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FACULTY

Toni G. Cesta, Ph.D., RN, 
FAAN is Partner and Health 
Care Consultant in Case 
Management Concepts, LLC, a     
consulting company which 
assists institutions in 
designing, implementing and 

evaluating acute care and community case management 
models, new documentation systems, and other strategies 
for improving care and reducing cost. The author of eight 
books, and a frequently sought after speaker, lecturer and 
consultant, Dr. Cesta is considered one of the primary 
thought leaders in the field of case management. Dr. Cesta 
writes a monthly column called “Case Management Insider” 
in the Hospital Case Management journal in which she 
shares insights and information on current issues and trends 
in case management. Prior to her current work as a case 
management consultant, Dr. Cesta was Senior Vice 
President – Operational Efficiency and Capacity 
Management at Lutheran Medical Center in Brooklyn, New 
York. 
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Bev Cunningham, RN, MS is Vice 
President, Resource Management at 
Medical City Dallas Hospital.  Her 
areas of responsibility include Case 
Management, Health Information 
Management, Clinical Documentation 
Integrity, Patient Access and Transplant 
Financial Services.  Bev is a well‐known 
speaker in the Case Management field.  
Involved in the development of case 
management for over twenty five years, her areas of expertise 
include denials management, patient flow and the role of the 
Case Manager and Social Worker in the Case Management 
process.  She has served as a Commissioner on the Commission 
for Case Management Certification. Bev is also a partner and 
consultant in Case Management Concepts, a company that 
provides support to hospitals regarding effective Case 
Management model development and evaluation. Bev's 
publications include a chapter in CMSA's Core Curriculum for 
Case Management Certification and most recently, co‐author of 
the book, Core Skills for Hospital Case Management.   She is also 
on the advisory board for Hospital Case Management.



1. Discuss the overall structural needs for a typical case 
management day.

2. Review tips for organizing your caseload.

3. Describe a time management structure for each hour of 
the day. 

4. Explain new and revised case management standards, 
regulations, and laws put forth by CMS, TJC and the 
federal government. 

5. Evaluate case management protocols and penalties.

LEARNING OBJECTIVES



INTEGRATED
CASE MANAGEMENT MODEL

CASE MANAGER
•Coordination/

Facilitation of Care
•Utilization/Resource 

Management
•Transitional Planning
•Discharge Planning
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SOCIAL WORKER
•Collaborator of 

Discharge Planning
•Psychosocial 

Assessments and 
Interventions

CASE MANAGER
•Coordination/

Facilitation of Care
•Utilization/Resource 

Management
•Transitional Planning
•Discharge Planning

INTEGRATED 
CASE MANAGEMENT 

MODEL
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INTEGRATED 
CASE MANAGEMENT MODEL

SOCIAL WORKER
•Collaborator of 

Discharge Planning
•Psychosocial 

Assessments and 
Interventions

CASE MANAGER
•Coordination/Facilitation of 

Care
•Utilization Review

•Utilization/Resource 
Management

•Transitional Planning
•Discharge Planning •NURSE 

MANAGER
•PHYSICIAN

•STAFF NURSE
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INTEGRATED 
CASE MANAGEMENT MODEL

SOCIAL WORKER
•Collaborator of 

Discharge Planning
•Psychosocial 

Assessments and 
Interventions

CASE MANAGER
•Coordination/Facilitation of 

Care
•Utilization Review

•Utilization/Resource 
Management

•Transitional Planning
•Discharge Planning

•Community Providers
•Sub-Acute
•Home Care

•Primary Care

•NURSE 
MANAGER

•PHYSICIAN
•STAFF NURSE
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THE CASE MANAGER AND SOCIAL WORKER:

Work in active partnership with:

Patient / significant others

Physicians

Nurses

Community resources

Other members of the team
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THE CASE MANAGEMENT PROCESS

Step 1: Case Finding / Screening and Intake

Step 2: Assessment of Patient Needs

Step 3: Identification of Actual and Potential Problems – Service Delivery Planning

Step 4: Linking the Patient to What they Need

Step 5: Implementation of the Interdisciplinary Plan of Care

Step 6: Evaluation of Patient Care Outcomes / Monitoring the Delivery of Patient Care 
Services

Step 7: Patient Discharge and Disposition

Step 8: Repeating the Process / On-Going Evaluation 
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STEP 1: CASE FINDING: IDENTIFYING NEW PATIENTS

• Begins on the day of admission

• Starts with your case load of patients

• For social workers begins with identification of high 
risk patients through referral from others or self-
referral
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STEP 2: ASSESSMENT OF
PATIENT NEEDS

Begins immediately after admission or within one 
business day

Review the patient’s current and prior medical records
 Interview physician
 Interview patient and family
Complete admission assessment tool



By obtaining the initial assessment on the day of 
admission or within one business day, you can use the 
information you collect to do your clinical review and 
to begin the discharge planning process at the same 
time!

