
1. Do you have enough food for yourself and your household? Yes | No
2. Have you worried about food running out before you could buy more? Yes | No
Comments: ___________________________________________________________________________
_____________________________________________________________________________________
Personal Safety
1. Do you feel safe where you live? Yes | No
2. Are there any safety concerns at home, school, work, or in the community? Yes | No
Comments: ___________________________________________________________________________
_____________________________________________________________________________________


Education
1. Are you currently attending school, training, or educational programs? Yes | No
2. Do you need support with education, tutoring, GED completion, or other learning opportunities? Yes | No
Comments: ___________________________________________________________________________
_____________________________________________________________________________________
Employment
1. Are you currently employed? Yes | No
2. Would you like assistance finding or maintaining employment? Yes | No
3. Are there work-related concerns affecting your health or well-being? Yes | No
Comments: ___________________________________________________________________________
_____________________________________________________________________________________
Childcare
1. Do you currently need childcare support? Yes | No
2. Has lack of childcare affected your ability to attend appointments, work, or school? Yes | No
Comments: ___________________________________________________________________________
_____________________________________________________________________________________
Additional Needs
1. Are there other social, financial, or community support needs you would like assistance with? Yes | No
_____________________________________________________________________________________
2. What resources or supports would be most helpful to you right now? ___________________________
_____________________________________________________________________________________
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