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Job Workflows 

Lead Care Manager 

 
Lead Care Manager 

Lead Care Managers (LCMs) are required to sustain a case load capacity of 50:1 

Daily Workflow – Inhouse 

• Morning Team Huddle  
o Number of successful contacts for the previous workday  
o Wins from previous day  
o Goals and Plans for current day  
o Example: 45 members enrolled 6 successful contacts yesterday 26 enrolled members 

contacted successfully to date. Received a referral from ED, followed up with patient in the 
ER, successfully enrolled her, her husband and working to enroll their children. Follow up 
with four referrals I received, contact and complete assessments for the 2 new members 
enrolled with me, MDT rounding with hospital, MDT meeting with Clinical Consultant 

• Run in-patient Census 
o Review for potential patients that qualify for ECM 
o Review if any enrolled members are in-house 

• Run Homeless DA2 
o Review for potential patients that qualify for ECM 
o Review if any enrolled members are in-house 

• Run ED Census Morning and Afternoon  
o Review for potential patients that qualify for ECM 
o Review if any enrolled members are in-house 

• Hospital / CM MDT Rounding  
• Receive and follow up on referrals  

o Follow Organic Referral Process  
o Update referral trackers upon acknowledgment  

• Patient interview rounding 
o Provide Program Materials 
o Provide Business Card 
o Complete referral form 
o Screen further for eligibility and interest  
o Obtain patient consent for enrollment in program 

 For PHP sign ROI 
 For KFH prepare Presumptive Auth 

o Provide referral information to Referral Specialist to input and track  
• Same day documentation  

o For LCMs with Anthem members, status updates should be recorded in Availity, same day.  
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• Complete Transitions of Care hospital follow up for enrolled ECM patient seen in the ED or 
admitted to the hospital.  

• Minimum of 5 unique enrolled member calls per day  
o Completing Assessments, Care plans, Goals, Pathways, etc.  
o Tier 1 – High Contact Care Management  

 Contact the member 3-4 times per month  
 Contact every 7-14 days  
 In person visits or attempts once per month 
 Update Assessment and Care Plan every 3 months  

o Tier 2 – Medium Contact Care Management  
 Contact the member 2 times per month  
 Contact every 14-21 days 
 In person visit or attempt once per month  
 Update Assessment and Care Plan every 6 months  

o Tier 3 – Low Contact Care Management  
 Contact Member at least once a month  
 Update Assessment and Care Plan every 12 months or as needed 

Weekly Workflow 

• Total number of successful contacts thus far this month – Every Monday  
• Round at AH Clinics which accept managed medi-cal weekly and as referrals are made 
• Weekly MDT meeting with Clinical Consultant bringing two cases forward  

o Each member should have a completed MDT 90 days after enrollment 
o Complete MDT Tool 1 day prior to meeting 
o MDTs should still be requested and completed as the need arises  

• Review caseload for incomplete profiles/checklist for all enrolled members (must be done within 
90 days of enrollment) 

• Review case load for accurate status (Referral, Assigned, Enrolled, Never enrolled/Closed) 
o Update status as needed in CCS 
o For Anthem, update in Availity 

 

Bi-Weekly Workflow 

• Successful calls  
o All enrolled members should have an attempted contact by the 15th of the month  

Monthly Workflow  

• Monthly 1:1s with LCM Supervisor  
o Address Concerns / Questions 
o Review Wins / Successes / Accomplishments  
o Goal setting – Personal Development  
o Documentation Review / Training Opportunities 
o Caseload Review 
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• Gather Success Stories  
o Submit 1-2 Success stores per month  

• Assess members for Graduation and Close Out  
o Complete supervisor recommendations for closeout/graduation (if applicable) 

• Complete / attempt in-person visits for enrolled members according to Tier level  
• Contact members on the HEIDIS report from Clinical Consultant  
• Complete unmet items on Internal Audit form  

o 3-5 Members are audits monthly by Supervisor  
o Results are provided to LCM each month  
o LCM to complete all unmet items with in 5 business days of receipt  
o Return Internal Audit form to Supervisor  

• ECM Authorization Status  
o KHS 

 Notice coming from Supervisor on members whose authorizations are expiring  
 LCM to evaluate if member meets graduation criteria using Graduation Tool 