This is a time saver and makes your work process more 
efficient!!!



INITIAL INTAKE NOTE

Step 1: Review the current medical record, including all 
relevant diagnostic test results, such as lab values 
and radiology reports 

Step 2: If the patient was admitted through the 
emergency department, review all available EMS 
notes 

Step 3: Obtain and review prior medical records if 
available

Step 4: Discuss the patient with the admitting physician
Step 5: Interview the patient and/or family
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DAILY DOCUMENTATION

Day X of an expected length of stay of y days
Example:   “It is day two of a five day expected length 

of stay”

Outcomes of Care
Changes to the plan based on the patient’s 

clinical outcomes and care progression
Anticipated discharge plan
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DAILY DOCUMENTATION

• Any updates to the patient’s social, financial 
or family situation

• The status of any referrals made

• Any  legal issues, such as guardianship or 
immigration status

• Any patient education needs
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EXAMPLES OF FACILITATION/
COORDINATION ITEMS

Tests

Treatments

Procedures

Preps

Consults

In-patient surgery
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EXAMPLES OF PATIENT EDUCATION 

Pre-op

Post-op

Disease process

Equipment for home use

When to call the doctor

Medication management

Potential complications
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EXAMPLES OF REFERRALS
Home care
Social work
Pain management
Palliative care
Skin / wound /ostomy care
Coping / grieving
Physician specialists
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EXAMPLES OF DISCHARGE ITEMS
Appropriateness
Selection process
Patient choice provided
Family support
Important message from Medicare
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FOLLOW-UP NOTES
Daily and  whenever an intervention takes place

Patient and family education provided

Discharge delay issues

Family concerns

Discussion process in selecting discharge 
destination
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DON’T NEED TO DOCUMENT:
Physical assessment
Medical history
Identified system or practitioner delays
Subjective judgments
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DISCHARGE NOTE
Summarize the stay from the case 

management point of view. Focus on 
discharge destination and patient's 
readiness for discharge.  Be specific.
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1/5/09   10:00 a.m.
This is day 2 of an expected length of stay of five days. The patient has 
completed diagnostic testing and an MI has been ruled in. Once stabilized, it is 
expected that the patient will be discharged home with home care services for 
medication administration and blood pressure monitoring. A referral was made 
to St Elsewhere Home Care today. The patient’s husband will be instructed as to 
the patent’s diet, and he has agreed to care for the patient at home. A referral 
has been made to nutrition for a consultation with the patient and husband. 
Mary Smith, RN, Case Manager
Beeper Number 1234

EXAMPLE OF A GOOD CASE 
MANAGEMENT NOTE
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1/5/09 10:00 a.m.
Saw patient at bedside. No discharge needs.  Will follow.
Mary Smith, RN, Case Manager
Beeper Number 1234

EXAMPLE OF A POOR 
CASE MANAGEMENT NOTE
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COPING WITH ADMISSION 
MEDICAL NECESSITY

Transmittal 299, September 10, 2004

Bill condition code 44  
Effective October 12, 2004 when…..

Inpatient admission does 
not meet admission criteria
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TRANSMITTAL 299 
(10-12-04) 

Inpatient admission changed to 
outpatient - “For use on outpatient 
claims only, when the physician 
ordered inpatient services, but upon 
internal review performed before the 
claim was originally submitted, the 
hospital determined the services did 
not meet  its inpatient criteria”.
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TRANSMITTAL 299
(10-12-04) 
UR Committee determines patient does not meet 

inpatient status may change the patient’s status to 
outpatient provided the following conditions are met:

 Change in patient status is made prior to discharge or release 
while the beneficiary is still a patient in the hospital

 The hospital has not submitted a claim for inpatient admission

 Before making a determination that an admission or continued 
stay is not medically necessary, the UR committee must consult 
the practitioner(s) responsible for the care of the patient and 
afford the practitioner(s) an opportunity to present his/her view
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TRANSMITTAL 299 
(10-12-04) 

