
[bookmark: _Toc200116090]4.2 Activity – CCM Claiming Annual Cycle of CareGPCCMP Review
☐ Review existing GPCCMPs every 3 months if clinically appropriate.
☐ Use MBS item 967 (face-to-face) or 92030 (video)
☐ Assess patient progress, update goals and services, obtain and record consent
☐ Share updates with other providers (if applicable)
☐ Schedule the next review.
GPCCMP
1. Patient Eligibility
☐ Must have at least one chronic or terminal condition (≥6 months). No age restrictions
☐ MyMedicare status checked. Discuss MyMedicare patient registration to support care continuity with your practice.

2. Develop the Care Plan
Team may collect information - GP must see patient 
☐ Explain the care plan process, gain informed consent, and collaboratively identify the patient's conditions, goals, actions, and required services.
☐ Refer to other providers as needed (referral letters, not TCAs).
☐ Multidisciplinary input is optional - no need for co-signing.

3. Complete the Plan[image: A green and white circle with letters in it  AI-generated content may be incorrect.]
☐ Record consent and provide copy of plan to patient and carer.
☐ Set review timeline—minimum every 3 months if clinically appropriate.
☐ Share plan with referred providers (with consent).
☐ Upload to My Health Record (with consent).

4. Claiming
☐ Use correct item numbers (e.g. 965 for plan, 967 for review).
☐ All plan elements must be complete to claim.
☐ Minimum one review within the 12-month plan period.
☐ Claiming unlocks up to 5 Medicare-rebated allied health visits
Use the health assessment and other patient reported measures as a fact-finding tool to identify medical, social, and lifestyle factors—then build a personalised, goal-focused care plan that reflects what matters to the patient, including social prescribing where appropriate.
General Practitioner and prescribed medical practitioner items
Practice nurse (PN) or Aboriginal Health Worker (AHW) Can claim more frequently than demonstrated above - consider clinical needs, goal setting, services & actions. 
Chronic condition management is an ongoing cycle of care, including care planning and reviews – if clinically appropriate. 
At the end of the 12-month cycle, assess whether a new plan is needed or if the patient can continue with the current plan and review cycle.
When cycling through to Q1 of the following year continue review of care plan, new GPCCMP only if changes to patient’s condition(s) indicate a need to update/change the care plan
It is suggested to use MBS 23 for episodic care when patients attend outside their planned cycle.
Identify patient eligible for 
a NEW Care Plan
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Opportunistic Patient Engagement 
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Review Care Plan 
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$13.65 
Review Care Plan 
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$156.55 
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Review Care Plan 
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New GPCCMP Care Plan
965 or 92029
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Quarter  3
Quarter 4 
Quarter  2
GPCCMP
1.Patient Eligibility
☐  Must have at least one chronic (≥6 months). No age restrictions.
☐  MyMedicare status checked. Discuss MyMedicare patient registration to support care continuity with your practice.
2. Develop Care Plan:  
Team may collect information - GP must see patient 
☐ Explain the care plan process, gain informed consent, and collaboratively identify the patient's conditions, goals, actions, and required services.
☐ Refer to other providers as needed (referral letters, not TCAs).
☐ Multidisciplinary input is optional - no need for co-signing.
3. Complete the Plan 
☐ Record consent and provide copy of plan to patient and carer.
☐ Set review timeline—up to every 3 months or as clinically appropriate
☐ Share plan with referred providers (with consent)
☐ Upload to My Health Record (with consent)
4. Claiming 
☐ Use correct item numbers (e.g. 965 for plan, 967 for review)
☐ All plan elements must be complete to claim
☐ Minimum one review within the 12-month plan period
☐ Claiming unlocks up to 5 Medicare-rebated allied health visits
GPCCMP Review 
☐ Review GPCCMPs up to every 3 months if clinically appropriate
☐ Use MBS item 967 (face-to-face) or 92030 (video)
☐ Assess patient progress, update goals and services, record consent
☐ Provide an updated copy to the patient and carer
☐ Share updates with other providers (if applicable)
☐ Upload to My Health Record (with consent)
☐ Schedule future review appointment
Chronic Condition Management Annual Cycle of Care
Quarter  1
Quarter  2
Quarter  3
Quarter 4 
New GPCCMP Care Plan 
MBS 965 or 92029
$156.55 
Review Care Plan 
MBS 967 or 92030
$156.55 
Patient check in -  face to face or by phone 10997
$13.65 
3-months minimum between appointments or
 when clinically relevant
Identify patient eligible for a NEW Care Plan
Proactive 
Patient Engagement
OR
Opportunistic Patient Engagement 
Patient check in -  face to face or by phone 10997
$13.65 
Review Care Plan 
MBS 967 or 92030
$156.55 
Patient check in -  face to face or by phone 10997
$13.65 
Review Care Plan 
MBS 967 or 92030
$156.55 
General Practitioner and prescribed medical practitioner items
Items that can be performed (& claimed as an MBS item) by either a practice nurse or an Aboriginal and/or Torres Strait Islander Health Practitioner – can be claimed more frequently than demonstrated above. Consider clinical needs, goal setting, services & actions. 
This symbol indicates that chronic condition management is an ongoing cycle of care, including care planning and reviews. Always consider what is clinically appropriate. At the end of the 12-month cycle consider if there is a need for a new care plan, or if your patient can continue on the existing care plan and review cycle. 
When cycling through to Q1 of the following year continue review of care plan, new GPCCMP only if changes to patient’s condition(s) indicate a need to update/change the care  plan, 
It is suggested, that when a patient attends the general practice outside of this planned care cycle, use routine consultation items for episodic care e.g. MBS 23
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