• Complete graduation with member if meeting criteria  
• Jennifer to request additional authorization if not 

o Anthem  
 Notice coming from Supervisor on members whose authorizations are expiring  
 LCM to complete of Anthem Graduation tool and upload into the documents 

section of member’s record 
 Send completed form back to Jennifer to request extended authorization  

o Partnership 
 Notice coming from Supervisor on members whose authorizations are expiring  
 LCM to evaluate if member meets graduation criteria using Graduation Tool 

• Graduate if meeting criteria  
• Jennifer to request additional authorization if not 

End of Month Checks  

• Profile/Checklist 
o Completed in 60 days 

• Care Plans  
o Completed in 90 days 

• Assessments  
o Completed in 90 days  

• Successful calls  
o All attempts  

• Completion of MDT meetings  
o Complete MDT for all members within 90 days of enrollment  

• Care Plans / Assessments / ROIs uploaded  
o PHP – Point Click Care  
o Anthem – Availity  
o Provided to PCP 
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o Offered to Members  

Support & Collaboration  

• Attend community meetings to share program for additional referral linkage  
• Attend community event 
• Connect with CBOs / Provide program materials 

Supporting Members 

• Attending appointments with members  
• Assisting with Transportation  
• Connecting to Medical Support  

o PCP, Dental, Optometry, Specialty Care  
• Connecting to CalAIM Community Supports  
• Connecting to local resources  
• Connecting to shelter 
• Scheduling appointments  
• Provide Appointment Reminders  
• Referral follow up / closed loop referrals  
• Encourage and support lifestyle choices 
• Link to resources such as self-help, recovery, and chronic condition management 
• Connection to Clinical Consultant for Medication Reconciliation  
• Ensure member has / is compliant with medications  
• Assist in transition of care from hospital and ED  
• Assist and coordinate discharge plans 
• Connection to food and food resources  

Required Documentation 

The below are required areas of documentation. These must be completed for each member within the 
initial 90 days of enrollment.  

• Assessment Adult / Youth  
• Pathways  
• Tools  

o MDT  
o PAM 
o PHQ-9 
o Life Satisfaction Survey     
o ADL + IADL 
o LTSS 
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Lead Care Manager Supervisor 

 
Lead Care Manager, Supervisor  

Daily Workflow 

• Morning Team Huddle  
o Daily to-dos / Deliverable / Schedule Review  
o Escalation  
o Needs 

• Daily Team Support  
• Daily Checks  

o Review Pathways  
o Review Enrollment Numbers  
o Review Disenrollment numbers  
o Outreach Monitoring  

 Address members in outreaching needing calls  
• Monitor number of contact attempts made and modalities  
• Monitor Would for disenrollment at 90 days  

 Address members enrolled needing contact 
• Every enrolled member should have at least 1 successful contact per month 

TaD 
o TAR Monitoring / Tracking 
o Data Clean up 

 Any data being cleaning up needs to be addressed with LCM if it is an error or 
Director if it is a fix that needs to be addressed 

o Monitor LCM timely completion of   
 Care Plans  
 Assessments  
 ROI  
 TARs 
 Outreach  

Weekly Workflow 

• Hold Weekly 1:1s with new LCMs 
o Onboarding  
o Development  
o Training  
o Workflow review  

• Weekly 1:1s with CalAIM Director  
• Weekly Checks 

o Chart Audit 
 3-5 chart reviews per LCM per week  



 

[ADVENTISTHEALTH:INTERNAL] 

• Weekly Operations Deck  
o Information gathering  
o Compile into a Slide Deck  
o Present Data  

Monthly Workflow  

• Hold Monthly 1:1s with LCMs  
o Address LCM Concerns / Questions 
o Review Wins / Successes / Accomplishments  
o Goal setting – Personal Development  
o Documentation Review / Training Opportunities 
o Caseload Review 

• Attending Monthly Health Plan ECM Collaborations  
o Northern California  
o Health Plan of San Joaquin  

• Month End Monitoring  
o Review members for Disenrollment  

 No member to be disenrolled prior to LCM Supervisor sign off 
o Auth Expiring for ECM  
o Outreach attempts for members in Outreach  
o Outreach to members in Pending Status  
o Number of Referrals to CBOs 
o Number of Referrals received by agency 
o Graduation Tracking  

