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2.1Patient Coordinator
Contacts the patient

to collect information:
eligibility –

problems –
valid insurance –

co-pay –
authorization –

2.2Patient Coordinator
Schedules the patient intake
once eligibility is determined.

3.0CTM
Assigns patients to other 

care team members patient list.

5.0Front Desk/CTM
Receives  the patient

and updates the patient’s
record with any changed

demographic information. 

6.0CTMs
Collaborate to determine

the problems and create a
patient-centered care plan
to discuss with the patient.

7.0CTMs
 Follows up with patient after appointments–

 Follows up with PCP for comments and feedback–
 Updates treatment recommendations–

 Updates referral needs–
 Updates the patient-centered care plan–

 Schedules additional appointments–

7.2CTMs
 Follows up with the patient to

discuss the support they are
receiving from community, 

family and friends.

8.0CTM
Updates the patient record with 

discharge note and/or transfers the
patient to other treatment services.

6.1CTM
Updates the patient-centered

care plan, and assigns additional
care team members if

necessary.

6.2CTM
Reviews the patient-centered 

care plan and updates the 
treatment recommendations

with approval if necessary.

6.5CTM
Provides the patient with

a copy of the approved
care plan.

6.4CTM
Documents the patient’s 

review and approval of 
the care plan.

6.7CTM
Reviews and determines

the patient’s referral needs
with other care team members
and schedules appointments.

5.2CTM
Administers the 

assessment/screening tool
and reviews it with Patient.

5.4CTM
Submits the results for 
review and approval by 

appropriate CTM’s.

5.5CTM
Adds other members to the 

patient’s care team if necessary.

5.6CTM
Schedules a follow-up 

appointment for:
additional screenings/assessments –
 review and discuss care plan goals –
referral to other treatment services –

3.1CTM
Views newly added Patients 
assigned to their patient list.

3.2CTM
Contacts the patient and 
Schedules the next visit 

to collect HPI and 
determine the patient needs.

4.0CTM
Receives the patient

for intake and collects 
basic intake information

such as:
HIPAA Forms –

Treatment Consent –
Disclosure Consent –

Care Coordination Participant Agreement –

4.2CTM
Orders assessment and/or
screener as required, and 

 schedules an appointment.

1.0Referral Source
Refers the patient to

a program that provides
coordinated care treatment

and services.

5.1 During my appointment,  
I provide any updates about 
my status and demographic 
information.

6.3 I meet with my care team member 
and discuss my individual goals and
update the care plan accordingly.

8.1 Thanks to my care team and
personalized patient-centered
care plan, I feel that I am on the
path to recovery.

7.1 I begin my treatment defined in 
my care plan and work with my
care team and family to achieve
my goals.

7.3 I begin one of my goals to 
volunteer in the community
with the help of friends. 

6.6 I’m happy with the care plan 
I have helped create and I’m 
looking forward to starting 
my individualized treatment.

5.3 I review the assessment
and/or screener with my 
care team member and
discuss the results.

4.1 I provide the care team member 
with the requested information
and my consent for treatment
and disclosure.

2.0 My care coordinator communicates
with me to complete registration forms 
and schedule a follow-up appt.

1.1 I am referred to OCP 
so that I can receive care 
coordinated treatment services.

OCP Care Coordination Journey

1.Referral 2. Registration 3. Team Assignment 4. Clinical Intake 5. Screeners & Assessment 6. Care Planning 7. Treatment Services 8. Discharge/Transfer

P A T I E N T  T R A N S F E R

Eligibility and Enrollment Care Coordination


