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Chronic care management (CCM) is a critical component of primary care that contributes to better outcomes and 

higher satisfaction for patients. The Centers for Medicare & Medicaid Services (CMS) recognizes that providing CCM 

services takes provider time and effort. CMS established separate payment under billing codes for the additional 

time and resources you spend to provide the between appointment help many of your Medicare and dually eligible 

(Medicare and Medicaid) patients need to stay on track with their treatments and plan for better health.

CCM codes can be billed for services furnished to patients with two or more chronic conditions who are at significant 

risk of death, acute exacerbation or decompensation, or functional decline. Over two thirds of people with Medicare 

have two or more chronic conditions, which means many of your patients can benefit from CCM services, including 

the help provided between visits. CCM can help you deliver coordinated care to your patients that will improve their 

health, increase satisfaction with their care, and make care more person-centered.

This toolkit includes information for health care professionals, professional and patient organizations, and community 

groups, including tips for getting started, fact sheets on the requirements for providing CCM in practices, and 

educational materials to share with patients. 

What is CCM? 
CCM is the care coordination that is outside of the regular office visit for patients with multiple (two or more) chronic 

conditions expected to last at least 12 months or until the death of the patient, and that place the patient at 

significant risk of death, acute exacerbation or decompensation, or functional decline. According to estimates from 

the Centers for Medicare & Medicaid Services, one in four adults, including 70% of Medicare beneficiaries, have two 

or more chronic health conditions, qualifying them for CCM.1

Medicare began paying for CCM services separately under the Physician Fee Schedule (PFS) in 2015. Practitioners 

may now bill for CCM for a calendar month when at least 20 minutes of non-face-to-face clinical staff time, directed 

by a physician or other qualified health care professional, is spent on care coordination for a Medicare patient with 

multiple chronic conditions. This time may be spent on activities to manage and coordinate care for eligible patients.

CCM services may be billed by:  

•  Physicians and certain Non-Physician Practitioners (Physician Assistants, Certified Nurse Midwives, 
Clinical Nurse Specialists, and Nurse Practitioners) 

•  Rural Health Clinics (RHCs) and Federally Qualified Health Centers (FQHCs) 

•  Hospitals, including Critical Access Hospitals

OVERVIEW OF CHRONIC CARE MANAGEMENT



This toolkit is designed to be used in two ways:  
1.  As a resource for health care professionals to successfully build out CCM services in their 

practices. 

2.  As a tool to educate colleagues, members of professional societies, patients, and advocates 

about the importance of CCM in improving patient health and satisfaction.  

If you are a health care professional 
If you are a health care professional, this toolkit may be used to support your practice with resources to 

answer common questions and guide discussions with patients and staff. It also provides educational 

materials to share with your patients so they can better understand CCM services. 

If you are an organization that serves patients, caregivers, health care 
professionals, or the community 
In addition, this toolkit provides suggestions for activities, resources, and templates for sharing information 

about both CCM and the materials CMS has developed to support health care professionals and leaders 

of community and patient organizations. This includes conversation guides and presentations to share with 

colleagues and staff, as well as with members of organizations that represent both health care professionals 

and patients. It also includes template language for sharing information through websites, newsletters, emails, 

blogs, and social media.

WAYS TO USE THIS TOOLKIT
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For your patients For your practice

 

•  Team of dedicated health care professionals  

to plan for better health and stay on track for 

good health

•  Comprehensive care plan to support disease 

control and health management goals, including 

outside resources, community support, referrals, 

and educational information

•  Additional support between visits and more 

frequent communication with providers

 

•  Improved care coordination and health outcomes

•  Increased patient satisfaction, compliance, 

efficiency, and connection

•  Decreased hospitalization and emergency 

department visits

•  Ability to sustain and grow your practice, 

including additional resources to care for high-

risk, high-needs patients

•  Reduced operational costs and additional 

payment

 

Outcomes of CCM

According to a Centers for Medicare & Medicaid Services analysis2, CCM services improve health outcomes for 

patients and allow health care providers to be reimbursed for services many already provide. The analysis of two 

years’ worth of data found that, with CCM, hospitalizations decreased by nearly 5% and emergency department 

visits declined by 2.3%. Providers also reported improved patient satisfaction and adherence to recommended 

therapies, along with improved clinician efficiency.