- Physician must concur with the Utilization Review 
Committee’s decision

and

- Physician’s concurrence with the utilization review 
committee’s decision must be documented in the 
patient’s medical record
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STEP 3: 
IDENTIFICATION OF ACTUAL AND POTENTIAL 
PROBLEMS – CARE PLANNING

Following review and collection of patient information, a 
case management plan should be developed to 
include:

The in-patient plan of care
Any barriers to achieving the outcomes of the plan of 

care
The items needed to meet the patient’s post-discharge 

needs



STEP 4: LINKING THE PATIENT TO WHAT THEY NEED

Communication with third party payers

Utilization review 
versus

Utilization management



STEP 5: IMPLEMENTATION OF INTERDISCIPLINARY 
PLAN OF CARE



INTERDISCIPLINARY 
PATIENT CARE ROUNDS

CRITICAL TO PATIENT FLOW

SHOULD FOCUS ON 
 IN-PATIENT PLAN OF CARE
 EXPECTED OUTCOMES OF CARE
 BARRIERS TO CARE
 DISCHARGE PLANNING



TALKING POINTS FOR INTERDISCIPLINARY ROUNDS

GENERAL INFORMATION REGARDING ROUNDS
 ROUNDS OCCUR DAILY MONDAY THROUGH FRIDAY FROM 
930 am to 10am
 ALL MEMBERS OF THE INTERDISCPLINARY TEAM ARE EXPECTED TO ATTEND
 THE PHYSICIAN AND NURSE MANAGER WILL FACILITATE THE ROUNDS
PROCESS FOR ROUNDS

PHYSICIAN/NURSE SHOULD DISCUSS:

 THE PLAN OF CARE
 THE EXPECTED OUTCOMES OF CARE
 THE EXPECTED LENGTH OF STAY
 DISCHARGE PLAN
 BARRIERS TO CARE



SOCIAL WORKER SHOULD DISCUSS:

ANY PSYCHOSOCIAL ISSUES

ANY BARRIERS TO DISCHARGE

RESPIRATORY/ NUTRITIONIST/ PHYSICALTHERAPIST
SHOULD DISCUSS:

ANY INTERVENTIONS AND GOALS OF CARE

ANY BARRIERS TO CARE

CASE MANAGER SHOULD DISCUSS:

STATUS OF DISCHARGE PLAN

BARRIERS TO CARE AND TO DISCHARGE

ANY REIMBURSEMENT ISSUES THE EXPECTED LENGTH OF STAY 
(IF DIFFERENT FROM ABOVE)



Person/Role 
Responsible 

for 
Reporting

Status Action Plan/Follow Up 
Items

Patient Name

Date and Day of Week

Attending in charge and Team MD/PA

Identified surrogate/caregiver (if 
needed)

MD/PA

Goals of care 
(aggressive/palliative/unknown/
other)

MD/PA

Expected discharge disposition CM/SW

Out of bed in prior 24 hours? 
Walking? If not, why not? 

RN

Catheters/IVs/Pressure 
injuries/Nutritional Status

RN

Working DRG/Diagnosis MD/PA

Expected LOS MD/PA

Day of hospitalization CM/SW

Expected discharge date MD/PA

What happened in prior 24 
hours

MD/RN

DAILY PATIENT CARE ROUNDS CHECKLIST



Plan for next 24 hours.  What 
can we expedite? What can be 
done as outpatient?

MD/PA

Pending results of tests and 
consults? How will they impact 
on plan?

MD/PA

Medication review: All current 
meds.  Convert to PO?  
Discontinue?  Home infusion?

MD/PA/Phar
macist

Barriers to next level of 
care/discharge? (clinical, 
functional, social, economic)

MD/SW/CM/
RN/PA



STEP 6: EVALUATION OF PATIENT CARE 
OUTCOMES / MONITORING THE DELIVERY OF 
PATIENT CARE SERVICES

Timely:

transition off IV antibiotics

removal of Foley catheter

removal of pressure devices

removal of drains

Ambulation

Diet progression



USING AVOIDABLE DELAYS TO 
IDENTIFY AND CORRECT PATIENT 
FLOW ISSUES



WHAT IS PATIENT FLOW?

