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CASE MANAGEMENT MONITORING REPORT FORM
ADMINISTRATIVE REQUIREMENT CHECKLIST

Region Served:___________________________

                                                                                                                   Quarter: 

Provider Type :    GGGG  MR/DD WAIVER  GGGG ELDERLY/ADULT WAIVER

               Annual Licensure Visit:_____________________________

                    5% Monitoring:______________________________

         Date of Exit Interview:______________________________

     Case Management Agency:______________________________

                                                                                                               Service Provider:______________________________
                                            ______________________________
                                            ______________________________
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Provider #: Agency:                                                    CEO/DESIGNEE:  

Date of Review: Address:                                                                 Telephone Number :                              License Number:                                               

Source:  Agency’s Policy  and Procedure Manual

REQUIREMENT RESPONSE COMMENTS (FOR OFFICE USE ONLY) CORRECTIVE ACTION

A.  ADMINISTRATIVE CAPACITY

1. The agency has a Board of Directors. GGGG Yes  GGGG No
GGGG N/A

2. The agency has scheduled board meetings with appropriate minutes. GGGG Yes  GGGG No
GGGG N/A

3. The governing board exercises review of policy, procedures, budget, etc.  
  on an annual basis?

GGGG Yes  GGGG No
GGGG N/A

4. The agency has a current table of organization with names, positions, and
    designated lines of authority. (Section 3-1: V, C# 4) (Section 8-1: II # 5)

GGGG Yes  GGGG No
GGGG N/A

5. The agency has a grievance policy and procedure for staff and recipients 
   grievance resolutions. (Section 3-7: V, C7 RFP Grievance Procedure)

GGGG Yes  GGGG No 
GGGG N/A

6.  The agency has an abuse/neglect policy and procedure for reporting and
     resolution of incidents.

GGGG Yes  GGGG No
GGGG GGGG N/A

7.  The agency maintains records of reported incidents and their deposition. GGGG Yes  GGGG No
GGGG N/A

8.  Is a copy of the report for capacity that identifies all case management    
  services the contractor provide on site?                                             nnnn

GGGG Yes  GGGG No
GGGG N/A
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REQUIREMENT RESPONSE COMMENTS (FOR OFFICE USE ONLY) CORRECTIVE ACTION

A.  ADMINISTRATIVE CAPACITY(CONTINUED)

9.  Does the case management agency serve individuals on ventilators?      nnnn GGGG Yes  GGGG No  
GGGG N/A

10. Has agency informed the recipient/family that Children’s Hospital 
      performs a higher level of services than provider under this contract?   

GGGG Yes  GGGG No
GGGG N/A

11. Have parents/family declined Children’s Hospital services?                 nnnn GGGG Yes  GGGG No 
GGGG N/A

B.  FINANCIAL

1. The agency’s finances are maintained in accordance with accepted            
    accounting principles and state and federal  regulations.
    (Section 3-1: V-K) (Section 3-1: V-K #4) (Section 8-1: II #8) (8-1: II)   

GGGG Yes  GGGG No  
GGGG N/A

2. The agency has adequate commercial and general liability insurance for  
    the protection of consumers,  staff,  facilities, and general public.  (Date    
    of Expiration :__________________) (Section 3-9: V-K #7)

GGGG Yes  GGGG No  
GGGG N/A

3. The agency  has an annual audit. GGGG Yes  GGGG No
GGGG N/A

C.  LICENSING

1. The agency has a current, case management license with the appropriate 
    address. (Section 3-5: IV) (Section 3-6: V-B) (Section 8-4: II #4) (Date of  
    Expiration: .)

GGGG Yes  GGGG No
GGGG N/A

D.  PERSONNEL

1. The case management agency ensures that case management services are 
    available 24 hours a day, 7 days a week.  (Call at random 1-800 number   
    to determine if service is active.) (Section 6-15: IV-A)                            nnnn

9999 Yes 9999 No GGGG
GGGG N/A

2. The case management turnover rate does not exceed 50% annually.       nnnn GGGG Yes  GGGG No
GGGG No
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REQUIREMENT RESPONSE COMMENTS(FOR OFFICE USE ONLY) CORRECTIVE ACTION

D.  PERSONNEL 

3. The agency adheres to maximum caseload requirements. 
    (Section 6-17: IV-C# 1a & #2) (Check agency CAMIS print-out for case   
    load size.)      

