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	Care manager type
	Possible in Model 1
	Possible in Model 2
	Role

	Administrative Services Organization Care Manager
	X 
	
	Responsible for acting as single point of contact for assessing, coordinating and monitoring Demonstration Plans of Care (POC) for medical, behavioral health, long-term services and supports (LTSS), and social services on behalf of MMEs participating in Model 1For purposes of the Demonstration, a Plan of Care is defined as a document that is completed by an Lead Care Manager in partnership with an MME and his/her chosen representatives, which articulates the MME’s goals, provides an inventory of the services that are being received by the MME, identifies the members of the MME’s care coordination team, and includes action steps (e.g. toward improving communication and collaboration among MME and members of the care coordination team, effectively managing chronic disease, and preventing unnecessary hospitalization and/or nursing home placement).  The Plan of Care will incorporate by reference assessment results and service array of any existing PCMH, MFP transition, waiver or LMHA plan of care.


	Lead Care Manager (LCM)
	
	X 
	Responsible for acting as single point of contact for assessing, coordinating and monitoring Demonstration Plans of Care (POC) for medical, behavioral health, long-term services and supports (LTSS), social, and supplemental services on behalf of MMEs participating in Model 2 (Health Neighborhoods).  For purposes of the Demonstration, a Plan of Care is defined as a document that is completed by an Lead Care Manager in partnership with an MME and his/her chosen representatives, which articulates the MME’s goals, provides an inventory of the services that are being received by the MME, identifies the members of the MME’s care coordination team, and includes action steps (e.g. toward improving communication and collaboration among MME and members of the care coordination team, effectively managing chronic disease, and preventing unnecessary hospitalization and/or nursing home placement). The Plan of Care will incorporate by reference assessment results and service array of any existing PCMH, MFP transition, waiver or LMHA plan of care.

	Care manager type
	Possible in Model 1
	Possible in Model 2
	Role

	PCMH care coordination
	X
	X
	Responsible for providing limited medical care coordination, such as referrals to specialists, incident to medical visits. 

	Money Follows the Person Transition Coordinator
	X
	X
	Responsible for person-centered transition activities associated with 1) identifying and procuring affordable, accessible housing; and 2) HCBS LTSS needs of individuals transitioning to the community from institutional settings.  Transition Coordinators are not responsible for coordination of medical and behavioral health services. Transition Coordinators provide durational limited assistance over the first year following transition, and there are established protocols at the year mark for connecting individuals with waiver care managers and HCBS LTSS through the waiver most compatible with the individual’s health/disability profile. 

	Waiver Care Managers 
	X
	X
	Responsible for 1) assessing functional need using a common core assessment tool developed in conjunction with the State Balancing Incentive Payments Program (BIPP), and 2) developing, coordinating, monitoring and adjusting  a LTSS Plan of Care. Waiver care managers are not responsible for coordination of medical and behavioral health services.

	LMHA Case Manager
	X
	X
	Responsible for: 1) assessing behavioral health needs and level of functioning; 2) assisting with appointments that promote behavioral health; 3)  ensuring that behavioral health medication is prescribed and the prescription is filled; and 4) providing skill building services that promote independence and recovery.  LMHA case management does not specifically include the ongoing review and coordination of total healthcare services (medical and behavioral health) from all treaters.