Read on to find out how your practice can begin to provide and seek separate payment for CCM services

CMS has developed several materials with information about CCM services and payment. Review the CCM 

Services Booklet for general information about providing CCM to your patients. Rural Health Clinics (RHCs) and 

Federally Qualified Health Centers (FQHCs) are also authorized to receive payment for CCM services. See the 

CCM Services in RHCs and FQHCs FAQs for specific information about billing and payment for CCM services, 

and visit the RHC Center and FQHC Center webpages for additional details. 

MAKING COORDINATED CARE HAPPEN:  
BENEFITS TO YOUR PATIENTS AND PRACTICE
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CCM information and 
tools for health care 
professionals and  
their patients

Why Is CCM Important? 
CCM is a critical component of primary care that contributes to better health and care for patients, 

and even caregivers.

Two thirds of people on Medicare have two or more chronic conditions, which means many of your 

patients can benefit from CCM services. CCM can help you deliver coordinated care to your patients 

to improve their health and increase satisfaction with their care.

Benefits of CCM 

CCM engages patients in their own care and educates them on their chronic conditions. Separate from 

traditional primary care, it provides access to care outside of and in between doctors’ visits. CCM can be 

delivered to people with many different types of health conditions.

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/ChronicCareManagement.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/ChronicCareManagement.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/FQHCPPS/Downloads/FQHC-RHC-FAQs.pdf
https://www.cms.gov/Center/Provider-Type/Rural-Health-Clinics-Center
https://www.cms.gov/Center/Provider-Type/Federally-Qualified-Health-Centers-FQHC-Center
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CCM will help you deliver the coordinated care your patients need and deserve. Offering CCM may enable you 

to sustain and grow your practice and improve patient satisfaction. The full details for introducing or growing 

CCM services in your practice, including eligibility, included services, billing requirements, how to spend time, and 

payment amounts, can be found on the CCM section of the Coverage to Care website: CCM website. 

Eligibility

Patients eligible for separately payable CCM services are people with Medicare and dually eligible (Medicare and 

Medicaid) individuals with two or more chronic conditions expected to last at least 12 months or until the death of 

the patient, when those conditions place the patient at significant risk of death, acute exacerbation/decompensation, 

or functional decline. These are the only diagnostic criteria.

Examples of chronic conditions include, but are not limited to, the following: Alzheimer’s disease and related 

dementias, arthritis, asthma, atrial fibrillation, autism spectrum disorders, cancer, cardiovascular disease, chronic 

obstructive pulmonary disease, depression, substance use disorders, diabetes, hypertension, and infectious 

diseases such as HIV/AIDS. 

CCM services may be billed by*:

•  Physicians and certain Non-Physician Practitioners (Physician Assistants, Clinical 

Nurse Specialists, Nurse Practitioners, and Certified Nurse Midwives) 

•  RHCs and FQHCs 

•  Hospitals, including Critical Access Hospitals

*Only one physician, NPP, RHC or FQHC, and one hospital, can bill for CCM for a 

patient during a calendar month. 

Many activities can count toward the minimum monthly service time to bill for CCM. These include:

•  Providing CCM for the patient outside of in-person visits, such as by phone or through secure email. CCM 

includes care coordination activities that are not typically part of a face-to-face encounter with the patient, and 

can include telephone communication, review of medical records and test results, self-management education 

and support, and coordination and exchange of health information with other practitioners and health care 

professionals. It may also include some face-to-face interaction with the patient or other health care professionals. 

INTRODUCING CCM SERVICES  
TO YOUR PRACTICE 

•  Sharing the patient’s health information, including their electronic health plan, with the patient’s other health 

care professionals and providers. 

