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SNP Model of Care Training Requirements

https://www.cms.gov

The Centers for Medicare & Medicaid Services (CMS) requires Health 
Alliance Plan employees, contractors, and providers who serve 
Medicare Advantage Special Needs Plan (SNP) members to complete 
annual SNP Model of Care (MOC) training https://www.cms.gov

The MOC provides the framework for how the SNP will identify and 
address the unique needs of its members

Initial and annual MOC training ensures that relevant providers and 
staff are educated, aware, and will leverage the SNP MOC to deliver 
care and services to SNP members

https://www.cms.gov/
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• A Special Needs Plan (SNP) is a Medicare Advantage (MA) 

coordinated care plan that is specifically designed to provide 

targeted care and benefits to special needs individuals

Type of Special Needs Plans include: 

• Dual Eligible Special Needs Plan (D-SNP) - Individuals who are 

eligible for both Medicare and Medicaid

• Chronic Condition Special Needs Plan (C-SNP) where 

membership is limited to those with specific chronic conditions 

Health Alliance Plan offers:

• Medicare Complete Duals (HMO D-SNP)

• HAP Medicare Complete Assist (PPO D-SNP)

• HAP Chronic Condition Special Needs Plan (C-SNP) focused on 

diabetes mellitus, chronic heart failure, cardiovascular disease

Overview of Special Needs Plans for D-SNP and C-SNP 
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Overview of D-SNP & C-SNP

• Improve access to essential services and affordable care

• Improve coordination of care and transitions of care

• Improve access to preventive health services

• Facilitate appropriate utilization of services

• Improve beneficiary health outcomes

• Engage provider network in our support services

• Create a person-centered care management approach

Our D-SNP and C-SNP program 

is designed to optimize the health 

and well-being of our aging, 

vulnerable and chronically ill 

members by a focused approach 

to:
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Model of Care Standards 1 - 4

CMS and NCQA require SNP Plans to submit a 

Model of Care describing their approach to 

identifying and addressing the unique needs 

and care of their members.

Identify Members 

Who Need Help

Helping Members Who Need

It Get the Most from their Care

Making Sure Members Have 

Access to High Quality Doctors

Making Sure Our Program 

Looks at Outcomes and is 

Always Improving



Description of SNP Population for D-SNP and C-SNP 

(General Population)

Model of Care 1:
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MOC 1: Description of SNP Population (General Population) 
for D-SNP and C-SNP 

HAP Medicare Complete 

Duals (HMO D-SNP)

HAP Medicare Complete 

Assist (PPO D-SNP)

Chronic Condition 

Special Needs Plan (C-

SNP) 

Required Coverage Medicare and full 

Medicaid eligibility 

Medicare and partial  

Medicaid eligibility 

Medicare

Required Diagnoses N/A N/A At least one of:

• Diabetes mellitus

• Chronic heart failure

• Cardiovascular 

disorders 

Element A: Description of Overall SNP Population
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MOC 1: Most Vulnerable Beneficiaries for D-SNP and C-SNP 

The following categories of vulnerability have established specific processes and/or services to address their special needs:

• Frail 

• Physically or Mentally Disabled 

• Diabetes with complication 

• Chronic Kidney Disease – Stage 3 or worse 

• Ethnic minorities 

• Poor (Low Socioeconomic Status) 

• Other Social Determinants (Food scarcity, housing instability)

• Members with multiple and complex medical and/or behavioral health conditions 

• Members with multiple emergency room visits and/or hospital admissions within a 3-month period. 

• Members near the end of life 

Element B: Most Vulnerable 
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Overall HMO D-SNP & PPO D-SNP Population

HAP Medicare Complete Duals (HMO D-SNP)

• HMO 39 Counties: Allegan, Arenac, Bay, Clare, Clinton, Eaton, Genesee, Gladwin, Gratiot, Hillsdale, Huron, Ingham, 

Ionia, Iosco, Isabella, Jackson, Kent, Lake, Lapeer, Lenawee, Livingston, Mason, Mecosta, Midland, Monroe, Montcalm, 

Muskegon, Newaygo, Oakland, Oceana, Ogema, Osceola, Ottawa, Saginaw, Sanilac, Shiawassee, St. Clair, Tuscola and 

Washtenaw. 

