
Guide to Edits for Health Home Comprehensive Assessment Policy (Adult and Children) HH0002 

Summary: As of May 2025, the Health Home Comprehensive Assessment Policy (Adult and Children) HH0002 now reflects revised language (indicated by text in 
red) alongside prior language (indicated by text crossed out text in black). The revised May 2025 policy supersedes all previous policies. If there are discrepancies 
between the policy and this guide to edits, please adhere to the language in policy, and notify the Department at via the Health Home BML- subject policy.  

 

Page and 

Section Update Made 
Update Specifications 

Language may be completely new or partially reused from earlier policies. 
Reference “Former Location of Information” column. 

Former 

Location of 

Information 
N/A 

 

 

The formatting and order of 
sections have been adjusted. 
These changes, along with any 
new sections, can be found in 
the Content section of the 
updated policy. 

Please refer to the policy for these changes.  New and 
reformatted 
sections to 
prior policy. 

Page 1, 

Note for Health 

Home Serving 

Children 

This note has been added for 
Health Homes Serving 
Children regarding the 
Comprehensive Assessment, 
CANS-NY, and the UAS-NY. 

Note for Health Home Serving Children: Effective March 4, 2025, a number of 
Comprehensive Assessment components were consolidated within the Uniform Assessment 
System (UAS-NY) which houses the Child and Adolescent Needs and Strengths (CANS-
NY) assessment. From March 5, 2025, onward, the due date for the next Comprehensive 
Assessment for each HHSC member is to align with the due date of the next CANS-NY. It will 
not be necessary for the Care Manager and member to complete both a stand-alone 
Comprehensive Assessment document and UAS/CANS-NY, as long as the comprehensive 
assessment items (appendix A) missing from the UAS/CANS-NY are captured somewhere in 
the Health Home EHR. For more information, refer to section III. Timelines for Completing 
Comprehensive Assessments – Initial Comprehensive Assessment – For Health Homes 
Serving Children.  

 

Additional 
language to 
prior policy. 

Page 1, 

Purpose 

Language has been added to 
clarify the Comprehensive 
Assessment’s role in POC 
development, care 
coordination, and an agency’s 
policies and procedures. 

Purpose: To establish standards and guidance regarding the Health Home comprehensive 
assessment which will inform the development of the Plan of Care, the delivery of care 
coordination, and the Health Home and Care Management Agencies’ policies and 
procedures. 

Additional 
language to 
prior policy. 

Page 5, 

I. Policy 

Language has been added to 
clarify that the comprehensive 
health assessment is required 
for individuals deemed eligible 
and appropriate for the 
program.  

As specified in the New York S State Plan Amendment 14-0016, Health Homes are required 
to provide Comprehensive Care Management, as part of the six Health Home Core Services. 
Within Comprehensive Care Management, a comprehensive health assessment that identifies 
medical, behavioral health (mental health and substance use) and social services is required 
for individuals who have been deemed eligible and appropriate for the Health Home program. 

Additional 
language to 
prior policy. 

https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/policy/docs/hh0002_comprehensive_assessment_policy.pdf
https://apps.health.ny.gov/pubpal/builder/email-health-homes


Page and 

Section Update Made 
Update Specifications 

Language may be completely new or partially reused from earlier policies. 
Reference “Former Location of Information” column. 

Former 

Location of 

Information 
For more information, please refer to the Eligibility Requirements for Health Home Services 
and Continued Eligibility in the Health Home Program HH0016 policy. 

Health Homes are to establish and maintain policies and procedures that define how and 
when the Comprehensive Assessment is completed for all consented Health Home members; 
the frequency at which the Comprehensive Assessment is conducted; clear and focused 
training on how the Comprehensive Assessment is administered; how various elements are 
obtained; and a quality assurance program to ensure compliance with specified requirements. 
The requirements for the Comprehensive Assessment, outlined in Appendix A of this policy, 
must be documented in the member’s record, UAS-NY (Children), or in other identified 
locations within the Health Home’s system and the requirement that all information collected 
through the Comprehensive Assessment is to be accessible to the Department, when 
required for Health Home Redesignation reviews or other purposes. 

