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Ohio Department of Medicaid 

HEALTHCHEK SERVICES IMPLEMENTATION PLAN 
OAC 5160:1-2-15

Section I: County Information 
County Name 

Street address City State Zip Code 

County ID Director’s Name Director’s Email 

Reason(s) for Submission – Please note specific change(s) Date Effective 

Section II: Contact Information 

Coordinator Supervisor Back-up 

Title Title Title 

E-mail E-mail E-mail

Direct Phone Direct Phone Direct Phone 

What other duties, related or unrelated, are assigned to the Healthchek Coordinator? 

Names/Titles of staff attending mandatory trainings. 

Which area in your agency is responsible for the administration of Healthchek and informing duties? 

Section III of this form asks for information regarding your county’s process for written and oral methods of informing. 
Oral informing methods include telephone calls, office visits, or home visits.  Remember to include how you document the 
informing activity in each section.   
Section III: Informing Process  

A1.  Written Informing    Forms Used  ODM 03528   Other (explain below) 

Describe your county’s process for WRITTEN informing of Individuals about Healthchek Services: 

A2.  Oral Informing (Telephone, Face-to-Face, Home Visit) Forms Used  ODM 03528   Other (explain below) 

Describe your county’s process for ORAL informing of Individuals about Healthchek Services: 



ODM 03517 (Rev. 02/2025)                                                                                                                  Page 2 of 4 
 

B. Describe how your county meets ANNUAL Healthchek informing requirements (renewal, transfer-in cases) and how the 
informing process is documented. 
 
 
 
C. Informing Pregnant Women about Healthchek Services.   Forms Used   ODM 03528    Other (explain below) 
 
 
 

C1. Describe your county’s process for informing Pregnant Women about Healthchek Services: 
 
 
C2. Describe your county’s process for tracking Pregnant Women AND adding their newborn(s) to the case:      
 
      
D. Informing Individuals with HEARING, VISION, and/or SPEECH IMPAIRMENTS, individuals with READING DIFFICULTIES, 
and individuals with LIMITED ENGLISH PROFICIENCY.  Forms Used:  ODM 03528    Other (explain below) 
 
 
 
 
 
Does your county contract with other entities for assistance with informing:   Yes (explain below)    No 
 
 
 

Describe your county’s process for informing these individuals and how the process is documented. 
      
 
 
E. Families of individuals identified to have elevated blood lead levels. 
 

Educational materials used:           ODM Web          ODH Web/Materials         Other (explain below) 
 
 
 
Describe your county’s process for assisting families of individuals with ELEVATED BLOOD LEAD LEVELS. Detail the specific 
support services your county provides and how you document these services. 
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Section IV of this form asks for details regarding how your county completes the Healthchek services screen in the 
electronic eligibility system. 
Section IV: Healthchek Services Screen in the Electronic Eligibility System 

A. Who completes the screen?  Income Maintenance (IM) Worker  Healthchek Coordinator  Other (explain below) 
 
 
B. Who works the alerts?  Income Maintenance (IM) Worker  Healthchek Coordinator  Other (explain below) 
 
 
C. Are Healthchek services screen prints used for informing or sharing with the MCOs?   Yes (explain below)    No 
 
 
D. Describe below how you electronically document actions taken on a case including what screens are used. 
 
 
 
Describe in detail your county’s process for electronic documentation, including screens completed and working ALERTS. 
      
 
 
 

 
Section V of this form asks for details regarding your county’s efforts to coordinate services with Medicaid-contracted 
Managed Care Organizations (MCOs). Be sure to include how coordinated services provided to individuals are documented. 
Section V: Relationships with Managed Care Organizations 

A. Do you have regularly scheduled meetings with area MCOs?    Yes (explain below)    No 
 
 
 
B. Do you have any written agreements with area MCOs?    Yes (explain below & provide copy)     No 
 
 
C. Do MCOs conduct outreach in your county?    Yes (explain below)    No 
 
 
D. In the space provided below, explain your process for sharing ODM 03528s / Healthchek services screens with MCOs, 
how follow-up with individuals is done if requested by the MCO, and how referrals recommended by the MCO are 
processed. 
 
 
 
 
 
Describe your county’s coordination with area MCOs including in the description all items noted above. 
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Section VI asks for detail regarding the provision of support services in your county. 
Section VI: Provision of Support Services 

A. Referrals to community services. Check all that apply:
 Help Me Grow (HMG)    Women, Infants and Children (WIC)  Maternal, Child and Family Health (MCFH) Clinics  

 The Program for Children and Youth with Special Health Care Needs    Child Care  Head Start  

 Clothing Assistance         Utility Assistance      Other Community Social Services 
Please describe how you act on these requests. Include a description of how you document the request and the 
service(s) provided. 

B. Do you maintain a list of fee-for-service providers who accept Medicaid?  Yes      No 
Check all that apply      Doctors      Dentists       Other/Specialists (Explain): 

C. Non-Emergency Transportation (NET): Describe how you receive requests for transportation and how you refer
individuals to services. Describe how you document these requests.

D. Contracted Services or Functions: List any Healthchek responsibilities performed by another organization on behalf of
your agency. Be sure to submit a copy of any contract(s), Memorandums of Understanding, Operating Agreements, or
any other written documentation with this form.