HAP Medicare Complete Assist (PPO D-SNP)

• PPO 40 Counties: Allegan, Arenac, Bay, Clare, Clinton, Eaton, Genesee, Gladwin, Gratiot, Hillsdale, Huron, Ingham, 

Ionia, Iosco, Isabella, Jackson, Kent, Lake, Lapeer, Lenawee, Livingston, Mason, Mecosta, Midland, Missaukee, Monroe, 

Montcalm, Newaygo, Oakland, Oceana, Ogemaw, Osceola, Ottawa, Roscommon, Saginaw, Sanilac, Shiawassee, St. 

Clair, Tuscola and Washtenaw. 
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Overall HMO C-SNP Population

NEW!

HAP Medicare Complete Assist (HMO C-SNP)

HMO 58 Counties:

Allegan, Antrim, Arenac, Barry, Bay, Berrien, Branch, 

Calhoun, Cass, Charlevoix, Clare, Clinton, Crawford, Eaton, 

Genesee, Gladwin, Grand Traverse, Gratiot, Hillsdale, Huron, 

Ingham, Ionia, Iosco, Isabella, Jackson, Kalamazoo, 

Kalkaska, Kent, Lake, Lapeer, Leelanau, Lenawee, 

Livingston, Macomb, Manistee, Mason, Mecosta, Midland, 

Missaukee, Monroe, Montcalm, Muskegon, Newaygo, 

Oakland, Oceana, Ogemaw, Osceola, Otsego, Ottawa, 

Roscommon, Saginaw, Sanilac, Shiawassee, St. Clair, 

Tuscola, Van Buren, Washtenaw and Wayne.

HMO C-SNP Geographic Service Area
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Specially Tailored Services for 
Vulnerable Members

Health Alliance Plan offers 
benefits specific to the known 
unique needs of the dually 
eligible SNP population.

Benefits for SNP Members

Vision coverage

Hearing aid coverage

Dental coverage

Flex Card (DSNP): Use towards over-the-counter items (with SSBCI -healthy 
food, home modifications, utilities, fuel at pump/rideshare, pest control).  In 
addition, PPO DSNP members can also use their flex card towards Medicare 
Covered Benefit Fees.

Flex Card (CSNP): Use towards over-the-counter items and Medicare Covered 
Benefit Fees (with SSBCI- healthy food)

Fitness benefit

Companion care

Medical transportation

Personal Emergency Response System (PERS)

Care coordination

Post-discharge home delivered meals



Care Coordination

Model of Care 2:
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Health Alliance Plan’s HRA assesses 
the medical, functional, cognitive, 

psychological, and mental health needs 
of the member. 

An initial HRA is completed for all new members 
at the time of enrollment and is used to identify 

member’s needs and goals. 

Annually and as changes in health status occur, 
an HRA is done to reassess changes in the 

members condition and needs.

An incentive is available to encourage members 
to complete the initial or annual HRA. 

Health Risk Assessment (HRA) for D-SNP and C-SNP 

Initial HRA: Completed within 90 days 
of the member’s enrollment by a case 
manager based on member or 
authorized representative input. 

Annual HRA (Reassessment): 
Completed no later than 365 days after 
the member’s last completed HRA. 

3 telephonic contact attempts on various 
days and at various times to complete 
the HRA

If unable to reach, a letter will be sent

HRA is mailed if unable to reach or 
requested
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Face-to-Face Encounter for D-SNP and C-SNP 

• Face-to-face encounters must 
occur on at least an annual basis 
beginning within the first 12 
months of enrollment. 

• The face-to-face encounter must 
be between each enrollee and a 
member of the enrollee’s care 
team, the plan’s case 
management staff, or contracted 
healthcare provider. 

• A face-to-face encounter must be 
either in-person or through a 
telehealth encounter.

CMS requires that all 
SNPs must provide for 
face-to-face encounters 
for the delivery of health 
care, care management, 

or care coordination 
services. 
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ICP Essential Components for D-SNP and C-SNP 

• Health Alliance Plan Case Managers use information from 

the HRA to develop an individual care plan (ICP) for 

members.