 
Pages 5-6, 

II. The Health 

Home 

Comprehensive 

Assessment for 

all Health Home 

Members 

The list of included items for 
the Comprehensive 
Assessment has been updated 
to reflect what will be included. 
 
Additionally, language has 
been revised throughout this 
section for clarity.  
 
 

A comprehensive assessment is both a mandatory functional approach for data 
collection, as well as an ongoing, dynamic process of information gathering, and an 
evaluation of a member’s health care and related needs. The information collected must 
result in is to inform a fully integrated Plan of Care. The Comprehensive Assessment 
will include: 

• verification that an assessment of eligibility and appropriateness for Health Home 
services has been conducted; 

• a screening tool that evaluates high risk behavior by the member or others that may 
jeopardize the individual’s overall health and wellbeing; 

• a detailed description of the member's medical and behavioral health (mental health 
and substance use), as well as psychosocial conditions and needs; 

• an assessment of social determinants of health including a member’s lifestyle 
behaviors, social environment, health literacy, communication skills and care 
coordination needs such as entitlement and benefit eligibility and recertification; 

• self-management skills and functional ability (thinking and planning, 
sociability/coping skills, activity/interests); and 

• the member’s strengths, support system, and resources 
• if applicable, for adolescents and transition age youth, independent living 

skills/coping skills and transition to adult services; 
• if applicable, for children and toddler’s child development milestones and growth 

chart. 

The Health Home Comprehensive Assessment identifies service needs currently being 
addressed; service and resource needs requiring referral; gaps in care and barriers to service 

Revision to 
prior policy 
language.  

https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/policy/docs/eligibility_requirements_hh_hh0016.pdf
https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/policy/docs/eligibility_requirements_hh_hh0016.pdf


Page and 

Section Update Made 
Update Specifications 

Language may be completely new or partially reused from earlier policies. 
Reference “Former Location of Information” column. 

Former 

Location of 

Information 
access; and the member’s strengths, goals, and resources available to enhance care 
coordination efforts and empower individual choice and decision making. The care manager 
assesses for risk factors that include but are not limited to the member’s chronic conditions 
such as HIV/AIDS; harm to self or others; safety and well-being due to the behavior of others, 
persistent use of substances impacting wellness; food and/or housing instabilities. The 
Department has suggested standardized best practice screening tools across multiple 
domains to support care mangers in their role of early identification, referral and linkage to 
clinical interventions for individuals at high risk of adverse outcomes. This process is not 
intended to be a clinical intervention, but rather an early identification of need as part of the 
care management process. Health Homes provide training, guidance, and resource support 
for Care Management Agencies to support early identification of risk factors. 

 
Pages 6-7, 

II. The Health 

Home 

Comprehensive 

Assessment for 

all Health Home 

Members 

Language has been added 
regarding the requirement to 
educate members about 
HCBS (Adults) or Children’s 
Waiver HCBS. 

As part of the comprehensive assessment and person-centered planning with the individual, 
the Care Manager educates and offers the member community-based services and programs 
that the member might benefit from and be eligible for, to address their identified needs. 
Additionally, the Care Manager helps to determine what referrals and connections to the 
services or programs are necessary 

To be eligible for the Children’s Waiver Home and Community Based Services (HCBS), the 
member either must be at risk of institutionalization, or is being discharged from an institution 
and being referred to the Children’s Waiver for the HCBS Eligibility Determination to be 
conducted. It is the responsibility of the Care Manager to inform and educate the 
member/family about the HCBS, the potential benefits, and the eligibility process. After being 
educated regarding the purpose of HCBS (risk of institutionalization) and the eligibility 
process, if a member/family requests HCBS, the certified Care Manager would conduct the 
HCBS Eligibility Determination as appropriate. Please refer to Children’s Home and 
Community Based Services (HCBS) Waiver Enrollment Policy.  

