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	ENHANCED CARE MANAGEMENT (ECM)
Adult Disenrollment & Graduation Form



	IMPORTANT: This form is a supplemental documentation tool. It does not replace required ECM documentation within the member’s assessment, care plan, reassessment, or progress notes. All ECM service activities must continue to be documented per Alliance and DHCS requirements.



Complete this form when a member is graduating (goals met), transitioning to a lower level of care, or being disenrolled from ECM. 
* = Required for ALL requests

	SECTION 1 — Member & Provider Information



	Member Name *
	 
	Medi-Cal ID (CIN) *
	 



	Date of Birth
	 
	Gender / Pronouns (optional)
	 
	Primary Language
	 



	Authorization Number
	 
	Date Form Completed
	 



	Organization / Agency Name *
	 
	Lead Case Manager (LCM) Name *
	 



	LCM Phone Number
	 
	LCM Email Address
	 



	Last Successful Member Contact Date *
	 
	PCR / Notification Submitted (Date)
	 



	Intended Date of Disenrollment / Graduation
	 
	Date Submitted to Alliance
	 



	SECTION 2 — Type of Request



Select ONE. Then complete the corresponding section(s) below.

☐   GRADUATION — Member has met all ECM care plan goals and is ready to transition to routine care
☐   TRANSITION TO LOWER LEVEL OF CARE — Member’s needs can now be met through a lower level of care management
☐   DISENROLLMENT — Member no longer meets ECM criteria or cannot be engaged after documented outreach
☐   CONTINUATION / REAUTHORIZATION — Member is not yet ready to exit ECM

	SECTION 3 — Disenrollment Criteria (Complete ONLY if Disenrollment selected)



Select ONE specific reason for disenrollment.

☐   Member unreachable after repeated, documented outreach attempts
☐   Member no longer wishes to receive ECM services (voluntary disenrollment)
☐   Member relocated out of service area / county
☐   Member lost Medi-Cal eligibility
☐   Member transitioned to another Managed Care Plan (continuity rules observed)
☐   Member behavior or environment is unsafe for ECM provider
☐   Member enrolled in a duplicate program
☐   Member enrolled in Hospice Services
☐   Member is incarcerated
☐   Member deceased
☐   Loss of Medi-Cal coverage (discontinue within 60 days; verify 1st and 15th)
☐   Member not reauthorized by Alliance (select only if Alliance denied authorization)
☐   Other (describe in Section 6B)

	SECTION 4 — Member Notification



Individual Requesting Disenrollment / Graduation:

	☐  ECM Provider
	☐  Member

	☐  Family / Authorized Representative
	☐  Primary Care Provider



Member (or Representative) Notified of Disenrollment:

☐   Member notified
☐   Parent / Guardian / Authorized Representative notified
☐   Primary Care Provider notified
☐   Behavioral Health Provider notified
☐   Unable to notify member (document all attempts in Section 6A)

Method of Communication:

	☐  Phone
	☐  Portal / Electronic

	☐  Text Message
	☐  Written Letter / Mail

	☐  In-Person
	



	SECTION 5 — Graduation Details (Complete if Graduation or Lower Level of Care selected)



	Graduation readiness is based on overall stability, successful linkage to ongoing supports, and reduced need for ECM-level intensity of care. Not every indicator must be fully resolved. A member with chronic conditions or ongoing behavioral health needs may still be appropriate for graduation if they have demonstrated improved stability, reduced avoidable utilization, medication adherence, and successful linkage to lower-intensity supports. Consider the member’s overall ability to maintain care safely and whether remaining needs can be managed through existing providers or lower levels of care.



	Graduation / Readiness Indicator
	Yes
	No
	N/A
	If No:

	Demonstrate ability to self-manage health and care needs
Can the member identify their conditions, medications, and who to call for help?
	☐ Yes
	☐ No
	☐ N/A
	If No, expected timeline: _____ months

	Complete all active care plan goals
Goals marked Completed, No Longer Needed, or Declined in care plan.
	☐ Yes
	☐ No
	☐ N/A
	If No, expected timeline: _____ months

	Take active responsibility for health; adheres to medication and treatment plans
	☐ Yes
	☐ No
	☐ N/A
	If No, expected timeline: _____ months

	Reduce use of ED or hospitalizations over the past 12 months
Fewer avoidable ED visits or hospital stays compared to prior authorization period.
	☐ Yes
	☐ No
	☐ N/A
	If No, expected timeline: _____ months