A DISCIPLINED WAY OF LOOKING AT ALL 
THE PROCESSES THAT SUPPORT A 
PATIENT AS HE OR SHE TRAVELS 
THROUGH THE HEALTH CARE 
EXPERIENCE



THE ROLE OF THE CASE MANAGER

Correct patient flow barriers as they occur
Patient care rounds
Clinical reviews
Discharge planning

Collect data for on-going performance improvement



DEFINITIONS

REASON – THE ACTUAL REASON FOR THE DELAY

RESPONSIBLE PARTY – THE BROAD CATEGORY 
TO WHOM THE VARIANCE IS ATTRIBUTED

OCCURENCES – THE NUMBER OF EPISODES

DAYS - THE NUMBER OF DAYS DELAYED





2 FAC-Delay in 
MRI

INPATIENT MED

4 FAC-Delay in 
MRI

INPATIENT MED

3 FAC-Delay in 
MRI

INPATIENT NRO

1 FAC-Delay in 
MRI

INPATIENT MED

1 FAC-Delay in 
Physical 
Therapy

INPATIENT ORT

2 FAC-Delay in 
PICC Line 
Insertion

INPATIENT MED

1 FAC-Delay in 
PICC Line 
Insertion

INPATIENT MED

3 FAC-Delay in 
TEE

INPATIENT MED

1 FAC-Delay in 
TEE

INPATIENT MED

1 FAC-Delay in 
TEE

INPATIENT MED

3 FAC Delay in INPATIENT MED

Total Days: 9

Total Days: 10

Total Days: 1

Total Days: 3



HOSPITAL INTERNAL PROCESSES

Any care delivery process delay such as:
Radiology
Laboratory
Pharmacy
Vascular Lab
 Invasive Radiology
Operating Room
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EXTERNAL

IDENTIFY PATTERNS AND TRENDS RELATED TO 
SERVICES OUTSIDE YOUR ORGANIZATION

WORK WITH THOSE AGENCIES/VENDORS TO IMPROVE 
PERFORMANCE



PATIENT / FAMILY

AGGREGATE QUALITY INDICATORS SUCH AS RETURNS TO 
THE OR, READMISSIONS, ETC

LOOK FOR PATTERNS/TRENDS

REPORT TO APPROPRIATE CLINICAL DEPARTMENTS



PHYSICIAN

AGGREGATE BY REASON AND PRACTITIONER

REPORT DATA TO APPROPRIATE CLINICAL DEPARTMENTS

WORK WITH DEPARTMENTS TO IMPROVE 
PERFORMANCE



STEP 7: PATIENT DISCHARGE AND DISPOSITION



TIMELY TRANSITIONS

Four  points to consider
1. The provision of quality care in the initial 

hospitalization
2. Adequate discharge planning
3. Adequate post-discharge follow-up
4. Improved coordination between inpatient and 

outpatient healthcare teams
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DEFINITION OF DISCHARGE PLANNING

Process in which a systematic approach is used to 
facilitate the transition  of the patient from one 

level of care to another

Planning stay from door to door
Collaboratively determining level of care
Connecting post-acute care services
Transitioning patients to next level of care
Assessment of the family caregiver



POST-DISCHARGE FOLLOW-UP

Phone calls to patients after discharge

Did home care arrive?
Did DME equipment arrive?
Are you taking your medications?
When is your next md appointment?
Do you have a way to get to the md appointment?



HOME CARE IS CRITICAL

Make sure patients have at least one home visit

Medication reconciliation can be repeated by home care

Patient education can be reinforced



IDENTIFICATION OF PATIENTS FOR REFERRAL 
TO HOME CARE SERVICES GUIDELINES FOR HOME CARE ASSESSMENT

Patients requiring assessments/education relating to:
New diagnosis
New medications or change in medications

Change in patients physical environment and/or new assistive device.
Patients with unstable disease process; cardio/pulmonary, diabetes, neurological, neuromuscular, metabolic, 

cerebrovascular, cardiovascular, renal, cancer, pediatric/including asthma, premature infants, psychiatric
Patients with open wounds, VAC wound care, pressure ulcers
Patients with ostomies, trachs, feeding tubes
Patients with drainage tubes and catheters
Patients requiring I.V. and injectable drug therapies
Patients with recent change in functional status including but not limited to; falls, paralysis, fractures, 

amputation or other physical impairment, change in custodial needs, ortho, neuro and or deconditioned 
diagnosis

Patients with pain control management
Patients with end stage disease and palliative care needs
Patients with new oxygen and/or nebulizer treatments 
Patients receiving any type of home care services, i.e., CHHA, LTHHCP, PCA, private care, at time of hospital 

admission
Patients re-hospitalized within 60 days and/or known history of repeated hospital readmissions.
Patients requiring expedited discharges (EHD/Bridge Program)



