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Chronic Care Management Toolkit
Sample CCM Care Plan Template 

Patient: 

Provider: 

Top Concern for Chronic Care Management 

• Diabetic condition management and patient self-monitoring 

Expected Outcomes 

• Improved patient self-monitoring 
• Improved medication adherence and synchronization 
• Improved patient education related to diabetes 
• Active patient medication list provided to physician using Blue Bag Initiative 
• Smoking cessation addressed and improved 

Measurement Improved: 

• Improved BG levels and/or A1C 
• Improved body size, weight, and/or composition 

Planned Interventions & Responsible Party 

• MD to provide initial labs, referrals and monitoring lipid levels 
• Pharmacy to initiate and maintain regular monthly contact with patient 
• Pharmacy to track monitoring vitals, BG levels, annual eye exam, and the importance 

of foot exams 
• Pharmacy to refer or provide diabetes self-management training opportunities for 

the patient 
• Closing referral loops provided by pharmacy 
• Preparation for medical appointments provided by pharmacy 
• MD to review/edit care plan every six months based on outcomes andpatient 

needs 

Provider Signature: 
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