	Access primary care or behavioral healthcare services as needed
Has an active PCP and/or BH provider; attends scheduled appointments.
	☐ Yes
	☐ No
	☐ N/A
	If No, expected timeline: _____ months

	Have safe and stable housing; aware of supportive community services
	☐ Yes
	☐ No
	☐ N/A
	If No, expected timeline: _____ months

	Have a functional support system or understands how to access resources
Family, friends, or community supports are in place.
	☐ Yes
	☐ No
	☐ N/A
	If No, expected timeline: _____ months

	Perform or get help with activities of daily living (ADL)
	☐ Yes
	☐ No
	☐ N/A
	If No, expected timeline: _____ months



	Graduation or disenrollment decisions should consider the member’s overall stability, ongoing support system, ability to maintain care safely, and whether needs can be appropriately managed through lower levels of care or existing providers. All remaining unmet needs should be documented in Sections 6, 7, and 8.



Summary of Goals Achieved (describe completed care plan goals): *
	 



Warm Handoff Completed To (provider/program name and contact): *
	 



	Date Warm Handoff / CLR Confirmed *
	 
	Lower Level of Care Program (if transitioning, not graduating)
	 



	SECTION 6 — Closed-Loop Referral (CLR) Status



For all graduation and transition cases, at least one CLR must be completed and documented. A CLR is considered closed when the receiving provider confirms acceptance. Where direct confirmation cannot be obtained immediately, document all transition activities completed.

	Receiving Provider / Program
	Referral Date
	Transition Status
	Receiving Provider Response Status

	 
	 
	☐  Phone outreach completed
☐  Voicemail / message left
☐  Fax sent
☐  Secure email sent
☐  Records transmitted
☐  Documented coordination attempt
	☐  Confirmed Accepted
☐  Referral Sent / Pending Response
☐  Voicemail / Message Left
☐  Records Sent
☐  Unable to Confirm
☐  Declined

	 
	 
	☐  Phone outreach completed
☐  Voicemail / message left
☐  Fax sent
☐  Secure email sent
☐  Records transmitted
☐  Documented coordination attempt
	☐  Confirmed Accepted
☐  Referral Sent / Pending Response
☐  Voicemail / Message Left
☐  Records Sent
☐  Unable to Confirm
☐  Declined

	 
	 
	☐  Phone outreach completed
☐  Voicemail / message left
☐  Fax sent
☐  Secure email sent
☐  Records transmitted
☐  Documented coordination attempt
	☐  Confirmed Accepted
☐  Referral Sent / Pending Response
☐  Voicemail / Message Left
☐  Records Sent
☐  Unable to Confirm
☐  Declined



Additional transition efforts or notes (if unable to confirm acceptance):
	 



	SECTION 6 — Disenrollment Details (Complete if Disenrollment selected)



	6A — Outreach Attempt Log (Required for unreachable/unengaged members)



	ECM oversight expectations generally require at least three documented outreach attempts over approximately 45 days prior to disenrollment for sustained non-engagement, unless earlier closure is otherwise clinically or administratively appropriate (e.g., member deceased, loss of Medi-Cal, safety concern). Contact the PCP, emergency contacts, and Alliance Member Services before concluding the member is unreachable. Document all attempts below.



	Date
	Method
	Outcome
	Notes / Actions Taken

	 
	☐  Phone
☐  Text
☐  In-Person
☐  Mail
☐  Other
	☐  No answer / VM left
☐  Line disconnected
☐  No response
☐  Member declined
☐  Relocated
☐  Other
	 

	 
	☐  Phone
☐  Text
☐  In-Person
☐  Mail
☐  Other
	☐  No answer / VM left
☐  Line disconnected
☐  No response
☐  Member declined
☐  Relocated
☐  Other
	 

	 
	☐  Phone
☐  Text
☐  In-Person
☐  Mail
☐  Other
	☐  No answer / VM left
☐  Line disconnected
☐  No response
☐  Member declined
☐  Relocated
☐  Other
	 

	 
	☐  Phone
☐  Text
☐  In-Person
☐  Mail
☐  Other
	☐  No answer / VM left
☐  Line disconnected
☐  No response
☐  Member declined
☐  Relocated
☐  Other
	 

	 
	☐  Phone
☐  Text
☐  In-Person
☐  Mail
☐  Other
	☐  No answer / VM left
☐  Line disconnected
☐  No response
☐  Member declined
☐  Relocated
☐  Other
	 

	 
	☐  Phone
☐  Text
☐  In-Person
☐  Mail
☐  Other
	☐  No answer / VM left
☐  Line disconnected
☐  No response
☐  Member declined
☐  Relocated
☐  Other
	 



Efforts to obtain updated contact information (e.g., contacted PCP, called emergency contact, checked Member Services):
	 



	6B — Reason-Specific Documentation



Complete ONLY the sub-section(s) that apply to your disenrollment reason. Leave others blank.

