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Preparing a written plan which \

describes:

Q The patient’s condition(s) and

associated health care needs

Health and lifestyle goals

Actions to be taken by the patient

Treatment and services the patient is

likely to need

If the patient would benefit from

multidisciplinary care refer the

patient to allied health providers (up
to 5 sessions per calendar year)

Q Arrangements to review the plan,
including the proposed timeframe
for review and why review is
important
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Finalise the GPCCMP

Q Recording patient’s consent to the
plan

Q Provide a copy of the plan to the
patient and the patient’s carer (with
patient consent)

Q Adding a copy of the plan to the
patient’s records

Q Upload the GPCCMP to My Health
Record (with patient’s consent)

Nurse check in-
face to face or by
phone 10997
$13.65

Review Activities:

Monitor symptoms and health
Plan, conduct and review tests and
screening

Review reports from Allied Health
providers and Specialists

Review and update medications
Update treatment plan in response to
changes in patient needs, treatment
options and evidence

Support patient to understand and
self manage their chronic condition
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Consider:
Q Case conference with care team
Q Family support

Finalise the GPCCMP review

O Recording patient’s consent to the
plan

Q Provide a copy of the plan to the
patient and the patient’s carer (with
patient consent)

Q Adding a copy of the plan to the
patient’s records

Q Upload the GPCCMP to My Health
Record (with patient’s consent)

Nursecheck in-
face to face or by
phone 10997

$13.65

Review Activities: \

QO Monitor symptoms and health \

O Plan, conduct and review tests and
screening

O Review reports from Allied Health
providers and Specialists

Q Review and update medications

Q Update treatment plan in response to
changes in patient needs, treatment
options and evidence

Q Support patient to understand and self
manage their chronic condition

Consider:
Q Other supports such as diabetes
education, continence support

Finalise the GPCCMP review

O Recording patient’s consent to the plan

Q Provide a copy of the plan to the patient
and the patient’s carer (with patient
consent)

Q Adding a copy of the plan to the
patient’s records

Q Upload the GPCCMP to My Health
Record (with patient’s consent)

Nurse check in-

face to face or by
phone 10997

$13.65

Review Activities: ™~

Monitor symptoms and health

Plan, conduct and review tests and
screening

Review reports from Allied Health
providers and Specialists

Review and update medications
Update treatment plan in response to
changes in patient needs, treatment
options and evidence

Support patient to understand and self
manage their chronic condition
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Consider:
O Social supports
O Social prescribing/social work referral

Finalise the GPCCMP review

O Recording patient’s consent to the
plan

O Provide a copy of the plan to the
patient and the patient’s carer (with
patient consent)

O Adding a copy of the plan to the
patient’s records

O Upload the GPCCMP to My Health
Record (with patient’s consent)

Sources - WentWest, operating as Western Sydney Primary Health Network and National MyMedicare PHN
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Continue review of GPCCMP. A new
GPCCMP is only required if changes

to patient’s condition(s) indicate a
need to update/change the care plan,

t least one medical condition
hat has been (or is likely to be)
resent for at least six months
ris terminal.

here is no list of eligible
onditions.
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