NCACCH CDMP Care Coordinator Flowchart

CDMP NCACCH receives referral
GP Status Form and follows up on required <€
information
\4 v
To be completed by client NCACCH provides Care
GP every 3 -6 mths Coordinator with new client
‘l’ information folder

Fax/email to NCACCH

v

To be conducted:

Care Coordinator to make
phone contact with client

INITIAL CONTACT within 72 hrs of receiving
information folder

- New client initial assessment

\Z

- Commencement survey

- Consent Form —

- Client Information Folder overview
- Baseline health observations

Care Coordinator to visit

client within 2 weeks of
receiving information folder \

- Overview of Health Advocate role

(Email/fax completed assessment,
survey and consent to NCACCH)

v

AFTER INITIAL CONTACT

Continue contact at intervals to be determined on
needs (at least one visit every 3 mths with health
observations conducted)

v

CARE PLAN IMPLEMENTATION

Facilitate in accessing referral pathway/s to
appropriate Specialists, Allied Health Services and
other community services as required

v

INTENSIVE SUPPORT

Provide client with minimum three (3) month intensive
support with aim of reaching self-management status.

Continue providing support until client reaches
self-management status

v

CLIENT REACHES SELF MANAGEMENT(SM) STATUS

* Advise NCACCH who will place client into Self Manage
mode. NCACCH will make contact every three months.
* Advise client requirement to attend SM Program

~
7

v

CLIENT REQUIRES RE-ENGAGEMENT

Contact not made

!

Refer back to NCACCH
for follow up

NCACCH will then contact
Care Coordinator with
client status update

UNABLE TO CONTACT

Contact NCACCH CDMP team

and they will attempt to contact

the client. You will be provided
with a client status update
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