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Activities of daily living and 
instrumental activities of daily living





Overview

• The Individualized Care Plan is developed specifically for each member.

• The member, or their authorized representative, must be given the opportunity to review and sign the 
Individualized Care Plan or any amendments.

• The Individualized Care Plan must be at a sixth-grade reading level, in alternative formats, and in the member’s 

preferred written or spoken language.

Components

• Name and contact information for the member’s primary care physician and any specialists

• Member goals and preferences
• Measurable objectives and timetables for medical and behavioral health services and long-term services and 

supports

• Time frames for reassessment: at minimum, annually or per current state or federal requirements

IHSS

For members receiving In-Home Support Services, the Individualized Care Plan must include:

• Contact information for the county social worker who has responsibility for authorizing and overseeing the 
member’s in-home support services hours

• Contact information for the member’s In-Home Support Services worker





• Person-centered planning

• Cultural competence

• Accessibility and accommodations

• Independent living

• Wellness principles













Principle 1 Deserve equal opportunities

Principle 2 Are the best experts of their own needs
Principle 3 Have crucial and valuable perspectives to contribute

Principle 4 Have consumer control

Principle 5
Should decide how to live and take part in the 

community



1
Physical exercise, good nutrition, stress-management, and social support are important for everyone and health 

promotion activities are critical for people who are prone to a more sedentary lifestyle. 
2 Health includes a dynamic balance of physical, social, emotional, spiritual, and intellectual factors.

3
Providers can be of tremendous assistance in helping people select and practice tailored health promotion behaviors 

to increase their level of well-being.



Facilitates Facilitates care management and coordination
Conducts Conducts individualized care team meetings periodically and at the member’s request
Takes into 

account
Takes member’s communication needs into account (cognitive, communicative, or other barriers)

Maintains Maintains a call line or other mechanism for the member’s inquiries and input
Analyzes Analyzes and incorporates health risk assessment results into the Individualized Care Plan

Authorizes Authorizes services and transitional care
Refers Refers members to other agencies when needed (e.g., long-term supports and services or behavioral health services)

Manages Manages information flow for care delivered outside the primary care site



IHSS

LTSS CBAS,

MSSP,



Internists, family practitioners, geriatricians, endocrinologists, cardiologists, oncologists,  pulmonologists
Behavioral health providers

Long-term service and support providers
General and subspecialty surgeons 

Ancillary health providers such as physical, speech and occupational therapists 
Tertiary care physicians 



Care Navigator.

Care coordination resources

Go to the Blue Shield website or 

call the provider line at:

(800) 468-9935.



Hospital
Within one day of notification of an admission to a hospital, a copy of the current 

Individualized Care Plan is faxed to the hospital.

SNF
Within one day of discharge from a hospital toa skilled nursing facility (SNF),the discharge 

orders/care plan are faxed to the skilled nursing facility.

Home

When the member is being transitioned to the usual setting of care (typically the home), the 

case manager will discuss the discharge plan with the member and/or caregiver. This will be 
followed within two business days by a phone call to ensure the member is familiar with the 

appropriate self-management tools and to assist with scheduling a follow-up appointment 

with the primary care physician.

PCP
The primary care physician (PCP)will be notified by fax within three business days of all care 

transitions.



https://www.blueshieldca.com/bsca/bsc/wcm/connect/sites/sites_content_en/medicare/resources/prescription_resources/managing_medications_help


Blue Shield website. 




