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Patient eligibility



Develop plan 
Nurse /AHP 
may collect information
GP must see patient


 Clinical context


Complete documentation


Documentation requirements


 Ensure patient eligibility


 record patient’s consent to Chronic Condition Management Care Plan


Claiming


 requires personal attendance by GP with patient


 review using item 967 or 92030 at least once during the life of the plan.


 no age restrictions for patients


 patients with a chronic or terminal condition


 patients who will benefit from a structured approach to their care


 check mymedicare status


 a GP Mental Health Treatment Plan (item 2700/2701/2715/2717) is suggested for patients with a mental disorder only.


 Claim MBS item


 Explain care plan/TCA process and any out-of-pocket costs, gain consent, assess health needs, conditions, health problems, and relevant conditions


 Set treatment and service goals with the patient including actions to be taken


 Identify and consult with at least two collaborating providers


 Obtain agreement on participation and clarify provider roles


 Review plan up to three times across the annual cycle of care using MBS 967 or 92030. 


 offer copy to patient (with consent, offer to carer), keep copy in patient file.


 send copy of relevant parts to collaborating providers


 set review date


 all elements of the service must be completed to claim


 claiming a GPCCMP enables patients to receive five rebated services from allied health (referrals through referral letter, not longer using TCA referral forms). 


not for public patients in a hospital or patients in a Residential Aged Care Home (RACH)


 patient needs and goals, patient actions, collaborating providers and treatments/services required
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