GGGG Yes  GGGG No
GGGG  No

4.  Does the agency have any part-time case managers?  If so are they           
      approved by BCSS in writing?  Is the approval still within the effective  
   dates?                                                                                                              nnnn

GGGG Yes  GGGG No
GGGG No

NUMBER OF DEFICIENCIES NOTED: 
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REQUIREMENT RESPONSE COMMENTS (FOR OFFICE USE ONLY) CORRECTIVE ACTION

E.  SUPERVISION

1.  The agency employs a supervisor at the ratio of  one supervisor for every
     8 eight case managers. (Check CAMIS agency print-out for case load size)
     (Section 6-16: IV-C) 

GGGG Yes  GGGG No  

2.  The case management supervisor(s) provides face to face supervision with
     each case manager at least once per week. (Section 6-14: IV-B, 2a & 3)  

GGGG Yes  GGGG No  

3.  The case management supervisor(s) conducts a supervisory review of 10%
     of each  case manager’s records per month. (Section 6-15: IV-B, 2d & 3) GGGG Yes  GGGG No  

4.   Each case manager has an annual evaluation by supervisor.
      (Section 6: IV-B)

GGGG Yes  GGGG No  

F.  ORIENTATION AND TRAINING

1. The agency insures that each case manager and case manager supervisor 
   completes 40 hours of annual training.(Section 6-10: III-B & C)

GGGG Yes  GGGG No  

2. The agency  insures that each case manager and case management            
 supervisor completes all DHH mandated training as required.
    (Section 3-1: V-E 1, 2) (Section 3: V-R) (Section 6: III-A, B, C, & D)         
(Section 6: III-E)   

GGGG Yes  GGGG No

G.  CONTINUOUS QUALITY IMPROVEMENT

1.  The agency has implemented a continuous quality improvement plan. 
      (Section 3: V-F) (Section 9: I-E)                                                        nnnn GGGG Yes GGGG No

NUMBER OF DEFICIENCIES NOTED: 
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REQUIREMENT RESPONSE COMMENTS (FOR OFFICE USE ONLY) CORRECTIVE ACTION

H.   RFP  - CONTRACT REQUIREMENTS                                           nnnn

1.  The agency has on file a signed contract.                                           GGGG Yes  GGGG No
GGGG N/A

2.  The agency maintains on file a copy of it’s subcontract agreements. GGGG Yes GGGG No GGGG
N/A

3.  The agency has a plan to monitor subcontractors. GGGG Yes GGGG No
GGGG N/A

4.  The agency provides the recipient freedom of choice of service providers. GGGG Yes  GGGG No
GGGG N/A

5. The agency monitors each service provider quarterly. GGGG Yes  GGGG No
GGGG N/A

6.  The agency maintains records of the quarterly monitoring of the service 
     provider that is signed and dated by the case manager

GGGG Yes  GGGG No 
GGGG N/A

7.  The agency employs a full time project manager. GGGG Yes  GGGG No 
GGGG N/A

NUMBER OF DEFICIENCIES NOTED: 
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PERSONNEL RECORDS CONTAIN:
(Write name, title and start date in each block)

1.  Application/Resume' (Section 8: III-B1) GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No

2.  Driver's license (Section 8: III-B3) GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  

3.  Proof of auto insurance 
     (Section 8: III-B3)

GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  

4.  Diploma/transcript (Section 8: III-B5) GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  

5.  Verification of  experience 
     (Section 8-8: III-B1)

GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  

6.  Begin dates/termination dates
     (Section 8: III-B1)    

GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  

7.  Annual evaluations by supervisor
     (Section 8: III-B6)

GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  

8.  Salary documented (Section 8: III-B7) GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  GGGG Yes  GGGG No  

9.  Fingerprinting/Criminal History                
  Check (State Law Requirement)
     (Section 8: III B-4) (N/A for elderly)