•  Managing care transitions, including providing referrals and facilitating follow-ups for the patient after they are 

discharged. * 

•  Coordinating with home- and community-based services providers and documenting this activity in the 

patient’s medical record. 

*Please note that you cannot bill for transitional care management services (TCM) during the same month as CCM.

 

The following is a sample of actions that are required to bill for CCM: 

•  Obtaining the patient’s verbal or written agreement to receive CCM services after informing them of applicable 

cost sharing, that they can stop receiving CCM services at any time, and acknowledgment that only one 

practitioner (and/or hospital) can provide CCM services for them in a calendar month. Patient consent must be 

documented in the patient’s medical record. 

•  Establishing, implementing, revising or monitoring an electronic “Comprehensive Care Plan” for the patient 

that tracks their health issues, and sharing it with the patient, or their caregiver when appropriate. For complex 

CCM, the care plan must be established or substantially revised. Share the plan with their other health care 

providers as appropriate. 

•  Providing continuity of care for the patient through a designated care team member with whom the patient 

can schedule appointments and who is regularly in touch with the patient to help them manage their chronic 

conditions. 

•  Recording certain data through certified Electronic Health Records (EHRs), including the patient’s 

demographics, medical problems, medications, and medication allergies. 

•  Providing the patient with a way to contact your practice at any time to address urgent care management needs. 

 

For more information about CCM billing and to review the details above,  

visit the  CCM website or review the CCM Services Booklet. 

For billing details for RHCs and FQHCs, see the  CCM Services in RHCs  

and FQHCs FAQs and Care Coordination Services and Payment for RHCs  

and FQHCs.

https://www.cms.gov/about-cms/agency-information/omh/health-equity-programs/c2c/ccm
https://www.cms.gov/about-cms/agency-information/omh/health-equity-programs/c2c/ccm
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/ChronicCareManagement.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/FQHCPPS/Downloads/FQHC-RHC-FAQs.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/FQHCPPS/Downloads/FQHC-RHC-FAQs.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/MM10175.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/MM10175.pdf
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The information below is designed to help health care providers and practices explain CCM services to their staff. 

This information does not replace the official guidance on providing and seeking payment for CCM services.

What Is CCM?
CCM is the provision of care management and coordination services to patients with two or more chronic conditions.

Examples of chronic conditions include, but are not limited to: 

• Alzheimer’s disease and related dementia 

• Arthritis (osteoarthritis and rheumatoid) 

• Asthma 

• Atrial fibrillation 

• Autism spectrum disorders 

• Cancer 

• Cardiovascular disease 

• Chronic Obstructive Pulmonary Disease 

• Depression 

• Diabetes 

• Hypertension 

• Infectious diseases such as HIV/AIDS 

• Substance Use Disorders

 

What do we need to do to furnish and bill for CCM?
Please note that the following is not a complete list. A comprehensive list of actions associated with furnishing 

CCM services can be found in the CCM Services Booklet. 

•  The clinician’s practice must meet specific requirements to be eligible to bill 

for CCM services. While it may take some time and effort to get fully up to 

speed, these changes and services will help to continually improve the care 

that you provide. 

•  Practices will be able to provide comprehensive care management focused 

on management of the patient’s chronic conditions and preventive care to 

ensure the patient receives all recommended preventive services and can 

better manage their chronic conditions. 

 

SPEAKING WITH STAFF ABOUT CCM

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/ChronicCareManagement.pdf


What is required of patients?
Patients must give advance consent to ensure they are involved with their treatment plan and aware of any 

applicable cost sharing. They must understand that only one health care practitioner and/or one hospital can 

provide these services, so they can’t receive it from each doctor they see and should not provide consent to 

receive these services from anyone else. They should also know that they can request to stop CCM at any time. 

Informed consent can be given verbally, though you may choose to do it electronically or via a paper form.

Please note: The usual cost-sharing rules apply to these services, so many 

patients are responsible for the usual Medicare Part B cost sharing (deductible 

and copayment/coinsurance) if they do not have supplemental (“wraparound”) 

insurance. Please note that most dually eligible individuals (patients with Medicare-

Medicaid) are not responsible for cost sharing. Medigap plans provide wrap-

around coverage of cost sharing for CCM, and many individuals have Medigap or 

other supplemental insurance.

