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CCS # ____________________                      PFC F-CAP Review Summary Sheet           CIN # ______________________                       

	Patient Name
	     
	DOB
	     


	Date Review Begun:
	     
	Date Review Completed:
	     
	Date Sent to CCSNL:
	     
	Date Sent to State CMS:
	     


 FORMCHECKBOX 
 60 day re-assessment (sections 3-A, 4, 6 and 7-B are REQUIRED, other sections are optional as changes occur and needs indicate) 
 FORMCHECKBOX 
 6 month full review (all sections required) 




 FORMCHECKBOX 
 Interim assessment (any sections as needed) 
	Care Coordinator Name:
	     
	Agency:
	     
	Phone:
	     

	Care Coordinator Name:
	     
	Agency:
	     
	Phone:
	

	CCS Nurse Liaison (CCSNL) Name:
	     
	County:
	     
	Phone:
	     


***Attach copies of all required sections and those with changes as applicable
	Reviewed/

Changed
      R     C
	Section
	Brief Listing of 
Information Changed
	Missing/ Inadequate Information 

and Follow-up Needed
	County/ State Review

	
	
	
	
	Comments,

Remediation Needed,
Possible Timeline
	Complete

Cty     St

	
	Section 1. Patient/Family Information
	
	
	
	

	 FORMCHECKBOX 
   FORMCHECKBOX 

	1-A. Demographic
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	 FORMCHECKBOX 
   FORMCHECKBOX 

	1-B. Social
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	
	Section 2. Medical Information
	
	
	
	

	 FORMCHECKBOX 
   FORMCHECKBOX 

	2-A. Diagnosis/Providers
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	 FORMCHECKBOX 
   FORMCHECKBOX 

	2-B. Providers/Suppliers
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	 FORMCHECKBOX 
   FORMCHECKBOX 

	2-C. Hospitalizations
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	 FORMCHECKBOX 
   FORMCHECKBOX 

	2-D. Health History
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	 FORMCHECKBOX 
   FORMCHECKBOX 

	2-E. Medication History
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	
	Section 3. Health & Symptom Assessments
	
	
	
	

	 FORMCHECKBOX 
   FORMCHECKBOX 

	3-A. Physical Exam
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	 FORMCHECKBOX 
   FORMCHECKBOX 

	3-B. Review of Systems
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	 FORMCHECKBOX 
   FORMCHECKBOX 

	3-C. Review of Systems/Nutrition
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	 FORMCHECKBOX 
   FORMCHECKBOX 

	3-D. Pain Assessment Tool
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	 FORMCHECKBOX 
   FORMCHECKBOX 

	3-E. Symptom Assessment Tool
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	
	Section 4. Health and Safety Assessments
	
	
	
	

	 FORMCHECKBOX 
   FORMCHECKBOX 

	4-A. Risks/Home Environment (Part 1)
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	 FORMCHECKBOX 
   FORMCHECKBOX 

	4-B. Home Environment (Part 2)
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	
	Section 5. Perception of Illness/Health Care Goals
	
	
	
	

	 FORMCHECKBOX 
   FORMCHECKBOX 

	5-A. Patient 
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	 FORMCHECKBOX 
   FORMCHECKBOX 

	5-B. Patient Desires 
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	 FORMCHECKBOX 
   FORMCHECKBOX 

	5-C. Family
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	 FORMCHECKBOX 
   FORMCHECKBOX 

	5-D. Family Desires
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	 FORMCHECKBOX 
   FORMCHECKBOX 

	5-E. Decisions
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	
	Section 6. Goals of Care
	
	
	
	

	 FORMCHECKBOX 
   FORMCHECKBOX 

	6-A. Care Coordinator Sec 1-3
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	 FORMCHECKBOX 
   FORMCHECKBOX 

	6-B. Care Coordinator Sec 4-5, Other
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	 FORMCHECKBOX 
   FORMCHECKBOX 

	6-C. Outcomes 
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	 FORMCHECKBOX 
   FORMCHECKBOX 

	6-D. Family Centered Team Meeting
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	
	Section 7. Services
	
	
	
	

	 FORMCHECKBOX 
   FORMCHECKBOX 

	7-A. Current
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	 FORMCHECKBOX 
   FORMCHECKBOX 

	7-B. Requested
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	
	Section 8. Family Resources
	
	
	
	

	 FORMCHECKBOX 
   FORMCHECKBOX 

	8-A. Goals Summary
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 


	 FORMCHECKBOX 
   FORMCHECKBOX 

	8-B. Phone Sheet
	     
	     
	     
	 FORMCHECKBOX 
   FORMCHECKBOX 



	Other Problems/Concerns:

	     

	Notes:

	     


Civil Code Section 1798.17 provides that the individual will be notified of the intended purpose and use of personal information being collected. Information on this document will be used exclusively by the 
Department of Health Care Services and affiliates of the Partners for Children program for the purposes of monitoring and providing quality services to PFC participants.
DHCS MC 2363 (REV. 04/13)    
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