








Develop and share a personalized care plan. Designate
a team member (such as a nurse or care manager) to formulat
a personalized care plan. Document the personalized care
plan in the patient’s electronic health record (EHR). Provide
a copy of the care plan to the patient or caregiver, and share
the plan with other health care professionals who may be
involved in treating the patient’s health conditions.
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Coordinate non-face-to-face care. A nurse or care
manager continues to coordinate non-face-to-face ca
(e.g., follow-up on referrals, re Il prescriptions, phone
calls or emails, community services, etc.). This must
be documented in the EHR. Also, document the total
time spent on non-face-to-face care. It must amount

to at least 20 minutes per calendar month.

@ Bill for CCM services. Bill CPT code 99490 (non-complex CCM) once all the

required CCM elements have been met. Required CCM service elements incl

« Patient consent (verbal or signed)

 Personalized care plan in a certi ed EHR and copy provided to patient

 24/7 patient access to a member of the care team for urgent needs

* Enhanced non-face-to-face communication between patient and care team

* Management of care transitions

« Twenty minutes per calendar month spent on non-face-to-face CCM services
directed by physician or other quali ed health care professional

Most patients have supplemental coverage that would cover any CCM
coinsurance. However, patients will want to verify with thej
insurance that this is a covered service.

The Centers for Medicare & Medicaid
Services (CMS) introduced complex
CCM (99487) in 2017. Review the
AAFP’s CCM toolkit for additional
details on complex CCM.




