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[bookmark: _Hlk181955776][bookmark: _Hlk181955777]Community Health Connections Health Home
Member Acknowledgement Form


[bookmark: _Hlk181955790][bookmark: _Hlk181955791]Complete this form each time an Initial or Annual Plan is completed or updated.
This form must be uploaded to CareManager to denote Member participation in the Plan of Care and note documentation should reflect Plan completion / updated as well.
	[bookmark: _Hlk181955768]

Member Name:
	

______________________________________________

	

Date of Acknowledgement:
	

______________________________________________




	
☐  I actively participated in the creation / updated of my individual Plan of Care and agree with the Plan.






	_____________________________________________
Member Signature
	___________________
Date

	


_____________________________________________
Care Coordinator Signature
	


___________________
Date
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A Member of Trinity Health