GGGG Yes  GGGG No  
GGGG N/A

GGGG Yes  GGGG No  
GGGG N/A

GGGG Yes  GGGG No  
GGGG N/A

GGGG Yes  GGGG No  
GGGG N/A    

GGGG Yes  GGGG No 
GGGG N/A

GGGG Yes  GGGG No             
GGGG N/A

NUMBER OF DEFICIENCIES NOTED: 
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TRAINING REQUIREMENTS
(Write name, title, and start date in each block)

1.  Has each new employee completed 8         
   hours of agency orientation within five       
 (5) working days? 
     (Section 6: III-A 1a & C)

GGGG Yes  GGGG No 
GGGGNA

GGGG Yes  GGGG No
GGGG NA

GGGG Yes  GGGG No  
GGGG NA

GGGG Yes  GGGG No  GGGG NA GGGG Yes  GGGG No  GGGG NA GGGG Yes  GGGG No 
GGGG NA

2.  Has each new employee received  a            
  minimum of 8 hours of orientation              
training specific to the target                       
population within 5 working  days?
     (Section 6: III-A 1b)    

GGGG Yes  GGGG No  
GGGG NA

GGGG Yes  GGGG No 
GGGG NA

GGGG Yes  GGGG No 
GGGG NA

GGGG Yes  GGGG No  GGGG NA GGGG Yes  GGGG No  GGGG NA GGGG Yes  GGGG No 
GGGG NA

3.  Has each new employee that does not        
   have documented training  completed         
 the additional 16 hours  of target                 
population training during the first 90         
days of employment?
     (Section 6: III-A2)

GGGG Yes  GGGG No  
GGGG NA

GGGG Yes  GGGG No  
GGGG NA

GGGG Yes  GGGG No  
GGGG NA

GGGG Yes  GGGG No  GGGG NA GGGG Yes  GGGG No  GGGG NA GGGG Yes  GGGG No  
GGGG NA

4.  Has each case manager/supervisor            
   completed 40 hours of annual training?
     (Section 6: III-B, C, & D)  

GGGG Yes  GGGG No  
GGGG NA

GGGG Yes  GGGG No  
GGGG NA

GGGG Yes  GGGG No  
GGGG NA

GGGG Yes  GGGG No  GGGG NA GGGG Yes  GGGG No  GGGG NA GGGG Yes  GGGG No  
GGGG NA

5.  Has each new employee  attended the        
  mandatory training provided by DHH?
     (Section 6: III-E)

GGGG Yes  GGGG No  
GGGG NA

GGGG Yes  GGGG No  
GGGG NA

GGGG Yes  GGGG No  
GGGG NA

GGGG Yes  GGGG No  GGGG NA GGGG Yes  GGGG No  GGGG NA GGGG Yes  GGGG No  
GGGG NA

NUMBER OF DEFICIENCIES NOTED: 
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TRAINING REQUIREMENTS

(Write name, title, and start date in each block)

6. Specific Waiver elderly requirement:
  Do all case  managers with Medicaid           
waiver cases have one year paid                  
professional, post-degree, direct                  
work experience in a human service            
related field. (Section 6: I A1)

GGGG Yes  GGGG No  
GGGG NA

GGGG Yes  GGGG No  
GGGG NA

GGGG Yes  GGGG No  
GGGG NA

GGGG Yes  GGGG No 
GGGG NA

GGGG Yes  GGGG No
GGGG NA

GGGG Yes  GGGG No  
GGGG NA

PERSONNEL CORRECTIVE ACTION

TOTAL NUMBER OF DEFICIENCIES NOTED: 
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This agency has been reviewed and
GGGG meets the requirements as outlined above.

GGGG does not meet the requirements as outlined above.

Reviewer: Title: Date:

The agency has submitted a corrective action plan
GGGG and now meets the requirements as outlined above.

