
 
 
 
 

CARE COORDINATION  

Tier 1 
Practices 
Foundational Medical Home 
(Minimum Requirements) 

 
 
 
 
 
 

 

 
 

 
 
Care Management 

 
• Provide care management for 

some high-risk/chronic members 
• Conduct outreach beyond office 

visits (calls, follow-ups) 
• Support medication adherence and 

chronic condition management 
 

Team-Based Care 
• Utilize care team members (MA, 

nurse, care manager) 
• Hold some level of team case 

review 
 

Referrals (moving toward closed loop) 
 
• Track whether referrals were 

completed 
• Coordinate with specialists and BH 

providers 
• Begin closing the loop on referrals 

 

 
Transitions of Care 

 
• Assist with scheduling follow-up care 
• Address immediate barriers after 
discharge 

 
  Social Needs & BH 

 
• Screen for HRSN & BH needs 
• Provide referrals to community 

resources 
• Attempt follow-up on resource 

connection 
 

  Activities not Expected 
 
• No requirement for documentation/ 

tracking of CC activities 
• No requirement for consistent 

monthly engagement 
• No requirement for fully closed-loop 

referral tracking 
• No requirement for active care plans 
• No expectations of managing 

complex populations 
• No expectations that registries and 

workflows are fully operational 

 

 
 

    CARE COORDINATION  

  Tier 2  
  Practices  
      Developing Care Coordination Model  
      

 
Meets must-pass criteria and scores 34–
66 points. 
 
Tier 2 payment supports the development 

of care coordination capabilities for 
higher-risk members, reflecting progress 
toward coordinated care rather than full, 

consistent execution 

Online Referral Form: https://site-emju3.powerappsportals.com/en-US/ 
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