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Job Description 
Care Coordinator
Job Summary 
The care coordinator is responsible for improving the quality of patient management, promoting continuity of care, and providing coordinated care for NTACHC patients and those enrolled in the METRIHC program.  METRIHC is an evidence-based model of care that helps primary care physicians and mental health providers collaborate effectively to treat depression and other mental illnesses.  The care coordinator must also perform case management through processes of assessment, planning, facilitation, care coordination, evaluation, advocacy for assisting with services to meet the patients’ health needs, and coordination of care for patients (including those enrolled in METRIHC) between community social services, Medical Director and Providers, internal resources such as educators, and referrals such as specialists.  
Duties and Responsibilities
· Coordinates the integration of social services/case management functions into the patient care, and planning processes with other areas in the clinic, external service organizations, agencies, and healthcare facilities, and facilitates communication between patient, primary care physician, and additional consultants. 
· Acts as patient advocate: investigates and reports cases, and performs staff education related to resource utilization, discharge planning and psychosocial aspects of healthcare delivery.
· Prepares and submits reports summarizing activities upon request and documents all encounters according to organizational policies and procedures and monitors specific outcome measurements. 
· Promotes effective and efficient utilization of clinical resources. Mobilizes resources and interviews as needed, to achieve expected goals and to assist in obtaining clinical outcomes within the desired timeframe. 
· Ensures that patient examinations are appropriate and necessary, are carried out within the established timeframe, and that results are promptly available.
· Communicates with physicians and other providers,to develop an effective working relationship and participates in regular caseload supervision, including METRIHC patients not successfully improving within the specified timeframe.
· Refers cases where patients and/or family would benefit from counseling required to complete complex discharge plan to social worker; coordinates treatment referrals, as needed. 
· Enhances a collaborative relationship to maximize the patient’s and family’s ability to make informed decisions. 
· Collaborates with clinical staff, physicians, and consultants in the diagnosis of patients’ mental illness, as appropriate and development and execution of the plan of care and achievement of goals.
· Directs and participates in the development and implementation of patient care policies and protocols in order to provide advice and guidance in handling special cases or specific patient needs. 
· Assess patients and coordinates the provision of social services to patients, families, and significant others (including but not limited to individual and/or family counseling, as appropriate) to empower them to deal with the impact of illness on individual and family functioning and to achieve maximum benefits from healthcare services.
Skills/Qualifications
· Master’s degree in social work (LCSW supervision will be provided to the care coordinator position as part of the position).
· Effective written and verbal communication skills and an ability to develop rapport quickly with a wide range of individuals. 
· Appropriate certification in case management preferred, but not required (e.g., Commission for Case Management Certification (CCMC)).
· Minimum of 2 years clinical experience in a related setting. 
· Computer and technology proficiency (including but not limited to Microsoft Office applications, internet browsers, electronic records systems, etc.) and ability to adapt quickly to new systems.
· Experience with depression treatment and working with medically ill, and/or older adults, and diverse community populations desired. 
· Bilingual in Spanish required. 


For more information about the agency setting and position information, please visit: http://ntachc.org/.  You may also visit: http://www.uta.edu/ssw/research/icap, to find out more information about the University of Texas at Arlington’s School of Social Work affiliation with this position.
Please submit a resume and cover letter, including salary preferences to Brandi Felderhoff, LMSW, iCAP GRA to METRIHC Program via e-mail at brandi.gideon@mavs.uta.edu. 
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