How will we be paid for providing CCM services to individuals with  
Medicare Fee-for-Service?

Payment Information

The current listing of billing codes can be found on the CMS care management page. 

Initiating visit Monthly billing codes RHC/FQHC billing codes

 

•  Required for new patients or 

those not seen in an office  

visit within one year before 

starting CCM

•  Billable separate from monthly 

CCM services

•  Add-on code can cover time 

spent outside of usual efforts

 

•  Pay for 20+ minutes of clinical 

staff time spent on non-complex 

CCM requiring creation or review 

of the care plan

•  Alternative codes are available 

for complex care requiring at 

least 60 minutes of clinical staff 

time per month

 

•  RHCs and FQHCs use specific 

codes for CCM services

•  Payment is based on rates for 

both CCM and behavioral  

health integration services

For billing details for RHCs and FQHCs, see the CCM Services in RHCs and FQHCs FAQs.
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•  For each patient who receives CCM services, the clinician develops a comprehensive assessment and care 

plan. The plan will be maintained to address all health issues, including medical and psychosocial issues, with 

special focus on the patient’s chronic conditions. The practice will also:  

 — Engage and educate the patient by developing and sharing the care plan with them (and any caregiver).

 — Review the care plan periodically and revise as needed. 

 — Provide care that is tailored to the individual (also known as “person-centered” care). 

 —  Work with home- and community-based services providers as needed by the patient. These could include 

adult day health programs, personal care workers or an agency furnishing personal care, home-delivered 

meal providers, etc. 

•  Clinical staff will educate the patient and give them the tools they need to monitor and manage their chronic 

conditions and any medications. They will also provide continuous care by reconciling the medication list with 

medications prescribed by other health care providers (e.g., by a specialist or during a hospital stay), and make 

sure the patient has access to medication, especially after care transitions. 

•  Clinical staff will manage any care transitions (referrals or discharges from facilities) by sharing information timely 

within the practice and with other health care providers involved in the patient’s care. They will follow up with 

the patient on a timely basis after facility stays or referrals.

•  The practice will use standardized electronic technology to assist in sharing information on a timely basis with 

other health care providers. Clinical staff will record “core” patient health information (demographics, problems, 

medications, and allergies) in the medical record using a certified EHR. 

•  The patient will have access to continuous care, such as: 

 —  24-hour-a-day, 7 day-a-week access to a qualified health care professional who has access to necessary 

health information to address any urgent needs after hours.

 —  Enhanced methods of patient communication. Patients will be able to contact the practice at any time by 

methods other than just telephone (e.g., secure email portal). 

•  Time spent providing these services will be tracked by [insert recommended workflow based on practice needs].

10

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/Care-Management
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/FQHCPPS/Downloads/FQHC-RHC-FAQs.pdf


13Coverage to Care             Chronic Care Management Toolkit

Benefits

The benefits of offering CCM services in your practice:  

•  Improved care for patients and improved patient satisfaction. 

•  Increased payment for the practice for the coordinated CCM services provided.

The benefits of offering CCM services to your patients:  

•  By offering CCM services and billing for them under Medicare, eligible patients are provided with help from a 

member of the team who is dedicated to overseeing their care, a person that they regularly interact with and 

know. That team member can help them plan for better health and stay on track with treatments, medication, 

referrals, and appointments through regular check-ins and reminders.  

 —  For regular or “non-complex” care, patients may receive at least 20 minutes a month of time dedicated to 

care coordination services. 

 —  For “complex” CCM, patients may receive additional time (60 minutes or more) and services. 

•  Encouraging patients to use CCM services may offer them the support they need between visits.

12
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The information below is designed to help health care professionals talk to patients and caregivers about  

CCM services, their benefits to the patients and their caregivers, and their role in the process of coordinating  

these services.