THE HOME CARE GUIDELINES CAN BE USED AT:

• Admission
• Patient care rounds
• Individual case conference with members of the health care 

team
• Inquiry from patient/family/physicians
• Review of medical records



DEFINITION OF HOMEBOUND STATUS
Considerable and taxing effort may include:

Needs help of another person to leave home

Needs assistive devices to leave home

Needs special transport

Leaving home exacerbates symptoms (e.g. shortness of breath, pain, anxiety, confusion, fatigue)

Patient who leaves home infrequently for short durations or for health care MAY STILL be 
considered homebound.  This may include patients who attend:

Adult day programs

Outpatient medical care

Religious services

Dialysis

Hairdresser



IN-PATIENT AND OUT-PATIENT 
COORDINATION

SAFE AND TIMELY COMMUNICATION HAND-OFFS
VERBAL AND WRITTEN
ACTION ITEMS FOR FOLLOW-UP IN THE COMMUNITY 
TESTS COMPLETED BUT NOT REPORTED IN THE 

HOSPITAL
MD APPOINTMENT WITHIN 7 DAYS 
PREVENTION OF READMISSIONS IN THE ED
INFORMATION TECHNOLOGY



STEP 8: REPEATING THE PROCESS

Repeat any pieces of the process as needed

Things are not always linear



ORGANIZING YOUR DAY!
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8:00 am – 9:30 am
• Report to your assigned unit or area.
• Print and check the patient census for your unit or assigned beds.  

You should have your case management software configured so 
that you can print out your assigned area with little difficulty every 
morning. If you don’t have case management software, then your 
admission/discharge /transfer (ADT) system should be able to 
create a similar census report for you daily.



• Review the patients in your assigned area. Identify which patients were newly 
admitted or transferred to your unit since yesterday, and which patients were 
discharged since yesterday.  

• Print face sheets for new admissions or transfers and place them in your 
binder as we discussed above.  

• For patients transferred to your unit, request report from the transferring 
case manager. 

• Review your notes from the day before to see what tasks you left for 
completion today on existing patients. 

60



Review the medical records of any patients new to you, including transfers 
and new admissions.  As you read the medical record review the 
following data sets:

 What brought the patient to the hospital?
 Was this a 30 day readmission?
 Is the patient insured – by whom?
 What are the patient’s support systems?
 Where does the patient live?
 What is the expected length of stay?
 If available, review laboratory, diagnostic and other tests results.
 Review physician and nursing notes. 

Jot down any questions or points of clarification you may have for the 
interdisciplinary care rounds.
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9:30 am – 10:30 am

Interdisciplinary care rounds take place 
during this time slot.  They should occur 
daily at the same time.  
Rounds may take place in a conference 
room or you may have walking rounds.  
Walking rounds are considered best practice 
and are a much more efficient and effective 
way to conduct rounds.



• If you are conducting walking rounds, bring your notebook with the face 
sheets in it.  Have your questions ready for the interdisciplinary team.  

• Core team members should be on rounds including the physician, the 
staff nurse, the nurse manager, the case manager and the social worker 
if possible.  

• The case manager and social worker should provide relevant information 
on rounds including the expected length of stay, the anticipated 
discharge plan, and any barriers to care or discharge such as insurance 
issues or family dynamics. 

• This is also your opportunity to gather additional information on the 
patient and ask any questions of the rest of the team.  

• Rounds are an opportunity to give as well as receive information.  
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• Once the patient has been reviewed in the hall, the team should go into 
the patient’s room and introduce themselves.  Allow the patient to ask 
any questions, but set time limits. If the patient needs additional time, 
tell the patient that you will come back after rounds are completed.

• Review the patient and their environment visibly. Check the patient’s 
affect and mental status.  Check for intravenous lines, foley catheters, or 
other drains or devices. Ask them if they have gotten out of bed, and if 
they have eaten.  This will help you when you do your clinical review later.  

• Make a note of any additional information you may need or referrals you 
may need to make. 
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• Make a note of any additional information you may need or 
referrals you may need to make.

• Request any discharge orders for the day that have not been 
written.

• Request any physician orders that need to be written.

• Complete your admission documentation on newly admitted 
patients.  Use your case management admission form.

• Refer any cases that meet psychosocial high risk criteria to the 
social worker.
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10:30 am – 10:45 am

This may be a good time to take a fifteen minute break, if possible.
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10:45 am – 12:00 pm

• This can be the busiest time of the day for case managers.  Both patient 
discharges and clinical reviews will need to be completed.