GGGG and correction plan was not implemented as described and requirements are not met.
GGGG and is not approved.

Reviewer: Title: Date:

 COMMENTS:

CORRECTIVE ACTION PLAN SUBMITTED BY :        DATE: 

Revised 09/14/2000



























































Case No.________________                                                                                                  PCA WAIVER PROVIDER MONITORING REPORT FORM PAGE 1 0F 5              
Date:___________________ COMPLIANCE REQUIREMENT CHECKLIST 
No. of Deficiencies_______                                                                                                        _______QUARTER        ______YEAR

RECIPIENT NUMBER:

REGION:

COMPANY NAME:
CASE MANAGER:                                                                           
PHONE NUMBER:

NAME AND ADDRESS OF FACILITIES: FACILITY DIRECTOR:
PROGRAM DIRECTOR:
PHONE NUMBER:

FACILITY MEDICAID PROVIDER NUMBER: IS DSS SURVEY AVAILABLE FOR REVIEW?       YES ______    NO _______

DOES THE FACILITY HAVE A CURRENT LICENSE ISSUED BY DSS?    YES _______    NO _______

DATE OF EXPIRATION:                                              LICENSE NUMBER: 

IS ADDRESS COMPLETE?        YES ______    NO ________

WERE DEFICIENCIES PRESENT?      YES______   NO _______

IF DEFICIENCIES WERE NOTED, HAVE THEY BEEN CORRECTED?  YES _______   NO _______

                               REQUIREMENTS    RESPONSE                          DEFICIENCIES                   CORRECTIVE ACTION

YES NO N/A

A.   ADMINISTRATIVE

 1. THE AGENCY HAS A BOARD OF
DIRECTORS AND A TABLE OF
ORGANIZATION WITH NAMES, POSITIONS
AND DESIGNATED LINES OF AUTHORITY.

2. FORM 90L COMPLETED 90 DAYS PRIOR TO
WAIVER SERVICE REQUEST.  ANNUALLY
THEREAFTER.

3 . THE AGENCY HAS ADEQUATE
COMMERCIAL AND GENERAL LIABILITY
INSURANCE FOR THE PROTECTION OF
CONSUMERS, STAFF, FACILITY, AND
GENERAL PUBLIC.

4. THE AGENCY HAS AN ANNUAL AUDIT.

NUMBER OF DEFICIENCIES NOTED: 

  Revised 09//14/2000



Revised 09/14/2000

PAGE 2 OF 5

                               REQUIREMENTS    RESPONSE DEFICIENCIES                              CORRECTIVE ACTION

B.   COMPLAINT PROCEDURE                 YES NO N/A

 1.    THE AGENCY HAS A COMPLAINT POLICY.        

2. THE AGENCY HAS AN ADEQUATE PROCEDURE
TO ADDRESS COMPLAINTS.

3.    THE AGENCY HAS AN ABUSE/NEGLECT     
POLICY AND  PROCEDURE.

4.    THE AGENCY IMPLEMENTS A PROCEDURE  FOR
RECEIVING AND RESOLVING                
COMPLAINTS.

5. THE AGENCY MAINTAINS DOCUMENTATION
FOR INCIDENT REPORTS/FINDINGS.

C. CPOC COMPLIANCE

1. THE AGENCY HAS A CPOC PLAN WHICH
DESCRIBES THE SERVICES TO BE DELIVERED.

2. THE CPOC PLAN IS APPROVED ANNUALLY.

3. THE CPOC PLAN DESCRIBES STRATEGIES FOR
COMPLETING THE DESIGNATED OUTCOMES.
(*WHEN APPLICABLE)

D.   CASE MANAGEMENT REQUIREMENTS

 1.    CASE MANAGEMENT IS BEING PROVIDED BY      
PCA AGENCY DESIGNATED QUALIFIED  
 CASE MANAGER.

  2. CASE MANAGER DOCUMENTS PROGRESS
NOTES MONTHLY.

  3. CASE MANAGER SUMMARIZES PROGRESS
QUARTERLY.

  4. CASE MANAGER RECEIVES FACE-TO-FACE 
SUPERVISION.

5. EACH CASE MANAGER HAS AN ANNUAL 
EVALUATION.

NUMBER OF DEFICIENCIES NOTED: 
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                               REQUIREMENTS    RESPONSE DEFICIENCIES                   CORRECTIVE ACTION