What Is CCM?
If you have Medicare or both Medicare and Medicaid, and have two or more chronic conditions, Medicare  

is offering CCM services to help you manage your health and spend more time doing the things you enjoy,  

in good health.

If you have more than one chronic condition like Alzheimer’s disease and related dementia, arthritis, asthma, atrial 

fibrillation, autism spectrum disorders, cancer, cardiovascular disease, chronic obstructive pulmonary disease, 

depression, diabetes, hypertension, substance use disorder, or any infectious diseases such as HIV/AIDS, CCM is 

an important piece of the care that we can offer.

What Are the Benefits of CCM?
•  Regular CCM means you can better manage your care and spend more time focusing on your health. CCM 

can help you work toward your health and quality of life goals. Better care management can help you avoid 

health events such as trips to the emergency department, falls, or worsening health. 

•  Coordinated care means you will get personal attention and help from a health care provider you know and 

who knows about your health conditions and helps to keep you healthy.

Informed consent notification
Patients must give consent to receive CCM services. This can be given in written form or verbally and 

documented in the medical record. Patients need to provide informed consent only once unless they switch to 

a different CCM practitioner. This documentation in the medical record must include 1) the patient’s consent to 

participate in CCM, 2) that the patient was informed that they can stop receiving CCM services at any time, and 

3) that only one health care professional or hospital can provide CCM in a calendar month. Information about 

applicable cost sharing should be included as well.

EXPLAINING CCM TO PATIENTS

15Coverage to Care             Chronic Care Management Toolkit14
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The language below is intended to be a guide for conversations seeking verbal consent. Please consider the key 

points below.

Your dedicated care team will review your records and may contact you if needed. They may also 

connect with you about how they are working for you and your health.

•  Do you have any questions about the CCM services?

•  Do you agree to receive the CCM services?

•  Do you understand that a monthly fee could apply to the CCM services?

•  How do you prefer to be contacted?

•  What is the best time for us to contact you?

•   Tip: Refer to Agency for Healthcare Research and Quality (AHRQ) Use the Teach-Back Method

This also means that the care team in the practice will share information about your health with me to 

make sure we can talk about everything when we meet again.

•  Do you have any questions about the CCM services?

•  Do you agree to receive the CCM services?

•  Do you understand a monthly fee could apply to the CCM services?

•  How do you prefer to be contacted?

•  Tip: Refer to AHRQ Use the Teach-Back Method

(If applicable): We want to work with [specialist/service agency 1], [specialist/service agency 2], and 

[specialist/service agency 3] to coordinate care and services for you with the goal of improving your 

health. This is called chronic care management, or “CCM.”

CCM services will help us work more closely with your other doctors, and help you maintain your 

health and wellness. If you don’t think you need CCM, you can ask us to stop at any time.

•  Do you have any questions about the CCM services?

•  Do you agree to receive the CCM services?

•  Do you understand that a monthly fee could apply to the CCM services?

•  How do you prefer to be contacted?

•  Tip: Refer to  AHRQ Use the Teach-Back Method

Please note: The usual cost-sharing rules apply to these services, so many patients are responsible for the usual 

Medicare Part B cost sharing (deductible and copayment/coinsurance) if they do not have supplemental (“wrap-

around”) insurance. Please note that most dually eligible individuals (patients with Medicare-Medicaid) are not 

responsible for cost-sharing. Medigap plans also provide wrap-around coverage of cost sharing for CCM, with 

many individuals having Medigap or other supplemental insurance.

16

https://www.ahrq.gov/health-literacy/improve/precautions/tool5.html
https://www.ahrq.gov/health-literacy/improve/precautions/tool5.html
https://www.ahrq.gov/health-literacy/improve/precautions/tool5.html


n Identify patient eligibility for CCM services.

  ●  Eligible CCM patients will have multiple (2 or more) chronic conditions expected 

to last at least 12 months or until the patient’s death.

