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MSW Care Manager   
 

Responsibilities & duties 
 

 Conduct comprehensive psychosocial assessment to identify areas of risk that may impact the patient’s 
independence, functional status, and adherence to the treatment plan.  This assessment includes screening for 
cognitive impairment, depression, social support, caregiver burden, financial status, and home safety.   

 In collaboration with the patient, PCP, and interdisciplinary team, develop an individualized care plan care based 
on the assessment findings and focused on reducing potential risks and barriers to care.  The MSW will monitor 
and modify the care plan as needed to achieve the patient’s health care goals.   

 Assist patients and caregivers with access to community resource, placement issues, support groups, 
transportation, prescription assistance, etc.   

 Facilitate discussions with the patient and caregiver regarding advanced directives and palliative care.  

 Provide supportive counselling to assist patients and caregivers in coping with issues related to the impact of living 
with chronic conditions, end-of-life care, and catastrophic illness.  

 Assess and intervene in crisis and develop management plans to minimize risk.  

 Maintain timely and complete documentation for all care management activities.  

 Work with the practice and physician organization to continuously evaluate processes and develop improvements 
to advance the care management program.  

 Serve as a positive ambassador for United Physicians in the practices, and support initiatives leading to practice 
transformation.  

 Adhere to the scope of practice for Social Work per state regulatory guidelines. 

 Respect confidentiality of all persons and follows state, federal and organization policies and procedures. 

 Effectively participate in various internal committees and performs other duties as requested by management. 

 Miscellaneous duties as assigned. 
 

Qualifications 
 

 Valid unrestricted State of MI Social Work License required. 

 Valid unrestricted State of MI Drivers License. 

 Master’s Degree from an Accredited Social Work Program  

 Minimum two years of case management, home health care, hospice, or related experience. 

 Case management certification preferred.  
 
Performance Skills 

 

 Superior interpersonal and communication skills  

 Ability to work under minimal supervision 

 Demonstrated ability to perform individual counselling and lead groups  

 Flexible and adaptable to changing healthcare environment 

 Demonstrated ability to collaborate well in a multi-disciplinary team environment  

 Knowledge of current case management guidelines and their application, disease processes, and population 
management. 

 Knowledge of community resources and state assistance programs 

 Working knowledge of insurance, regulatory, and evidence based practice guidelines 

 Proficient computer skills including Microsoft Office Suite, various EMRs, and patient registry  
 

  
Disclaimer  
 
The above statements are intended to describe the general nature and level of work being performed by people 
assigned to this classification.  They are not construed as an exhaustive list of all responsibilities, duties and skills 
required of personnel so classified.  All personnel may be required to perform duties outside of their normal 
responsibilities from time to time, as needed. 

 
              
 

Program Coordinator  
 
The Program Coordinator provides office and administrative assistance to the care management team.     

  
Responsibilities and Duties  

 

 Oversee timeliness and accuracy of billing and claims submission. 

 Process referrals for care management services including determination of eligibility and communication to care 
managers and practice. 
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 Provide daily oversight of hospital and skilled nursing facility admission and discharge reports.  

 Triage telephonic inquiries on dedicated care management phone line including forwarding calls, taking messages, 
and administrative support 

 Coordinate timely patient outreach and care coordination activities with the care management team and practice.  

 Develop and distribute monthly registry report for patients enrolled in care management  to assist the team in 
identify and closing gaps in care.   

 Facilitate communications with practices including high risk target patient lists, care management newsletters, 
learning activities, and quality reports.  

 Maintain databases to support the care management program requirements.   

 Other duties as assigned.  
 

Qualifications 
  

 Medical Assistant or minimum of two years related experience in medical office setting 

 Experience with referral processing, coding, medical terminology, and health plans. 

 Demonstrated proficiency in maintaining and reporting from database and registry 

 Working knowledge of care management billing codes 

 Strong customer service skills and ability to multi-task 

 Outstanding interpersonal skills and ability to work within team environment 

 Critical thinking and problem solving skills with ability to work under minimal supervision 

 Advanced proficiency with Microsoft Excel, Access, and Outlook  
 

Disclaimer  
 

The above statements are intended to describe the general nature and level of work being performed by people 
assigned to this classification. They are not construed as an exhaustive list of all responsibilities, duties and skills 
required of personnel so classified.  All personnel may be required to perform duties outside of their normal 
responsibilities from time to time, as needed. 
 

 

 
 

 
 

 


