PS.CM Map 8.01: High Intensity Supports Wait At Home Business Process
Legend: ALC=Alternate Level of Care, CC=Care Coordinator, CCP= Coordinated Care Plan, CE LHIN=Central East LHIN, CSS=Community Support Services, HCC=Home and Community Care, HISH=High Intensity Supports Wait At Home Program,
HSSIPP=Health System Strategy, Integration, Planning and Performance, NP=Nurse Practitioner, POA-H CC=Point of Access Hospital Care Coordinator, SPO=Service Provider Organization, TA=Team Assistant
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