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	Member Information

	Member Name: 
	
	DOB/Age: 
	
	Medi-Cal ID:


	ECM Enrollment Date:
	
	Care Plan Initiation Date:
	
	Lead CM Name: 
	

	Primary Caregiver/Guardian Name(s):
	Relationship to Member:


	Member & Family Engagement / Cultural Preferences

	Input from: ☐ Youth   ☐ Parent/Guardian  ☐ Foster Parent  ☐ School staff  ☐ Social Worker   ☐ Probation Officer
                  ☐ Other: __________

	☐ Authorized Support Person(s) involved

	Authorized Support Person(s) (Name/Relationship/consent status):


	Preferred Language (Youth):

	Interpreter Needed: 
☐ Yes ☐ No

	Youth Cultural/Communication Preferences:


	Preferred Language (Caregiver):

	Cultural/Family Preferences (include family structure, beliefs, communication style):

	Youth Strengths & Interests:

	Care Plan Contact & Engagement


	☐ Initial Care Plan Completed Date:

	
	☐ Updated Care Plan Completed Date:
	
	☐ Transitional Care Plan Completion Date:
	

	Care Plan completed within 90 Days of ECM enrollment:    ☐Yes  ☐No

	Acuity Level:
	☐ Tier 1-High      
	☐ Tier 2- Moderate       
	☐ Tier 3- Low/transition

	Planned Frequency of Contact:
	☐ Weekly
	☐ Biweekly
	☐ Monthly (minimum 2 contacts)

	Outreach Strategy:
	☐ In-Person   ☐ Phone/Text   ☐ School-based visits   ☐ Community visits   
☐ Home Visits    ☐ Other:_________________




	Comprehensive Needs Summary

	Assessment Date:

	Assessment Completed Within 30 Days? ☐ Yes ☐ No

	Summary of Clinical + Non-Clinical Findings:
(Must include physical, behavioral, social, functional needs, etc.)



	☐ Physical Health (chronic conditions, PCP engagement):

☐ Behavioral Health (diagnoses, symptoms, functioning):

☐ Substance Use (if applicable):

☐ Developmental Needs (delays, milestones):

☐ School/Education (IEP/504, attendance, performance):

☐ Family/Caregiver Support Needs:

☐ Housing Instability:

☐ Food Insecurity:

☐ Transportation:

☐ Legal / Child Welfare / Probation Involvement:

☐ Other: __________


	ECM Population of Focus (POF): (Must align with documented needs & services)
	Select ONE primary POF (check one):
☐ CY Experiencing Homelessness
☐ CY at Risk for Avoidable Hospital/ED Utilization
☐ CY with Serious Emotional Disturbance (SED) or SUD
☐ CY Involved in Child Welfare (Foster Care)
☐ CY Involved in Juvenile Justice
☐ CY with Complex Physical/Developmental Needs

	ECM Eligibility Justification: (2–4 sentences max — must connect POF + needs + ECM services)
	Member meets ECM eligibility under the selected POF due to documented medical, behavioral, developmental, and/or social needs, including [insert key risks such as placement instability, SED, high utilization, etc.]. 
These needs require intensive care coordination across medical, behavioral health, educational, and social service systems. ECM services are necessary to support caregiver engagement, stabilize functioning, and improve overall health and developmental outcomes.

	Social Determinants of Health (SDOH) Z-Codes: (Must reflect documented SDOH needs)
	Primary Condition(s):

Secondary Conditions:


	Care Plan Goal #1

	Problem Statement:
(Linked to safety, development, health, or functioning)

	

	SMART Goal:
(Measurable, time-bound, includes caregiver when appropriate)
Target Date: 

	

	#
	Intervention
	Assigned to
	Due Date

	1
	Coordinate with caregiver to schedule PCP/BH appointments
	
	

	2
	Support caregiver with school coordination (IEP/meetings)
	
	

	3
	Provide linkage to community supports (housing, food, etc.)
	
	

	4
	Conduct regular check-ins with caregiver/youth
	
	

	5
	Monitor engagement and address barriers
	
	



	Care Plan Goal #2

	Problem Statement:


	






	SMART Goal:

Target Date: 

	






	#
	Intervention
	Assigned to
	Due Date

	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	5
	
	
	



	Care Plan Goal #3 (Optional)

	Problem Statement:


	

	SMART Goal:

Target Date: 

	

	#
	Intervention
	Assigned to
	Due Date

	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	5
	
	
	



	Care Team & Collaboration

	Provider/Support
	Role
	Organization/Contact
	Coordination Needed
	ROI Signed

	PCP
	
	
	
	☐
	Behavioral Health
	
	
	
	☐
	Specialist(s)
	
	
	
	☐
	School (IEP/504 Team)
	
	
	
	☐
	Community Supports
	
	
	
	☐
	Probation / CBO
	
	
	
	☐
	Child Welfare Worker
	
	
	
	☐
	Other: 
	
	
	
	☐
	Ongoing Coordination Plan
	☐ Monthly communication with care team
☐ Case conferencing as needed
☐ School collaboration documented
☐ Child welfare/probation coordination documented
☐ Information sharing documented


	Health Promotion & Member Supports
	☐ Provided caregiver education on condition/behavior management
☐ Supported caregiver with appointment adherence
☐ Addressed barriers (transportation, scheduling, literacy)
☐ Provided preventive care education
☐ Supported youth engagement in services
☐ Reinforced strengths-based and culturally responsive care







	Community Supports Referrals

	Needs Identified
	☐ Housing instability identified
☐ Food insecurity identified
☐ Transportation barriers identified
☐ Financial/benefits needs identified
☐ Caregiver support/respite needs identified
☐ Educational support needs
☐ Other social needs identified: __________


	Referrals made
	☐ Referral made based on identified need(s)
☐ Referral appropriate to youth/family situation
☐ Referral date documented
☐ Service/provider name documented


	Referral Tracking
	Status of referral documented:
☐ Pending 
☐ Scheduled 
☐ Completed 
☐ Declined 
☐ Unable to connect 
☐ Outcome of referral documented (if known)


	Follow-Up
	☐ Follow-up attempt completed
☐ Follow-up date documented
☐ Barriers identified:
☐ Transportation
☐ Contact issues
☐ Eligibility issues
☐ Caregiver declined
☐ Youth disengaged
☐ Other: _________
☐ Actions taken to address barriers documented




	Member & Caregiver Acknowledgement

	☐ Care plan reviewed with youth (age appropriate)
☐ Care plan reviewed with caregiver/guardian
	☐ Copy provided 

	Signature OR Documentation of Verbal Agreement:

	

	

	Caregiver Signature
	Date

	

	Youth Signature (if appropriate):

	☐ Caregiver declined signature (documented)
	☐ Verbal agreement documented
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