• Begin the discharge process for patients leaving today. Be sure that you 
have discharge orders for the day's discharges.

• Ensure transportation Hs been arranged and ask nursing to complete 
discharge paperwork. Discuss any last minute issues with the patient / 
family.

• Your goal should be to have today’s discharges out of the hospital by 12 
noon whenever possible.  Some patients may have to stay later if a 
diagnostic result is pending. Facilitate obtaining those results so that the 
discharge can be expedited. 
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• During this time slot you will need to complete clinical reviews for those 
third party payers who require their review by 12 noon. You should know 
what your cut-off times are for each payer and adjust your work 
accordingly.  If you do not complete the clinical review by the expected 
time, as per your contracts, you risk denial of payment to the hospital. 

• Based on your admission assessment and/or daily assessment, make 
referrals to home care as appropriate. 

• If any patients are going to other levels of care such as acute rehab, sub-
acute or long-term care, discuss their options with them.  For skilled 
nursing facilities and home care, give them the list of choices of 
agencies and facilities and let them know that you will come back later 
in the day to discuss their choices and answer any questions that they 
may have.
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12:00 pm – 1:00 pm: Lunch Break!
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1:00 pm – 2:30 pm

• If any tests, treatments, consults or other referrals are delayed, 
expedite these by contacting the appropriate department or 
discipline.

• Identify tomorrow’s discharges and obtain discharge orders and 
prescriptions when possible.

• Conduct any discharge education needed to prepare patients 
who are pending discharge.

• Alert the staff nurse to pending discharges so that clinical 
education an be completed. 
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• Order transportation as needed and /or notify the family of the 
time they should arrive to pick up the patient.

• Provide a verbal as well as written hand-off to the next level of 
care.

• Complete any additional clinical reviews, particularly Medicare 
patients.

• Review the ‘choice list’ with any patients who received the list 
that morning and /or provide a list to any patients newly 
identified.

• Document progress notes in the medical record.
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2:30 pm – 2:45 pm: Fifteen Minute Break
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2:45 pm – 3:00 pm

This is a good time in the afternoon to conduct mini-rounds. Mini-rounds are a 
quicker, less detailed version of the morning rounds with a smaller number 
of team members.  The purpose of these rounds is to follow up on any issues 
hat arose during morning rounds that needed a quick intervention and 
resolution. For example, a patient may have needed to have an MRI 
expedited. During rounds whoever was responsible for this can report on the 
outcome.

The case manager, social worker, staff nurse and case manager should 
participate in these rounds.  They can be done quickly and informally.  Only 
the patients who had issues from the morning are discussed, so this is a 
small sub-set of all your patients.  Mini-rounds help to save time because by 
planning to have them every day, you do not need to chase after team 
members through-out the day to give or receive updates.  You can wait until 
mini-rounds to close the loop on any of these issues. 
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3:00 pm – 4;00 pm

• This is the time to wrap up your day. Any remaining issues should 

be completed at this time.

• Review your case load and be sure that you have completed everything you needed 

for the day.

• Be sure that you have documented in your patient’s medical records where necessary.

• Continue with any needed patient education regarding the discharge plan.

• Talk with family members who may be present at the patient’s bedside.

• Make any needed follow up phone calls to patients discharged  on the prior day.  
Ensure that they received any planned for services and answer any questions they may 
have. Ask the following questions:

 Did home care arrive?
 Did durable medical equipment (DME) arrive?
 Are you taking your medications as prescribed? 
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 Do you have any questions regarding your medications?

 When is your next doctor’s appointment?

 Do you have a way to get to that appointment?

 Do you have any questions? 
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THIS PRESENTATION IS INTENDED SOLELY TO PROVIDE GENERAL 
INFORMATION AND DOES NOT CONSTITUTE LEGAL ADVICE. 

ATTENDANCE AT THE PRESENTATION OR LATER REVIEW OF THESE 
PRINTED MATERIALS DOES NOT CREATE AN ATTORNEY‐CLIENT 

RELATIONSHIP WITH THE PRESENTER(S). YOU SHOULD NOT TAKE ANY 
ACTION BASED UPON ANY INFORMATION IN THIS PRESENTATION 

WITHOUT FIRST CONSULTING LEGAL COUNSEL FAMILIAR WITH YOUR 
PARTICULAR CIRCUMSTANCES.



THANK YOU!

Toni Cesta

And

Bev Cunningham


