Youth Name: ________________________________________	DOB: __________________

Mental Health Case Management: Care Coordination
1915(i) Provider CFT Report

Provider Name: _______________________________      Month/Year of scheduled CFT: ______________

___ IIHS       ___ (CB) Respite Care      ___ (OOO) Respite Care       ___ E&E Behavioral Services

The 1915(i) Provider CFT Report is due to the assigned Care Coordinator, at least 1 week prior to the scheduled CFT date, when unable to attend.

	Frequency of Contact for Month

	Phone (hours):


	Face to Face (# of events):

	Other:

	Strengths or Successes:




	Outcome(s): Include progress made and any challenges present




	Intervention(s) Utilized: Include reason, strategy utilized, linked need and observed effectiveness




	Other Notes/Updates:




	Follow-Up Action(s):




	Additional Comments: Include any information not reflected in the current plan of care and recommendations regarding what may be helpful for the youth/family






____________________________________				__________________
Provider Signature								Date

For CCO Use ONLY:   					Date Received: _________________

____________________________________			__________________
Care Coordinator Signature/Credentials				Date
Updated: 04/22/2026