  ●  Identify patients who require CCM services by using criteria suggested in  

CPT guidance (like number of illnesses, number of medications, repeat admissions,  

or emergency department visits) or the typical patient profile in the CPT  

prefatory language. 

n  Initiate a face-to-face Evaluation and Management (E/M) visit, Annual Wellness 

Visit (AWV), or Initial Preventive Physical Exam (IPPE) as an initiating visit for new 

patients or patients who the billing practitioner hasn’t seen within 1 year before CCM 

services start.

  ● Assess the patient’s medical, functional, and psychosocial needs.

  ● Make sure the patient receives timely recommended preventive services. 

  ● Oversee the patient’s medication self-management. 

n Provide informed consent and inform patient(s) that:

  ● CCM services are available.

  ● They may have cost sharing responsibilities.

  ● Only one practitioner can furnish and bill CCM services during a calendar month.

  ● They can stop the CCM services at any time (effective the end of calendar month).

 

n  Receive verbal or written consent. Patient consent must be documented in the 

patient’s medical record.

CCM PROVIDER(S) CHECKLIST

n  Record the patient’s demographics, problems, medications, and medication 

allergies using certified Electronic Health Record (EHR) technology. A full EHR 

list of problems, medications, and medication allergies must inform the care plan, care 

coordination, and ongoing clinical care. 

n  Create, revise, and or monitor (per code descriptors) a person-centered, 

electronic care plan based on physical, mental, cognitive, psychosocial, functional, 

environmental (re)assessment, and inventory of resources and supports.

  ●  Make the electronic care plan information available promptly both within and outside 

billing practice with individuals involved in the patient’s care, as appropriate.   

n  Manage care transitions between and among health care providers and settings, 

including referrals to other clinicians, or follow-up after an emergency department visit or 

after discharges from hospitals, skilled nursing facilities, or other health care facilities. 

 

n Execute the following:

  ●  Create and exchange or share continuity of care document(s) promptly with other 

practitioners.

  ●  Coordinate care with home-and community-based clinical service practitioners.

  ●  Communicate with home-and community-based practitioners about the patient’s 

psychosocial needs and functional decline and document it in the patient’s medical 

record.

19Coverage to Care             Chronic Care Management Toolkit18
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• CCM Services Booklet

Read a primer on CCM services separately paid by CMS, requirements, and how to bill for CCM.

• Summary of Policies for Calendar Year 2018

See changes and updates to telehealth services, including services related to CCM introduced in 2018.

• CCM Services in RHCs and FQHCs FAQs

• Care Coordination Services and Payment for RHCs and FQHCs

• Final Rule: Payment Policies Under PFS CY 2023

Find out more about the fee schedule changes in the Final Rule published in the Federal Register.

• Care Management Resources

Additional CMS resources for CCM and other care management services.

CCM RESOURCES & EDUCATIONAL TOOLS

Learn more about what CCM is, why it is important, and how to get resources for a successful 

program.

Visit go.CMS.gov/ccm to download the following tools and resources to educate your members or communities 

about the benefits of CCM. Printed copies of the Coverage to Care CCM materials can be ordered at no cost to 

your organization. Visit the CCM Product Ordering page to learn how to place an order.

Information about CCM
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http://go.cms.gov/CCM
https://www.cms.gov/About-CMS/Agency-Information/OMH/equity-initiatives/ccm/product-ordering
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/MM10393.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/FQHCPPS/Downloads/FQHC-RHC-FAQs.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/MM10175.pdf
https://www.federalregister.gov/documents/2022/11/18/2022-23873/medicare-and-medicaid-programs-cy-2023-payment-policies-under-the-physician-fee-schedule-and-other
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/Care-Management
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/ChronicCareManagement.pdf


Additional Resources on CCM

•   Noridian Healthcare Solutions CCM Page

Noridian is a private health insurer that was awarded a Medicare Administrative Contract and is responsible

for administering both Medicare Part A and Medicare Part B claims. Their website offers information on billing,

eligibility, documentation, and pricing.