• The ICP is used to ensure the member receives the 

appropriate medical and behavioral health services to 

meet the identified needs of the member.

• The ICP is developed in collaboration with the member 

and includes essential components.

Includes issues, 
interventions and 
goals based on 

medical and 
behavioral health 

needs

Goals and 
interventions 
are “person-

centered” and 
based on 
member’s 
preference

Identification of 
barriers to 

meeting goals

Includes 
specified time 

frames for 
accomplishment 

of goals

Follow-up with 
the member to 
identify status 
of goals and 

when goals are 
met

Identification of 
new goals when 
other goals are 

met
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Goals

• Mutually agreed upon goals are based on 
identified needs

Target 
Dates

• Timeframes for evaluation on the status of 
goals and interventions and appropriate 
follow-up with member

Referrals

• Referrals to team social worker for 
evaluation of social determinates of health 
(SDoH) needs and community resources

• Referrals to behavioral health

Barriers

• Identify and address barriers to 
achievement of goals such as 
transportation, lack of support services, 
caregiver needs, compliance issues, etc. 

Self-
Management 

Plan

• Action the member takes to achieve goals 
and manage condition(s)

Progress 
Assessment

• Track progress towards goals

• As goals are met, they are closed within the 
ICP

• New goals are added as they are identified 

ICP Essential Components for D-SNP and C-SNP 
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The Case Manager:

• Is a registered nurse with experience and education in 

managed care and/or case management 

• Provides coordination with the member’s care team

CM discusses the 
HRA results with 
the member to 

identify potential 
issues

Member gives 
input and identifies 
self-management 

plan and other 
goals

SDOH needs are 
identified

Develops goals 
based on the 

member’s 
priorities

Involves family 
members and/or 
caregivers in the 
development of 

ICP

Updates and 
progress are 

shared with the 
care team

ICP Development Process, Personnel, and Responsibilities for 
D-SNP and C-SNP 
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Communication of ICP Updates and Modifications for D-SNP 
and C-SNP 

The PCP and 
member are mailed a 
copy of the ICP

Other care team  
members may also 
receive a copy of the 
care plan

Updates to the ICP 
are done when a 
goal is met or 
revised

Goal progress is 
documented within 
the ICP following 
contact with the 
member

As goals are met, the 
CM and member 
mutually agree to 
close goals 

Modifications to 
goals are based on 
the member’s input

Updates and/or 
modifications to the 
ICP are shared with 
the care team
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ICT Membership/Composition for D-SNP and C-SNP 

The Interdisciplinary Care Team (ICT) Focuses

On Members Needs to Create the ICP.

Member 
& 

Case 
Manager

Primary 
Doctor

Specialty 
Doctors

Family/ 
Care 
Giver

Pharmacy

Medical 
Director

Care 
Vendor 

Partners
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ICT Roles and Responsibilities for D-SNP and C-SNP 

MEMBER

• Participates in the 

development of the integrated 

individual care plan (ICP)

• Identifies and prioritizes 

health care needs

• Agrees to participate in the 

plan of care to meet goals

PCP

• Assists ICT to establish and 

reach member goals

• Provides access to primary 

care services and referrals for 

specialty care

• Assures timely and 

appropriate delivery of 

services

• Collaborates with the ICT as 

member’s needs change

• Provides clinical consultation

CASE MANAGER

• Supports member in 

development of the ICP and 

participation with the ICT

• Ensures ICP reflects the 

member’s prioritized health 

care needs

• Ensures ICP is reviewed and 

updated as needs change

• Distributes ICP to the ICT 

• Arranges ICT meetings and 

invites

OTHER MEMBERS INCLUDED 

IN THE ICT:

• Health Alliance Plan Medical 

Director and other physician 

providers are responsible for 

clinical consultation and 

assistance with development 

of the ICP

• Health Alliance Plan Social 

Worker provides assessment 

and input into the SDOH care 

needs

• Health Alliance Plan 

Pharmacist provides 

pharmacotherapy 

consultation 
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ICT – Communication Plan for D-SNP and C-SNP 

Communication 
with ICT occurs 
on an ongoing 
basis in various 

formats:

Care 
plan 

mailings

Telephonic 
OutreachLetters
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The goal of the care transition process is to promote 

continuity and coordination of care that results in improved 

health outcomes for special needs and vulnerable members.