	Voluntary Disenrollment (Member No Longer Wishes to Receive ECM)



Reason member no longer wishes to receive ECM:
	 



Resources provided for support and continuity of care:
	 



	Member declined resources offered
	☐ Yes
	☐ No
	☐ N/A



If requested by someone other than member — full name and relationship:
	 



	Unreachable / Unable to Engage (Non-adherent)



Summary of unsuccessful outreach attempts (supplement outreach log above; include frequency and methods):
	 



	Documented non-adherence: does not maintain minimum level of contact per care plan
	☐ Yes
	☐ No
	☐ N/A

	Care plan goals not being followed despite repeated attempts
	☐ Yes
	☐ No
	☐ N/A



	Unsafe Behavior or Environment



Describe unsafe behavior or environment (include dates, locations, and any APS/CPS/law enforcement involvement):
	 



Efforts made to meet member in a safer environment or refer to alternative provider:
	 



Community resources / transitional care supports provided:
	 



	Enrolled in Hospice Services



	How provider became aware:
	 
	Name of Hospice Provider (if known):
	 



	Date member enrolled in hospice (if known):
	 



	Loss of Medi-Cal Coverage



	Date of last ECM service:
	 
	Reason for loss of benefits (if known):
	 



Efforts to assist member with reinstating Medi-Cal (contact DSS, document date):
	 



	Member Deceased



	Date of death (if known):
	 
	How provider learned of member’s passing:
	 



	Member Relocated (Out of County or Country)



	Date of last contact:
	 
	New county / region (if known):
	 



Transition of Care efforts (e.g., referral to DSS / ECM in new county, DHCS Health Plan Directory provided):
	 



	Member Incarcerated



	Date informed of incarceration:
	 
	County of incarceration (if known):
	 
	Date incarcerated (if known):
	 



Per DHCS Policy: Members transitioning from incarceration within the past 12 months may remain eligible for ECM. Coordinate with the Alliance regarding eligibility.

	Duplicate Program



How you learned member is participating in a duplicate program:
	 



	Name of agency providing duplicate level of care:
	 
	Coordination of care / TOC details:
	 



	Switched Managed Care Plan (MCP)



If ECM was provided within the last 90 days, the new MCP must continue ECM until transition is complete.

	Date informed of MCP switch:
	 
	New MCP name (if known):
	 
	Coordination with new MCP completed?
	 



	Other Reason



Describe in full:
	 



	SECTION 7 — Programs & Services Linked During ECM  ★ REQUIRED



List ALL programs and services the member was linked to during ECM enrollment. Indicate whether the member is still receiving services.

	Program / Service / Agency
	Date Linked / Referral Date
	CLR Confirmed?
	Still Active?

	 
	 
	☐  Yes
☐  No
☐ Pending
	☐  Yes
☐  No
☐  Unknown

	 
	 
	☐  Yes
☐  No
☐  Pending
	☐  Yes
☐  No
☐  Unknown

	 
	 
	☐  Yes
☐  No
☐  Pending
	☐  Yes
☐  No
☐  Unknown

	 
	 
	☐  Yes
☐  No
☐  Pending
	☐  Yes
☐  No
☐  Unknown

	 
	 
	☐  Yes
☐  No
☐  Pending
	☐  Yes
☐  No
☐  Unknown



	SECTION 8 — Ongoing Care Management Needs



Describe any ongoing need for care management services related to a specific need or concern:
	 



	SECTION 9 — Final Recommendation & LCM Attestation



Based on all information above, the Lead Case Manager recommends:

☐   Member is prepared to GRADUATE from ECM — goals met or overall stability demonstrated; warm handoff completed
☐   Member is prepared to TRANSITION to a lower level of care — specify receiving program in Section 5
☐   Member requires DISENROLLMENT — criteria met and documented above
☐   Member is NOT ready to exit ECM — a new 6-month authorization is needed 

	Lead Case Manager Signature: *
 
	Date:
 



	SUBMISSION INSTRUCTIONS

Submit to the Alliance. Attach all supporting documentation.
For graduation: Include updated care plan showing goals as Completed, No Longer Needed, or Declined.
For disenrollment: Include outreach log, all reason-specific documentation, and Alliance notification confirmation.

Fields marked * are required.  ★ = Section required for ALL request types.
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