 Care Plan Review 
 Pathway completion  
 SMART Goal documentation and completion  

• Gather Success Stories  
o 1-2 Success stores per LCM per Month Per Health Plan  
o Prepare success stories for presentation to AH and Health Plans  
o Review of Case Load Capacity A 

• Completion of Monthly Capacity Reports  
• Download and review of MIFs  

o Ensure new assigned members are provided to CCS for Registration  
o Provide new members to Outreach Specialist  
o Review member status to ensure member is in the correct status with the health plan 

 Manually update or reach out to payer to update any differences  
 Ensure CCS has the member in the correct status  

o Review members for expiring Auths 

Quarterly Workflow 

• Quarterly Review of Goals and Annual Review Discussion with LCMs 
• KHS Quarterly Audit  
• Anthem Quarterly Audit  
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Support & Collaboration  

• Health Plan communication  
• Health Plan Reporting  

o lack of medical assistance/health insurance, language barrier, RTF / OTF / IOT / Gift Cards / 
Utilization 

• Provide support as requested for billing and documentation request  
o Denial justifications  
o Claim support  
o Audit support  
o Discrepancies  
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Outreach and Enrollment Specialist 

 
Outreach and Enrollment Specialist  

Workflow 

• Morning Team Huddle (M,W,F) 
• Daily Team Report Outs 

o Number of successful contacts for the previous workday  
o Number of members in referral, assigned and Enrollments for that workday 
o Goals and/or plans for current day  
o Example: 86 members in referral and 106 members in outreach, 18 successful contacts 

yesterday with 7 of them as enrollments. Goals: to call back appointments made for 4 of 
the enrollments from yesterday and begin outreach on remaining members in referral 
status.    

• Monday report out 
o Number of successful contacts  
o Number of new members enrolled  

• Member Registration  
o Each day register newly assigned member for outreach  
o Each Monday Review the Missing MRN report for member requiring registration and 

complete registration  
• Review CCS Assignments daily  

o Assigned newly referred members to your case load from Holding Agency  
o Check members in referral status for status accuracy, update as needed 
o Check members in assigned status for status accuracy, update as needed 
o Review / confirm daily appointments 
o Anthem members will need status updates made in Availity in addition to CCS 
o Check Member eligibility using provider portal (should be done prior to first outreach 

attempt and first week of each following month during outreach) 
• Internal Referrals  

o Ensure authorization has been submitted and member is approved for ECM (verify with 
Michelle, Referral Specialist) 

• Outreach 
o All newly assigned members must have their initial outreach attempt completed within 90 

days  
o Prioritize outreach to members in referral status and members with appointments then 

outreaching to assigned members starting with oldest called first 
o Research additional/emergency contacts if listed contact is not good and add to CCS 

profile (do not delete any numbers out of CCS unless verified as wrong number and 
member unknown to individual) 
 Using Cerner, Provider Portal, Point Click Care, HMIS as resources for information 

o Leave voicemail if no answer with name from AH and call back number 
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o If contacted and member confirmed, present the program and answer questions 
 Scenarios below: 

1. Members gives verbal consent to enroll: Complete profile, complete Assessment, 
switch CCS “enroll status” to enroll and update corresponding dates, complete all 
documentation. Please note, the enrolment process may take approx. 1 hour. Ok to 
suggests breaking enrollment up into a couple appointments. 
 Member declines: Thank member, give return call number in event they change their 

mind, change CCS “enroll status” to decline, “Active status” to Inactive and update 
corresponding dates and complete all documentation/contact notes 

 Member gives verbal consent to enroll but requests call back for assessment 
completion: Set appointment day and time with member, place call back 
appointment on your calendar and in CCS contact note, switch CCS “enroll status” 
to enroll and update corresponding dates, complete all documentation. Call back 
on scheduled day and time 