It ensures members connect with the right providers as they 

move from one care setting to another as their health status 

changes. 

Health care 
settings 

applicable for care 
transitions at 

Health Alliance 
Plan include but 
are not limited to: 

Acute 
Care

Skilled 
Nursing 
Facility 
(SNF)

Long-
term 
acute 
care 

facility 
(LTAC)

Inpatient 
Rehabilitation 

Facility

Care Transition – Continuity of Care for D-SNP and C-SNP 
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Care Transition – ICP Transfer between Settings for D-SNP 
and C-SNP 

The care transition process involves steps 
taken before, during and after an inpatient 
event occurs. 

The CM works with health care providers to 
coordinate a safe transition from one health 
care setting to the next. 

For planned transitions, the CM contacts the 
member to discuss the procedure or surgery 
and assess their understanding of the 
procedure. 

As the member moves through the transition 
process, the CM updates the ICP and shares 
with the ICT.

Ensure discharge 
instructions are 

understood; services, 
medications, and 

equipment are ordered 

Assess the need for 
additional supports and 
community resources

Educate on self-
management activities, 

signs/symptoms of 
condition, and when to 

seek medical care

ICP is updated with 
member once 

discharged home 

Document scheduled 
follow-up care in ICP 

and contact 
member/caregiver to 
ensure appointments 

are kept 

Follow-up after 
appointments to 

discuss plan of care 
and changes in health 

care needs
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Care Transition – Notification of Point of Contact for D-SNP 
and C-SNP 

The CM is responsible for 

notifying the member/caregiver of 

personnel responsible for 

supporting them through 

transitions between care settings

The CM assists the member in 

identifying personnel at each care 

setting that will support them 

during their transition 

The CM’s contact information is 

given to all members to assist 

with coordination of care  
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Health Alliance Plan maintains an adequate and specialized 

provider network that maintains the appropriate licensure and 

competency to address the needs of the C-SNP & D-SNP 

population and its vulnerable members. The specialized network 

includes primary care providers such as internal medicine and 

family practice, specialists in all major areas and mental health 

specialists who can address the needs of the C-SNP & D-SNP 

populations. 

In addition, our provider network includes critical specialties of 

endocrinology and cardiology to service the C-SNP population 

specifically.

Health Alliance Plan ensures that all practitioners applying for 

affiliation meet rigorous credentialing standards prior to approval 

for participation. The Health Alliance Plan Credentialing 

Department provides oversight related to licensing, certification, 

qualifications, and checks for sanctions against providers.

Providers are continuously reminded to keep their information 

current. Changes can be submitted online.

MOC 3: Element A – Specialized Expertise – Factors 1-3

Specialized
Network
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SNP Provider Network

Provider 
partners are a 
key part of the 

interdisciplinary 
care team

Our SNP Model 
of Care offers an 
opportunity for us 
to work together 
for the benefit of 

our members

Providers support members by:

Enhancing communication

Focusing on each individual member’s 
special clinical needs

Delivering care management programs 
to help with the patient’s medical and 

non- medical needs

Supporting the member’s plan of care

Communicating with SNP case 
managers, ICT members, members 

and caregivers

Reviewing and responding to patient-
specific communication

Supporting the work of the ICT
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Collaboration with the ICT for D-SNP and C-SNP 

Clinical information assists the ICT in the development of the care plan, promotes 
care coordination, and ensures the member receives the appropriate care to meet 
his/her health care needs. ***Applies to Health Alliance Plan D-SNP and C-SNP 
membership

Provider’s Role in the ICT 

• Establish goals with the member 

• PCP coordinates all care and services in conjunction with the CM and member

• Arrange for and ensure appropriate referrals are provided

• Function as the clinical leader for the member

• Collaborate with the ICT and specialists to support the member’s medical & behavioral health needs
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Provider Network - Utilization of Guidelines and Protocols

Health Alliance Plan providers use evidence-based clinical guidelines 
and protocols which promote the use of nationally recognized and 

accepted practices for providing care to members. For example, the 
Michigan Quality Improvement Consortium (MQIC) guidelines. 

