Advance Community Health
Transitional Care Management for COVID-19 Patients: Soft Landing back to PCP and Care Management of COVID-19 Patients Workflow Model
(Version 7, updated 04/28/2020)
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Notes:

. COVID-19 positive patients are referred to Care Management Did patient

o When assessing COVID-19 patients, have o bjective measures to determine status (e.g. Roth test-helps quantify Confirm patient’s pharmacy of choice p he ACH
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including, but not limited to, the following topics:
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