 Member unsure and requests a call back: Set appointment day and time with 
member, place call back appointment on your calendar and in CCS contact note, 
complete all documentation. Call back on scheduled day and time 

o If member is unable to be contacted after multiple attempts on multiple days using 
multiple modalities, inform supervisor and reach out to the local LCM team to conduct an 
in-person visit  
 Each member will have 5 phone attempts, 1 email (if on file), 1 home visit, and 1 

mailed letter over the course of 3 months.  
 After 3 months if member is unable to be reached, inform supervisor and close the 

member  
• Exception KHS and Partnership –keep member on referral outreach for 12 

months with continued escalated outreach mandatory 5 phone calls per 
rolling 30-day period  

o Member Enrollment  
o Member agrees to enrolled  

 Complete Member Profile  
 Complete Member Assessment  
 Assign member to LCM  
 Review Pathways for accuracy  

• Archive any unneeded Pathways  
• Open any needed Pathways  
• LCM will work with Member to complete the Pathways  

 Review Tools for accuracy  
• Archive any unneeded Tools 
• Open any needed / required Tools  
• LCM will work with the Member to complete the Tools  

o PHP members will require signed ROI 
 Members LCM will collect from member during initial meeting  

o Conduct a warm hand off to LCM  
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 Share LCM Name, contact information including phone and email, and provide 
assurance on LCM character and work ethic to member 

 Send Teams message to LCM informing them of new member and request 
availability for follow up appt / 3-way call  

• Include Supervisor and LCM on TEAMs message  
• Assign to LCM based on the following  

o Case Capacity  
o Member Language  
o Proximity to member’s home  
o County  

 Warm Hand Off Options  
• 3-Way Call  
• Arrange member appointment with receiving LCM  

o Productivity Measure 
o 200 Outreach calls per month  
o 10 unique members call per day  
o 2 Enrollments a week  
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RN Clinical Consultant 

 
Clinical Consultant, RN 

Daily Workflow  

• Complete Daily Chart Reviews  
o Patient Medical History  
o Medication review  
o Utilize HIE  

• Review members enrolled in the PoFs High Utilizer 
o Conduct outreach to member and create a Plan of Care for prevention  

• Conduct follow up calls with members who are taking medications  
o Medication reconciliation and education 
o Conduct Peer to Peer meetings with Medical Group  
o Disease Process management and Education   
o Vaccination Education  
o Review Member Health Concerns 
o Provide health related resources  
o Set up Specialty care, Follow up care, and or Establish Care  
o Support member in advocating for medication needs with PCP and or Behavioral Health 

• Provide Clinical consults as requested by LCM and or Enrolled Member  
• Support in the planning of Medical Interventions and procedures 
• Providing services to encourage and support members to make lifestyle choices based on healthy 

behavior, with the goal of supporting members’ ability to successfully monitor and manage their 
health 

• Supporting members in strengthening skills that enable them to identify and access resources to 
assist them in managing their conditions and preventing other chronic conditions. 

• Review Member PHQ9 and timeliness of completion of a PHQ9 
o If PHQ9 score is 15 or higher member should be reassessed in 3 months  

• Review Members Provided BP, follow up as needed  
o If BP was not in normal range BP should be reassessed in 3 months  

• Track completion of member care plan and sign off on all Care Plans  

Weekly Workflow 

• Manage MDT Meetings  
o Prep and coordinate MDT meetings  
o Conduct MDT meetings with LCMs for all enrolled members  

 Prevention  
 Challenges  
 Suggestions  
 Interventions  
 Referrals  
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o Meeting to include LCM supervisor  
o Director to be included, Adhoc  
o Manage escalation shall an MD need to get involved  
o Track outcomes of MDT meetings  
o Conduct Follow up on open MDT items  

• Review Enrolled Member acuity levels provided by the Health Plans  

Monthly Workflow  

• Provide monthly trainings and education to LCMs 
o Clinical signs of escalation 
o MDT Preparation 
o Additional Trainings as needed 

• Conduct outreach and engage with medical providers 
o Provide Program education on member eligibility  
o Maintain contact and an open line of communication 
o Be the Main point of contact for Clinic and or hospital MDs 

• Report member health success stories 
• Clinical Training 101 

Quarterly Workflow  

• Audit Preparation 
o Chart Reviews 
o MDT with MCP Anthem  
o Attend KHS Audit – Based on sign off of MDT and Care Plan  

• Manage and report on member health outcomes 
• Create and share Health outcome, utilization, and readmission data to hospital leadership 

Support & Collaboration  

• Work with LCM Supervisor to balance LCM patient load 
• Work with LCM Supervisor and LCMs on member eligibility for referrals  
• Collaborate with MCPs on member related issues  
• Escalation and advocacy to MCP clinical teams 

 

 

 

 

 

  



 

[ADVENTISTHEALTH:INTERNAL] 

Referral Project 
 

Referral Project Manager 
 

 

Daily Workflow 

• Morning Team Huddle 
o Wins from previous day 
o Goals and Plans for current day 

• Referral Channel:  
o Review referral channels and transcribe relevant information into Referral Worksheets. 
o Communicate updates to referring teams and LCMs.  