Health Alliance Plan monitors the network providers’ use of these 
guidelines to ensure they are used appropriately.

Health Alliance Plan has also deployed an incentive model that 
reinforces the use of clinical guidelines to achieve superior clinical 

outcomes for Health Alliance Plan members in areas related to 
HEDIS, hospital safety, and social determinants.



Health Alliance Plan by Henry Ford Health© 2026 Health Alliance Plan29

Provider Network - Care Transition Protocols for DSNP and 
CSNP

Providers 
support 

protocols for 
care transitions 
for D-SNP and 

C-SNP 
Members 

Communicates with 
CM, staff at facility 
and other providers

Shares information 
with the member, 

caregivers, and care 
team

Communicates with 
member/caregiver in 
hospital to discuss 

the transition 
process and answer 

questions

Works with hospital 
discharge planner to 

coordinate safe 
transition from 

health care setting

Ensures 
member/caregiver 

understands 
discharge 

instructions

Ensures all 
necessary services 
and equipment have 

been ordered

Facilitates follow-up 
appointments and 

ensures the 
outcomes are 

communicated to 
care team

Assists with updates 
to the ICP for care 
transitions, reviews 

the ICP with the 
member and 
caregivers 



MOC Quality Measurement and Performance 

Improvement for D-SNP & C-SNP

Model of Care 4:
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MOC 4 - Quality Improvement

The Quality Improvement Program (QIP) ensures that the SNP members 
receive high-quality health care services and benefits. 

The goal is to increase our effectiveness and efficiency and integrate quality 
measurement and performance improvement concepts that drive change. 

Designed to determine whether the overall MOC structure effectively 
supports members’ unique health care needs by evaluating:

Overall clinical 
outcomes (HEDIS, 

readmissions)

Access to preventive 
services

Ability of members to 
effectively use their 

benefits

Member experience in 
the health plan
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Measurable Goals and Health Outcomes for the MOC

Performance from the HRA, Pharmacy, and HEDIS measures are reported 
monthly through care management, Acumen, and HEDIS reporting software 

Performance is compared to national percentiles to determine if measures are 
trending to the goal

Final rates are reported through Part C Plan Report (HRA), Acumen, or the 
annual HEDIS audit for the HEDIS measures

An annual comparison of HEDIS results is documented and evaluated to 
ensure there is systematic follow-up to assure improvements are sustained
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• Consumer Assessment of 
Healthcare Providers and 
Systems (CAHPS): 
Evaluates member 
experience with health plan 
and providers

• Medicare Health 
Outcomes Survey (HOS): 
Evaluates member 
perception of mental and 
physical health 

• Health Alliance Plan 
Provider Satisfaction 
Survey: Determines 
providers’ perception and 
satisfaction of Health 
Alliance Plan

• Health Alliance Plan Case 
Management Member 
Satisfaction Survey: 
Evaluates member 
experience with our case 
management program

We solicit 
feedback 

from 
members and 
providers to 

evaluate 
member 

experience 
and identify 

opportunities 
for 

improvement 

Results from these surveys are 
evaluated and integrated into Health 
Alliance Plan QI programs for the DSNP 
population 

We also review the CAHPS and HOS 
surveys to help guide organizational 
strategy for the DSNP population 

Based on the results, enhancements to 
the DSNP program are recommended

SNP Member Satisfaction



Health Alliance Plan by Henry Ford Health© 2026 Health Alliance Plan34

Ongoing Performance Improvement Evaluation

Improve access to medical, mental health, and social services

Improve access to affordable care

Improve coordination of care through the point of contact - PCP

Improve access to preventive health services

Assure appropriate utilization of services

Assure cost effective service delivery

Improve beneficiary health outcomes
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Communication of QI Performance

Health Alliance Plan QI Performance

• Shared with Health Alliance Plan providers, members, and other stakeholders 
and regulatory agencies

Results of Health Alliance Plan’s quality performance

• Communicated throughout the organization and through annual goal setting 



hap.org

Thank You For 
Completing the Model of 
Care Training!
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