E.  STAFFING COMPLIANCE FOR DIRECT CARE        
    STAFF

YES N
O

N/A

1.    THE AGENCY COMPLIES WITH STAFFING
REQUIREMENTS:      
A.  REVIEW PERSONNEL ROSTER
     1.  Drivers License
     2.  Criminal background check
B.  REVIEW TIME SHEETS
C.  IS ANYONE IN THE RECIPIENT’S       
FAMILY  PROVIDING PAID SERVICES       
TO THEM? 

2. THE AGENCY DOCUMENTS
COMMUNICATION BETWEEN THE DIRECT
CARE WORKER AGENCY AND THE CASE
MANAGER. 

F.  BILLING COMPLIANCE FOR MEDICAID          

1. THE AGENCY MAINTAINS THREE MONTH
OF TIME SHEETS FOR REVIEW. 

2. THE AGENCY MAINTAINS THREE MONTHS
OF REMITTANCE ADVICE FOR REVIEW.

3. THE TIME SHEETS MATCH THE CPOC.   

4. THE PROGRESS NOTES MATCH THE CPOC.

5. THE BILLING DOCUMENTS MATCH TIME
SHEETS.

6. THE BILLING DOCUMENTS MATCH
PROGRESS NOTES.

7. THE TIME SHEET IS SIGNED BY STAFF.

8. THE TIME SHEET IS SIGNED BY FAMILY.
NUMBER OF DEFICIENCIES NOTED:_________________
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                               REQUIREMENTS    RESPONSE DEFICIENCIES                   CORRECTIVE ACTION

F.  BILLING COMPLIANCE FOR MEDICAID          YES NO N/A

9. THE PROVIDER RETAINS FOR AUDIT,
COPIES OF TIME SHEETS.

10. THE PROVIDERS RETAINS FOR AUDIT,
COPIES OF PROGRESS NOTES (RETAIN AT
LEAST 6 MONTHS PROGRESS NOTES).

11. BILLING MATCHES HOURS AUTHORIZED
APPROVED CPOC.

G.   RECORD REVIEW               

 1.    ALL ENTRIES AND FORMS DATED AND         
SIGNED.  

  2. DOCUMENT IF ERROR CORRECTION
PROCEDURE IS FOLLOWED.                 

H. CONFIDENTIALITY

1. REQUIREMENTS ARE MET.     

2. ARE THEY REVIEWING AND MONITORING
THEIR OWN SERVICE PLAN? 

TOTAL NUMBER OF DEFICIENCIES NOTED:______________________
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PERSON (S) INTERVIEWED AND THEIR TITLE:                                                                                                                                                                                                       

COMMENTS:

REVIEWER SIGNATURE: TITLE: DATE:

REVIEWER SIGNATURE: TITLE: DATE:

CORRECTIVE ACTION SUBMITTED BY: 
                                                                                          Signature                                                     Date
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* NA = NOT APPLICABLE

CASE MANAGEMENT MONITORING REPORT
RECIPIENT RECORD REVIEW FORM

CASE NUMBER:___________________________

GGGG MRDD WAIVER    GGGG ELDERLY/ADULT WAIVER

Agency Name: Case Manager:                                               

Recipient Number: Recipient Medicaid #:

REQUIREMENT RESPONSE COMMENTS CORRECTIVE ACTION

A.   ELIGIBILITY Y N NA*

 1. Annual documentation supports that the recipient meets eligibility
requirements for the appropriate population.(Section 4, Section 5)

            a.   MR/DD Waiver (Section 4, VI: D) (Section 5, I. A, 2) (Waiver                
           Manual 22-23 and 22 -2-5)
            b.   Elderly/Disabled Adult Waiver (Section 4 VI: E)

 2. The current approved CPOC Service Provider and Home Health Plan
of Care (if applicable) are maintained in the recipient’s record.

