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ECM CARE PLAN UPDATE & TRANSITION CHECKLIST
CARE PLAN UPDATE CHECKLIST
(Use anytime you update a care plan)
Trigger for Update (must have one documented)
☐ Change in physical health
☐ Change in behavioral health
☐ Change in social needs (housing, food, etc.)
☐ Hospitalization / ED visit
☐ New provider or service
☐ Member request
☐ Routine review

Assessment Updated
☐ New clinical + non-clinical info documented

Changes in ALL domains reviewed:
☐ Physical 
☐ Behavioral 
☐ Social (SDOH) 
☐ Functional
☐ New gaps in care identified 

Goals Reviewed
Each goal has a status:
☐ Not started 
☐ In progress 
☐ Achieved 
☐ Needs revision 
☐ Progress includes real evidence (NOT just “ongoing”)
☐ Barriers are clearly documented

Goals Updated (if needed)
☐ Goals updated when no longer appropriate
☐ Target dates adjusted
☐ New goals added if new needs identified

Interventions Updated
☐ Interventions match updated needs

Includes:
☐ Care coordination 
☐ Referral support 
☐ Barrier resolution 
☐ Member education (non-clinical) 

Care Team Coordination
☐ Ongoing coordination documented
☐ New providers added if applicable
☐ Communication across systems documented

Community Supports Follow-Up
☐ Referrals tracked
☐ Outcomes documented
☐ Barriers addressed

Member Engagement
☐ Regular contact documented
☐ Engagement level noted
☐ Barriers to engagement identified
☐ Outreach adjusted if needed

Member Acknowledgement 
☐ Care plan reviewed with member
☐ Copy provided

One of the following documented:
☐ Signature 
☐ Verbal agreement 
☐ Declined (with reason) 

TRANSITIONAL CARE CHECKLIST
(Use for hospital discharge, SNF, incarceration release, etc.)

Transition Identified
☐ Transition type documented
☐ Date of transition documented

Risk Assessment Completed
☐ Risk level identified (low/mod/high)

Risk factors documented:
☐ Chronic conditions 
☐ BH needs 
☐ Medication changes 
☐ Housing instability 
☐ Limited support system 
☐ History of readmissions 

Discharge Planning
☐ Discharge plan obtained/reviewed
☐ Instructions reviewed with member
☐ Coordination with facility completed

Follow-Up Care
☐ PCP visit scheduled
☐ Specialist follow-up scheduled
☐ Behavioral health follow-up arranged

Medication Support (NON-CLINICAL)
☐ Medication changes reviewed with member
☐ Member understands medication plan
☐ Issues communicated to provider/pharmacy

Care Team Communication
☐ PCP notified
☐ Providers updated
☐ Information shared across systems
Post-Discharge Follow-Up
☐ Member contacted after discharge
☐ Barriers reassessed
☐ Appointment reminders provided
☐ Additional referrals made if needed

Transition Outcome
☐ Follow-up appointments attended
☐ Stabilization documented
☐ Ongoing needs identified

Step-Down / Graduation Planning (if applicable)
☐ Member assessed for ECM readiness
☐ Lower level of care identified
☐ Warm handoff completed
☐ Transition plan documented
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