
Jorie Curry, RN, BSN, CCM
9206 S. Phillips Ave
Chicago, IL 60617
Phone: (312) 519-3807






      Email: joriecurry@gmail.com

Objective

To obtain a position as a Registered Nurse that requires a dedicated health care professional with hands-on clinical experience, excellent patient relations skills, and the ability to work effectively in a team setting or independently.
Education
Chicago State University, Chicago, IL 





5/07 – 5/11
Bachelor of Science in Nursing

Malcolm X College, Chicago, IL 






8/04 – 5/07

Associate of Arts and Science

Dunbar Vocational High School, Chicago, IL 




8/90 – 6/94
High School Diploma

Professional Experience
Hope House/MYSI Corporation, Chicago, IL


           05/2019– 08/2020
Nurse Consultant/Nurse Contractor
· Nurse consultant for TLP for teenage/young adult Clients.  

· Performs nursing assessment for new Clients within 48hrs of admission to TLP.

· Performs monthly visits to each location to check medication logs, and first aid kits

· Performs monthly nursing assessment on Clients with chronic illnesses

· Performs medication training and teaching to staff as needed
· Perform medication education to Clients about their medication
Cook County Health, Chicago, IL





02/2018 – present

Community Based Complex Care Nurse Care Coordinator

· Community Based Nurse Care Coordinator supports the provision of care coordination in a manner that recognizes the Enrollee and the medical home care teams as essential partners in the Enrollees care. These services are offered at the patient’s home, physician appointments, and/or hospital stay.  
· The Care Coordinator/Case Manager may work independently or in collaboration with a Community Based Social Worker Care Coordinator if the Enrollee is determined to be socially complex. 
· Makes assessment of potential barriers that impede care or unaddressed behavioral needs.  
· Collaborates with Enrollee and medical care home team to develop and implement a plan that mitigates barriers and links patients to appropriate resources.  
· The Care Coordinator/Case Manager works across sites of care and with multiple disciplines to achieve the desired outcomes of the enrollee.
Cigna HealthSprings, Chicago, IL
Registered Nurse, Case Manager, Utilization Management Acute/Inpatient
03/2015 – 01/2018 
· Performs all utilization review activities according to Health Services policy and procedures. Conducts onsite/telephonic review as assigned to obtain required information. 

· Evaluates and authorizes the medical necessity of inpatient and outpatient services as assigned by application of approved criteria and established policies and guidelines. 

· Notifies hospital and/or provider of recommended changes in level of care when applying approved criteria and established policies and guidelines. 

· Facilitates the movement of the member through the continuum of care in a proactive manner. 

· Refers cases to the Medical Director as appropriate. 

· Concurrently enters all information into the health plan’s computer documentation system ensuring complete and accurate information per established policies and guidelines. 

· Completes report concurrently and any other reports or request for information in a timely manner. 

· Notifies hospital and/or providers of all denials and generates denial letters as directed by the Medical Director within assigned time frames. 

· Evaluates each case for quality of care, documents quality issues and appropriately refers cases to the quality management coordinator.
Aerotek, Chicago, IL-County Care 





11/2014 – 03/2015
Registered Nurse, Case Manager, Utilization Management Concurrent Review Nurse
· Reviews patients’ records and evaluates patient progress.
· Performs continuing review on medical records and identification and need of on-going

hospitalization.
· Obtains and reviews necessary medical reports and subsequent treatment plan requests
· Reviews and validates physician’s orders, reports progress and unusual occurrences on patients 
· Ensures appropriate and cost-effective healthcare services to patients.
· Knowledge of InterQual criteria.

· Knowledge in conducting and reviewing medical record for medical necessity.

· Knowledge of basic ICD-9 and 10 CPT coding knowledge.

· Knowledge of regulations as set forth by The Centers for Medicare Medicaid Services
Comfort Care Home Health, Chicago, IL




4/2014 – 4/2015
Registered Nurse, Case Manager, Home Health Nurse
· Caring for permanently or temporarily homebound patients

· Start of Care, Recertification’s, Discharge planning, and Resumption of care

· Monitoring and assessing the needs of patients, determining treatment eligibility, using clinical options to decide if plans meet the patient’s needs, and making arrangements for additional services that help patients achieve a positive outcome 

· Supervise a team of LPN’s, CNAs, and Home Health Aids

· Devise care plans, which include patient referral or admission, medication doses, administering therapies and treatments, evaluation of results and a summation of the plan's effectiveness

· Communicates the progress of the patient to the doctor and family and relay the doctor's instructions to patient.

· Wound care, G tube, Colostomy and Trach care
Mt. Sinai Hospital, Chicago, IL





3/2014 – 11/2014
Registered Nurse, Telemetry Department
· Consults and coordinates with health care team members to assess, plan, implement and evaluate patient care plans

· Prepares and administers (orally, subcutaneously, through an IV) and records prescribed medications.

· Reports adverse reactions to medications or treatments in accordance with the policy regarding the administration of medications by a licensed registered nurse

· Monitors and adjusts specialized equipment used on patients, and interprets and records electronic displays

· Identifies irregular telemetry readings and notifies appropriate medical team members

· Initiates corrective action whenever information from monitoring equipment shows adverse symptomatology

· Provides bedside care

· Initiates patient education plan, as prescribed by physician. Teaches patients and significant others how to manage their illness/injury, by explaining: post-treatment home care needs, diet/nutrition/exercise programs, self-administration of medication and rehabilitation

· Responds to life-saving situations based upon nursing standards and protocol
Medical Professionals Home Health Care, Chicago, IL 


12/2011 – 3/2014
Case Manager, Clinical Instructor, Skilled Nurse
· Caring for permanently or temporarily homebound patients
· Monitoring and assessing the needs of patients, determining treatment eligibility, using clinical options to decide if plans meet the patient’s needs, and making arrangements for additional services that help patient’s achieve a positive outcome 

· Supervise a team of LPN’s, CNA’s, and Home Health Aids

· Devise care plans, which include patient referral or admission, medication doses, administering therapies and treatments, evaluation of results and a summation of the plan's effectiveness

· Demonstrates and teach patient care in classroom and clinical setting to senior students in Community Health 
· Communicates the progress of the patient to the doctor and family and relays the doctor's instructions to patient.
· Medication reconciliation, Admissions, Discharges, Resumptions, and Recertification’s and Start of Care’s
Clare Oaks Retirement Community, Bartlett, IL



11/2011 – 06/2012
Skilled Nurse, RN 
· Passing meds, charting, and daily treatments for residents

· Daily infection control processes and daily assessments of residents

· Supervise the care of CNA ‘s 

· Contact MD to report changes seen and to receive updated orders 

· IV insertion/removal, Immunizations, Wound Care 
University of Chicago, Pediatric Infectious Diseases, Chicago, IL

6/2011 – 2/2012
Research Intern

· Gather research to actively promote Health4Chicago (school-based immunization program) to parents

· Produce new marketing materials to increase parent/student awareness

· Be onsite with Outreach Specialist to promote Health4Chicago and distribute materials and incentives

· Works with Outreach Specialist to schedule promotion dates

· Provides data results generated from research to Researcher and/or Co-Investigator


