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What is CAREMANAGER?

S
v
Population Client Care Care Alerts & EHR
Health Tracking Coordination Planning Notifications Agnostic
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CAREMANAGER

e Enables Direct Data Entry & Collection from Providers
v' Assessments, standard data sets, claims, EMR clinical data,
e Supports automated exchange of data via industry standards or custom
interfaces
e Permissions based access enabling aggregation of data set
e Analytics and reports can be generated via the system or imports to other
analytics systems
 Foundational system that enables support of many coordinated care and
value based care models
v" Health Homes, Transitions of Care, Child Welfare Models, Data
Aggregation & Assesments
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Primary CIN: 24111114

Personal

Name
Adams, Jack
Gender
Male

Date of Birth
O7i04/2008
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@ Demographics 5. How satisfied are you with your current living situation? 6. If currently homeless, are you on the street, living in a car, in a shelter,

with a friend?
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@ Consent Forms &
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Asthma Medication Adherence (Adult) Measure Details

Description Persons Flagged El'tgghle Population
arsons with at least one ED visit with asthma as the

priniciple diagnosis OR at least one acute inpatient
encounter with asthma as the principle diagnosis OR at
Persans flagged have a diagnosis of persistent asthma and least four outpatient asthma visits with an asthma
are not currently prescribed a controller medication diagnosis and two asthma medication dispensing events
OR at least four asthma medication dispensing events.
Excluded are persons with emphysema, COPD, cystic
fibrosis or acute respiratory failure.

% of patients 18-64 years of age who were identified as
having persistent asthma and were appropriately
prescribed medication during the measurement period.

| g T

Intervention i [ Campaign Q
Key Last Name First Name Gender Age County of Residence Care Manager Encounter Date Result Campaign None
Asthma Education
1130 Porter Linda Femak 3 Jefferson - 2015-05-31 No None moking Cessation
1178 Carroll Janice Femak 52 Jefferzon Christopher Walkin 2015-11-#7 No Nona Nutritional Education
Medication Education
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CAREMANAGER INTEGRATION
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