•   TMF Quality Innovation Network

TMF is one of CMS’s Quality Innovation Network (QIN) Quality Improvement Organizations tasked with

improving the quality of health care for all individuals with Medicare through data-driven initiatives that increase

patient safety, make communities healthier, better coordinate post-hospital care, improve clinical quality, and

spread best practices. The TMF QIN offers a CCM network including fact sheets, infographics, a business

case, calculators, sample care plan, sample tracking log, checklist, and step-by-step guides.

•   AHRQ

AHRQ offers a Shared Care Plan to help health care professionals develop a patient-centered health record

designed to facilitate communication among members of the care team, including the patient and providers.
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Tools for health care professionals

•  Chronic Care Management PowerPoint Presentation for Health Care Professionals

Review the presentation to learn about CCM and start a successful program in your practice.

•  Certified Electronic Health Record Technology (CEHRT)

For information on EHRs and additional links for guidance on standards and incentive payments.

•  Medicaid Health Homes

For your patients with Medicaid (not Medicare), Health Homes is an optional Medicaid state benefit to

coordinate care for people with Medicaid who have chronic conditions.

•  HHS Education and Training Curriculum on Multiple Chronic Conditions

Developed by the Office of the Assistant Secretary for Health, in collaboration with the Health Resources

and Services Administration of the U.S. Department of Health and Human Services, the HHS Education and

Training Resources on Multiple Chronic Conditions provides health professionals with education to care for

people living with multiple chronic conditions.

•  AHRQ Use the Teach-Back Method

The teach-back method is a way of checking understanding by asking patients to state in their own words

what they need to know or do about their health. It is a way to confirm that you have explained things in a

manner your patients understand.

Tools for Educating Patients, Caregivers, Advocates, and Community Members

•  Chronic Care Management Animated Video for Patients

Use this video to help explain the benefits of CCM services to patients.

•  CCM Fact Sheet

Share this fact sheet with with patients, caregivers, advocates, and other community members to explain what

CCM is, who it is for, why it is beneficial, and how patients can ask for it.
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https://med.noridianmedicare.com/web/jeb/specialties/em/chronic-care-management-ccm
https://tmfnetworks.org/
https://www.ahrq.gov/
https://www.cms.gov/regulations-and-guidance/legislation/ehrincentiveprograms/certification
https://www.medicaid.gov/medicaid/long-term-services-supports/health-homes/index.html
https://www.hhs.gov/sites/default/files/ash/initiatives/mcc/education-and-training/framework-curriculum/framework-curriculum.pdf
https://www.ahrq.gov/health-literacy/improve/precautions/tool5.html
https://www.cms.gov/files/document/health-care-professionals-presentation.pptx
https://www.youtube.com/watch?v=V53CqWE60AE
https://www.cms.gov/files/document/chronic-care-management-factsheet.pdf


For more information and updates on CCM, visit the CMS OMH   

CCM website, the Medicare PFS Look-up Tool, and the  

CMS Care Management site.

For more information and tools to implement CCM, please visit:  

go.CMS.gov/ccm. For more general questions about CMS, visit  

the Contact CMS webpage.

Printed copies of the Coverage to Care CCM materials can be ordered at no cost to your organization. 

Visit the CCM Product Ordering page to learn how to place an order.

Note: This document was written by CMS and was printed, published, or produced and disseminated 

at U.S. taxpayer expense. The information is meant to be useful for community organizations that 

want to use Coverage to Care as part of their consumer education and health literacy outreach efforts. 

Participation is voluntary and informal.
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https://www.cms.gov/about-cms/agency-information/omh/health-equity-programs/c2c/ccm
https://www.cms.gov/medicare/medicare-fee-for-service-payment/pfslookup?redirect=/pfslookup
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/Care-Management
http://go.cms.gov/CCM
https://www.cms.gov/about-cms/agency-information/contactcms
https://www.cms.gov/About-CMS/Agency-Information/OMH/equity-initiatives/ccm/product-ordering
https://doi.org/10.5888/pcd10.120137
https://innovation.cms.gov/Files/reports/chronic-care-mngmt-finalevalrpt.pdf
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