ADULT PRIMARY CARE MODERNIZATION CARE DELIVERY CAPABILITIES

Practices participating in PCM will develop care delivery capabilities that aim to make care more ( DRA FT J
accessible, convenient and responsive to diverse patients' needs while improving health equity.
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PEDIATRICS PRIMARY CARE MODERNIZATION CARE DELIVERY CAPABILITIES

Pediatric practices participating in PCM will develop care delivery capabilities that aim to make care more
accessible, continuous, comprehensive, family-centered, coordinated, compassionate, and culturally effective.**
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**Based on the American Academy of
Pediatrics definition of a medical home.
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