• Referral Management:  
o Add new referrals to the spreadsheet. 
o Check eligibility and duplicative service immediately after adding to the tracker. 
o If a member is in-house at a hospital/clinic, notify the LCM for a bedside meeting after confirming 

eligibility and ensuring no duplicative service.  
o If a member is discharged and eligible with no duplicative service, add them to the Priority List for 

Outreach Specialist follow-up.  
o Create a CCS profile for all eligible referrals.  
o Check for approvals or denials. 

• Referral Sources:  
o AH – Bakersfield/Delano 
o Lake County Referrals 
o AHRO 
o AH Tehachapi Valley 
o AH Mendocino 
o AH – ACO 
o Community Connect Inbox (Direct Referrals from Health Plans, ECM Referral Form, Direct Referrals 

from CBOs) 

• New Referral Eligibility review – Utilize Cerner, KHS, Availity, Point Click Care, and PHC access as needed. 

• Referral Submissions:  
o Anthem: Submit referral in Availity. Manually create a CCS profile the same day and leave in the 

holding agency until approved. Once approved, update the Availity status from Pending to Outreach-
Enrolled with details. Assign to LCM and add the approved member to the Anthem spreadsheet with 
UM.  

o KHS: Submit the assessment in the Kern portal. Create a CCS profile the same day and keep it in the 
holding agency until approved. Assign to LCM once approved.  

o PHC: Create PHC referrals in CCS and ensure the TAR process is completed for new one-off referrals.   
• Referral Updates: 

o Check KHS, Availity, and PHC daily for approvals or denials. 
o Inform the LCM of approvals or denials. 
o Update the CCS status accordingly.  
o Update the Referral Tracking spreadsheet with enrollment status. 

• Community Connect Email Management – Review inbox messages, flag urgent emails, and respond or forward 
as needed.  

• Voicemail Management – Listen to new voicemails, document key details, return priority calls, and take new 
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messages during return calls.  

• TOC Anthem & Partnership – Add new members to the TOC spreadsheet, notify LCMs of ED admissions, and 
ensure LCMs complete necessary documentation. 

• Point Click Care Management:  
o Review Point Click Care cohorts and identify patients meeting insurance requirements.  
o Confirm patients are not enrolled with other providers.  
o Add eligible patients to the referral tracker and submit referrals through the insurance portal.  
o Create a CCS profile and select Point Click Care as the referral source.  
o Notify LCM for bedside visits and assign LCM in CCS. 

• TAR Reconciliation – Review Megan’s tracker daily for new billing issues, address each issue, and update notes 
with completion dates. 

Weekly Workflow 

• Billing Denial Huddle (Tuesdays & Thursdays) – Complete updates discussed in huddle.  

• Ashten 1:1 – Review questions, updates, and concerns 
Biweekly 

• Update the TAR tracker with newly enrolled members requiring TAR.  

• Update the Kern Tracker with newly enrolled members needing AUTHs.  

• Update the Anthem Tracker with newly enrolled members and add UM.  

• PCC check-in.  
Monthly 

• Monthly Referral Reports (PowerPoint) – Gather referral data and sources, then graph referrals by county and 
source.  

• TAR & Authorization Expiration Management:  
o Submit expired TARs on the first Monday of the month.  
o Submit expired Authorizations for Kern.  
o Report expiring Anthem Authorizations on the spreadsheet for Jennifer.  
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Community Connect Referral Form 

 



 

[ADVENTISTHEALTH:INTERNAL] 

 



 

[ADVENTISTHEALTH:INTERNAL] 

ECM Scripts 

 

ECM Scripts 
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SMART Goals 
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MDT Tool 

 

MDT Tool  
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ECM Internal Chart Audit 
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