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   Name of individual(s) providing responses to questions:             Relationship:  

                  ___________________________________                     Participant                

                  ___________________________________                   Responsible Representative  

                  ___________________________________                   Legally Responsible Representative      
 

A: Contact Information: 

Contact Type:      Monthly       Quarterly       Annual      Interim                 Waiver:   CCW            ADHC                                      
Case #: _____________     Participant:  _________________________________   Service Log #: ___________________       
Support Coordinator ID: _____________________         (When coding the i tems below, indicate the type of service and the applicable       
Date: ________________                                                       CMIS service code e.g. ADHC-01, LTPCS-21, etc.) 

Begin Time:  ____:      _      (hh:mm)                                      Monthly Monitoring (Service Activity code of 41):                      
End Time:            _ :    _       (hh:mm)                                       _  _______   , ____  ____   , ____  ____   , _ ___ ____   , _ _ ____                                                                                                              
Place of Service:   ________                                                   Monthly Remediation (Service Activity code of 41):    
Type of Contact:   _______                                                 _  _______   , __  ______   , __  ______   , _  ______   , _  ______                                                                                                                                                                                                     
Service Activity:   _______, _______, _______                   Annual Monitoring: _    ________  , __ __ ______   , _  __ ____  , 
                                _______, _______                                      _ ________   , ___ _ ____ , _  ________  , __ _ ____  ,  ____  ___                                                                                                                                                                                                                                                    
Service Participants:  ______, ______, _______                   _ ________   , ___ _ ____ , _  ________  , __ _ ____  ,  ____  __                                                                                                                                                                                                                                                                                                 
MFP ONLY- For all NF Transitions                                         Annual Remediation: _    _ _____  , _________   , __________ , 
       MFP Lives with Family Code:  _______                         _  ____ __  , ___ _____   , ____  ____   , ____  ____   , __  ____   ,         
       MFP Residence Code:   _______                                     _  ____ __  ,   ________   , ____  ____   , ____  ____ , __  ____    
     

B: Participant Questions: Answer all questions listed below for monthly and quarterly contacts. Obtain answers ONLY from the 

participant, responsible representative or legally responsible representative.  If a question is checked 
“Yes”, provide details in Section D. 

 YES NO 

1.  Has the participant had problems receiving services as written in the Plan of Care?                               

2.  Has the participant had problems with goals being met?                                                                             

3.  Has the participant had problems with preferences being respected                                                    
       (i.e. services being delivered at their preferred times)?                                                                                 

  

4.  Has the participant had problems accessing non-waiver health care services?                                      

5.  Has the participant had problems getting a backup worker when a worker cannot            
      report to work as scheduled?                                                                                                                         

  

6.  Has the participant had falls, injuries, hospitalizations, been restrained, or been a victim of   
       verbal abuse, physical abuse, neglect, or exploitation?                                                                                

  

7.  Has the participant had a substantial change in medical condition?                                                         

8.  Has the participant had a substantial change in the ability to do things for himself/herself?          

9.  Does the participant have an identified need for an EAA or assistive device(s)?                                 

10. Has the participant had a change in non-paid caregivers or living situation?                                         

11. Has the participant had a change in who will assist them in the event of an emergency?                   

12. Has the participant had a change in medications/treatments and/or who gives them?         

13. For Self-Directed CCW Participants ONLY:  Is the Home Book missing any of the following              
documents:  POC/any revisions and the past 3 months of timesheets, service logs, progress 
notes, and payroll reports (provided by the Fiscal Agent)?  If yes, list missing documents and 
action taken in Section D.      
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C: Support Coordinator Actions:  Check all that apply. 

 Schedule MDS-HC                Resolution of Accessing POC Services    Continue to Monitor                               

 Revise Emergency Plan       Revise Back-up Staffing Plan                    POC Revision                                       

 Referral for Service: ________________________________   Other:  __________________________   

D:  Comments: 

 
 
 
 

E: Signatures: 
 

 See attachment for additional documentation/signatures. 
________________________________________________________________________          ______________ 
Participant/Responsible Representative/Legally Responsible Representative Signature          Date 
 
_________________________________________________________________________       ______________ 
Support Coordinator Signature                                                                                                                Date 
 

NOTE:  Participant/Responsible/Legal Responsible Representative signatures are required at quarterly visits 
             only. 
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