E. Additional Details: Please share any additional details about the provision of support services in your county.

Signature of Director (or Designee) Date Submitted 

Print Name Date Accepted (ODM Staff Use only) 

Please send ODM 03517 documents via: e-mail:  HEALTHCHEK_PRS@medicaid.ohio.gov  (preferred method) 

U.S. Mail: Ohio Department of Medicaid 
   Bureau of Long-Term Services & Supports (LTSS) 
   Interagency Policy 
   Attn: Healthchek/PRS Staff  
   P.O. Box 182709 
   Columbus, Ohio 43218-2709 

mailto:HEALTHCHEK_PRS@medicaid.ohio.gov

	County Name and Agency Address: 
	Street address: 
	City: 
	State: 
	Zip Code: 
	County ID: 
	Directors Name: 
	Directors Email: 
	Reasons for Submission  Please note specific changes: 
	Date Effective: 
	Coordinator: 
	Supervisor: 
	Backup: 
	Title: 
	Title_2: 
	Title_3: 
	Email: 
	Email_2: 
	Email_3: 
	Direct Phone: 
	Direct Phone_2: 
	Direct Phone_3: 
	What other duties related or unrelated are assigned to the Healthchek Coordinator: 
	NamesTitles of staff attending mandatory trainings: 
	Which area in your agency is responsible for the administration of Healthchek and informing duties: 
	A1  Written Informing Forms Used ODM 03528 Other explain below: 
	undefined: Off
	undefined_2: Off
	Describe your countys process for WRITTEN informing of Individuals about Healthchek Services: 
	A2  Oral Informing Telephone FacetoFace Home Visit Forms Used ODM 03528 Other explain below: 
	undefined_3: Off
	undefined_4: Off
	Describe your countys process for ORAL informing of Individuals about Healthchek Services: 
	B Describe how your county meets ANNUAL Healthchek informing requirements renewal transferin cases and how the informing process is documented: 
	C Informing Pregnant Women about Healthchek Services Forms Used ODM 03528 Other explain below: 
	ODM 03528: Off
	Other explain below: Off
	C1 Describe your countys process for informing Pregnant Women about Healthchek Services: 
	C2 Describe your countys process for tracking Pregnant Women AND adding their newborns to the case: 
	D Informing Individuals with HEARING VISION andor SPEECH IMPAIRMENTS individuals with READING DIFFICULTIES and individuals with LIMITED ENGLISH PROFICIENCY Forms Used ODM 03528 Other explain below: 
	ODM 03528_2: Off
	Other explain below_2: Off
	Does your county contract with other entities for assistance with informing Yes explain below No: 
	Yes explain below: Off
	No: Off
	Describe your countys process for informing these individuals and how the process is documented: 
	E Families of individuals identified to have elevated blood lead levels Educational materials used ODM Web ODH WebMaterials Other explain below: 
	ODM Web: Off
	ODH WebMaterials: Off
	Other explain below_3: Off
	Describe your countys process for assisting families of individuals with ELEVATED BLOOD LEAD LEVELS Detail the specific support services your county provides and how you document these services: 
	A Who completes the screen Income Maintenance IM Worker Healthchek Coordinator Other explain below: 
	undefined_5: Off
	undefined_6: Off
	undefined_7: Off
	B Who works the alerts Income Maintenance IM Worker Healthchek Coordinator Other explain below: 
	undefined_8: Off
	undefined_9: Off
	undefined_10: Off
	C Are Healthchek services screen prints used for informing or sharing with the MCOs Yes explain below No: 
	undefined_11: Off
	undefined_12: Off
	D Describe below how you electronically document actions taken on a case including what screens are used: 
	Describe in detail your countys process for electronic documentation including screens completed and working ALERTS: 
	A Do you have regularly scheduled meetings with area MCOs Yes explain below No: 
	Yes explain below_2: Off
	No_2: Off
	B Do you have any written agreements with area MCOs Yes explain below  provide copy No: 
	undefined_13: Off
	undefined_14: Off
	C Do MCOs conduct outreach in your county Yes explain below No: 
	undefined_15: Off
	undefined_16: Off
	D In the space provided below explain your process for sharing ODM 03528s  Healthchek services screens with MCOs how followup with individuals is done if requested by the MCO and how referrals recommended by the MCO are processed: 
	Describe your countys coordination with area MCOs including in the description all items noted above: 
	Help Me Grow HMG: Off
	The Program for Children and Youth with Special Health Care Needs: Off
	Clothing Assistance: Off
	Women Infants and Children WIC: Off
	Maternal Child and Family Health MCFH Clinics: Off
	Child Care: Off
	Head Start: Off
	Utility Assistance: Off
	Other Community Social Services: Off
	Please describe how you act on these requests Include a description of how you document the request and the services provided: 
	B Do you maintain a list of feeforservice providers who accept Medicaid Yes No Check all that apply Doctors Dentists OtherSpecialists Explain: 
	undefined_17: Off
	undefined_18: Off
	undefined_19: Off
	undefined_20: Off
	undefined_21: Off
	C NonEmergency Transportation NET Describe how you receive requests for transportation and how you refer individuals to services Describe how you document these requests: 
	D Contracted Services or Functions List any Healthchek responsibilities performed by another organization on behalf of your agency Be sure to submit a copy of any contracts Memorandums of Understanding Operating Agreements or any other written documentation with this form: 
	E Additional Details Please share any additional details about the provision of support services in your county: 
	Date Submitted: 
	Print Name: 
	Date Accepted ODM Staff Use only: 


