Subject line: Providing Coordinated Care to Patients with Chronic Illnesses
Making Coordinated Care Happen: Benefits to Your Patients and Practice
An estimated 117 million Americans have 1 or more chronic health conditions, including heart disease and cancer, which are among the leading causes of death in the United States.[footnoteRef:1] Chronic Care Management (CCM) can be part of the solution to improve the care and health of people with these conditions.  [1:  Centers for Disease Control and Prevention, National Center for Health Statistics. (2022). Leading causes of death. https://www.cdc.gov/nchs/fastats/leading-causes-of-death.htm ] 

What is CCM?
CCM is care management services that routinely require extra time outside of regular office visits for Medicare patients with 2 or more chronic conditions. There are separate billing codes you can use for providing this between-appointment help that your patients need to stay on track with their treatments. 
Getting Started With CCM
This printable flyer provides information and resources on CCM, its benefits, and how to start implementing it in your practice. It can also be a helpful resource when discussing CCM with your eligible Medicare patients. 
Remember—your clinical staff can deliver these CCM services under your supervision, saving you time and resources! 

