
New York State Medicaid Health Home Program Chart Review Tool 

Health Home: Date of Visit: 

CMA: Member ID #: 

 

Section 1 – General Information 

1. Can the record be accessed electronically?   Yes      No 

2. Status of Member?     Active            Withdrawn   

       Opt-Out  Outreached, but not engaged 

2a. Enrollment date:______________________ 

Comments: 

 

Section 2 – Member Characteristics 

3. Eligibility Criteria Two Chronic Conditions  HIV/AIDS SMI 

    SUD and 

    ________________________________ 

    ________________________________ 

4. Other Pertinent Criteria:     HARP  AOT  ACT 

5. Member coverage?     MCP __________________ FFS  

6. How was the member forwarded to HH?   Assigned Referred  Unknown 

 6a. From whom?     DOH  MCP  Community       

                                                                                                     Criminal Justice                Other ______________ 

Comments: e.g., define referral source 

 

Section 3 – Outreach and Engagement 

7. Health Home shared last 5 claims or other necessary information with CMA (e.g. current claims history from 

MCP)?       Yes  No 

8. Letter of Introduction?     Yes  No  N/A 

9. Progressive outreach as needed to encourage engagement and enrollment (e.g. MCP, LDSS, Hospital, feet on 

street, etc.?      Yes  No        N/A 

10. Appropriate engagement activities to promote continuity of care?  Yes  No 

Section 4 – Required Forms/Documents 

11.          DOH-5059 Opt Out or/supporting documentation             DOH-5055 Patient Information Sharing Consent                              

               DOH-5058 Patient Information Sharing Withdrawal of Consent or/supporting documentation                                            

               Form(s) Completed Correctly?         Yes            No (explain):     

               

               None on file             

12. Initial Comprehensive Assessment includes medical, MH, SUD, HIV, and Social Service needs?  

       Yes  No  

13. Comprehensive Re-Assessment includes medical, MH, SUD, HIV, and Social Service needs? 

       Yes  No 

14. Initial Health Home FACT-GP?    Yes  No 

15. FACT-GP Re-Assessment?    Yes  No  N/A 

16. Health Home initial Functional Assessment?  Yes  No 

17. Health Home Functional Re-Assessment?    Yes  No  N/A 

18. Language literacy/cultural preferences identified?  Yes  No 

19. Preferences addressed and acted upon as needed?  Yes  No 
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20. Assessment incorporates information regarding prior service use? 

       Yes  No 

Comments: 

 

Section 5 – Plan of Care 

21. Barriers to care are identified?    Yes  No 

22. Are barriers addressed and acted upon as needed?  Yes  No 

23. Primary Care Services/Providers identified?  Yes  No 

24. There is evidence in care plan the individual is receiving or in the process of receiving specified services? 

       Yes  No 

Comments: 

 

25. BH/MH Services/Providers identified?   Yes  No  N/A 

26. There is evidence in care plan the individual is receiving or in the process of receiving specified services? 

       Yes  No  N/A 

Comments: 

 

27. SUD Services/Providers identified?   Yes  No  N/A 

28. There is evidence in care plan the individual is receiving or in the process of receiving specified services? 

       Yes  No  N/A 

Comments: 

 

29. HIV Services/Providers identified?   Yes  No  N/A 

30. There is evidence in care plan the individual is receiving or in the process of receiving specified services?  

       Yes  No  N/A 

Comments: 

 

31. Home Care Services/Providers identified?  Yes  No  N/A 

32. There is evidence in care plan the individual is receiving or in the process of receiving specified services? 

       Yes  No  N/A 

Comments: 

 

31. Physical Rehabilitation Services/Provider identified?  Yes  No  N/A 

32. There is evidence in care plan the individual is receiving or in the process of receiving specified services? 

       Yes  No  N/A 

Comments: 

 

33. MCP provider network is accessed for medically necessary services needed by the member? 

       Yes  No  N/A 

34. There is evidence in care plan the individual is receiving or in the process of receiving specified services? 

       Yes  No  N/A 

Comments: 

 

35. All health care services pertinent to the member are listed (e.g. specialists, etc.)? 

       Yes  No  N/A 

36. There is evidence in care plan the individual is receiving or in the process of receiving specified services? 

       Yes  No  N/A 
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Comments: 

 

37. All necessary Social Services pertinent to the member are listed (e.g. housing, transportation, food, etc.)? 

       Yes  No  N/A 

 

 

38. There is evidence in care plan the individual is receiving or in the process of receiving specified services? 

       Yes  No  N/A 

 

Comments: 

 

39. All necessary evidence based wellness and prevention services pertinent to the member are listed (e.g. smoking 

cessation, diabetes, asthma, and hypertension)?  Yes  No   N/A  

40. There is evidence in care plan the individual is receiving or in the process of receiving specified services? 

       Yes  No  N/A 

Comments: 

 

41. Member preferences related to family and care giver involvement regarding education, self-management, and 

other resources as appropriate (e.g. Support Groups)?  Yes  No  N/A 

42. There is evidence in care plan the individual is receiving or in the process of receiving specified services? 

       Yes  No  N/A 

Comments: 

 

43. Goals, interventions, and time frames for improving member’s health and status included? 

       Yes  No   

Comments: 

 

Section 6 – Member Participation 

44. Evidence of involvement by guardian (caregiver), family member, or others selected by member? 

       Yes  No  N/A 

45. Evidence that individual plays central/active role?  Yes  No   

46. Evidence of rights explained to member (e.g. advance directives)?    

       Yes  No 

Comments: 

 

Section 7 – On-Going/Reassessment and Transition of Care 

47. Evidence of coordination/collaboration with care team members? 

       Yes  No 

48. Evidence of coordination/collaboration with MCP ? Yes  No         N/A 

49. Case notes of interventions?    Yes  No         

50. Plan of Care identifies progress toward successful accomplishment of goals or appropriate adjustment of goals? 

       Yes  No 

51. Care management activities reflect the goals and objectives in the care management plan? 

       Yes  No    

52. Intervention needed to improve health is occurring?  Yes  No 

53. Appropriate plan exists addressing transition back to community from hospitalization, ER, inpatient stay, or  

      incarceration and is being carried out? 

       Yes (see 54) No (skip 54) N/A (skip 54) 
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54. If the individual was transitioned, as per 53, was there evidence that the HH CM: (Check ALL that apply) 

    Communicated with facility during member’s stay   

    Communicated with member 

    Participated in the discharge planning process  

    Contacted individual within 48 hrs. of discharge to confirm aftercare plan 

    Confirmed attendance at initial aftercare visit and if not, conducted appropriate  

    outreach  

 

Comments: 

 

55. Documentation of transition from CMA to CMA or HH to HH? 

       Yes  No  N/A 

56. Evidence of discharge plan from Health Home program including referrals to services or programs with     

      appropriate follow-up to confirm the plan is being implemented and necessary modifications are made? 

       Yes  No  N/A 

Comments: 

 

 

Findings:  

 

 

 

 

 

 

 

 

Overall Rating:      Adequate  

       Inadequate 

 

Reviewer(s) Signature: __________________________________________ Date: _______________________ 

 

Reviewer(s) Print Name: _________________________________________ 

  

Reviewer(s) Agency: ____________________________________________ 