 

Additional 
language to 
prior policy. 

https://www.health.ny.gov/health_care/medicaid/redesign/behavioral_health/children/2024/docs/2024-01-23_hcbs_elig-enroll_policy.pdf
https://www.health.ny.gov/health_care/medicaid/redesign/behavioral_health/children/2024/docs/2024-01-23_hcbs_elig-enroll_policy.pdf


Page and 

Section Update Made 
Update Specifications 

Language may be completely new or partially reused from earlier policies. 
Reference “Former Location of Information” column. 

Former 

Location of 

Information 
Page 7, 

II. The Health 

Home 

Comprehensive 

Assessment for 

all Health Home 

Members 

The hyperlink and title of the 
referenced document has 
been updated. 

If an adult served by a Health Home is enrolled in a Health and Recovery Plan (HARP) 
Medicaid Managed Care Plan or is a Health and Recovery Plan (HARP) eligible member 
enrolled in a HIV/Special Needs Plan, the Health Home Care Manager educates the member 
about Behavioral Health Home and Community Based Services (BH HCBS) and eligibility 
determination. If the member expresses interest in receiving Behavioral Health Home and 
Community Based Services (BH HCBS), a Health Home Care Manager trained on the New 
York State Eligibility Assessment, or a qualified State designated entity administers the adult 
New York State Eligibility Assessment for Behavioral Health Home and Community Based 
Services. Please review the guidance, Revised Adult BH HCBS Workflow Guidance for HARP 
and HIV SNP Members Enrolled in Health Home. 

Updated 
resource 
from prior 
policy. 

Pages 7-9, 

III. Timelines for 

Completing the 

Comprehensive 

Assessment 

The title of this section has 
been updated and three (3) 
subsections have been added. 
 
This section contain a 
consolidation of information 
previously found in the section 
titled Health Homes Serving 
Children and the Child and 
Adolescent Needs and 
Strengths-New York (CANS-
NY). This language was 
incorporated to better explain 
the CANS-NY assessment’s 
connection to the 
Comprehensive Assessment 
(e.g. associated 
expectations/timelines). 

 

III. Frequency Timelines for Completing Comprehensive Assessments 
 

A. Initial Comprehensive Assessment 
 
B. Annual Comprehensive Assessment 
 
C. Significant Life Events 

  

Revision to 
prior 
title/content 
and new 
subsections/
content. 

Page 9-10,  

V. Quality 

Management 

Program 

This section reflects revised 
and new quality indicator 
examples. 

Health Homes are to have a quality assurance process in place to ensure that care 
managers and care management providers comply with Health Home policies and 
procedures (Please see Quality Management Program Policy). Quality indicators may 
include: 

• Comprehensive assessment is administered within required timeframes 
• Documentation/verification has been obtained using various sources, including 

primary care provider (Primary Care Provider), behavioral health and substance 
abuse provider, PSYKES, a Regional Health Information Organizations (RHIO), 

Additional 
language to 
prior policy. 

https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/special_populations/docs/adult_bh_hcbs_workflow_2022.pdf
https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/special_populations/docs/adult_bh_hcbs_workflow_2022.pdf


Page and 

Section Update Made 
Update Specifications 

Language may be completely new or partially reused from earlier policies. 
Reference “Former Location of Information” column. 

Former 

Location of 

Information 
Statewide Health Information Network for New York (SHIN-NY), or Managed Care 
Organization within thirty (30) days 

• Completion of the Appropriateness Criteria for enrollment 
• Timely completion of Continued Eligibility for Services (CES) Tool (Adults) 
• Comprehensive assessment is administered annually 
• All required components are addressed 
• Member’s care team included during assessment process 
• Supervisor was engaged for members/evidence of adverse event 
• For Children, timely completion of the Child Adolescent Needs and Strengths – New 

York (CANS-NY) and Uniform Assessment System (UAS). 

 
Pages 11-15, 

Appendix A 

Appendix A has been retitled 
to Definitions and moved to the 
beginning of the policy. Please 
refer to the Content section for 
the exact location. 
 
The prior Appendix B (Adults) 
and C (Children) have been 
consolidated. The new 
Appendix A now outlines the 
Comprehensive Assessment 
requirements for Adults and 
Children. 

Please refer to the policy for these changes. Additional 
language 
and revision 
to prior 
policy. 

 