      3.    Documentation is present that shows date of receipt of FOC letter.
             (Section 5, I A) (On new admissions only) 

      4.    Was the CPOC completed and submitted for medical and financial          
         eligibility determined within 35 days of receipt of FOC letter. 
             [Initials Packets Only] (Section 5: III, C) (initial only)

NUMBER OF DEFICIENCIES NOTED: 
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* NA = NOT APPLICABLE

REQUIREMENT RESPONSE COMMENTS CORRECTIVE ACTION

B.   INTAKE Y N NA*

     1. Interview  was completed within three (3) working days of receipt of FOC   
      at the case management agency. (Section 5: I, A, 1)
        (Initial only & new admissions)

     2. Consumer rights form was signed by recipient/guardian.
         (Section 5: I, A, 5, C) (Section 8: IV, B, e)

     3. Case management forms have been signed by recipient/guardian. 
         (Section 5: II, E, 4) (Section 8: IV, B, e)

C.  ASSESSMENT/DIAGNOSIS AND EVALUATION (D&E)

     1. Psychological assessment has been completed. (Section 5, E, 1)
             MR/DD only (N/A for elderly)           

     2. Assessments have been completed in recipient’s home. (Section 5: II, A, B,
C)
If not in home, where?

     3.   Assessment begins within 7 days of receipt of FOC and is completed within
30 days of referral.  (Initial)

 *  4.    Case management person centered support assessments addresses all        
         relevant areas. (Section 5: II, C, D)

NUMBER OF DEFICIENCIES NOTED: 

* Applicable when training completed for personal outcomes and support strategies.
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* NA = NOT APPLICABLE

REQUIREMENT RESPONSE COMMENTS CORRECTIVE ACTION

C.  ASSESSMENT/DIAGNOSIS AND EVALUATION (D&E) (CONT.) Y N NA*

  5. Annual updates of 90L have been completed as required by the targeted
population  ( MR/DD (Section 5: II, B, D

            (Elderly/Adult Waiver (Section 5, III, B, D)                

D.  CPOC

1. Are signatures on the CPOC present of  planning participants?  (Family,
recipient, guardian, service provider staff, or other who know recipient)
(Section 5: III, B, 5)

* 2.  CPOC is based on personal outcomes desired by the recipient/guardian
              and other information gathered in the case management person centered
            supports assessment. ( MR/DD) (Section 5: III, A, 1, 2, a 2)

3.  Frequency of services to be provided is documented. (Section 5: III, B, 4)

     4.    Location/setting of services to be provided is documented.  

5. CPOC is developed, signed and dated by case manger, CM supervisor, and
recipient/guardian. (Section 5: III, B, 6)

     6.  CPOC Programmatic Review is signed and dated by Waiver Specialist
programmatic review.  (Section 5: III, B, 6)                 

NUMBER OF DEFICIENCIES NOTED: 

* Applicable when training completed for personal outcomes and support strategies.



PAGE 4 OF 8

* NA = NOT APPLICABLE

REQUIREMENT RESPONSE COMMENTS CORRECTIVE ACTION

D.  CPOC (CONT.) Y N NA*

     7.     CPOC is reviewed, signed, and approved by DHCBW. 
             (Section 5: III B, 6)

*    8.  Participation of recipient/guardian in identifying formal/informal support
strategies is documented. (Section 5: III A, 2)

*     9. CPOC assures interests/preferences of recipient/guardian as identified in
the Social Assessment.(PCP document) (Section 5: III, B 1) 

*   10. Review and update of CPOC to ensure progress and reassess personal
outcomes occurs quarterly. (Section 5, III, C, 2)      

E.  MONTHLY PROGRESS NOTES

     1.   Progress notes document contacts for use of natural and community-based
supports. (Section IV, B, 3, b h) 

     2.   Progress notes document contacts made, by whom & for what case
management activity. (Section 8-IV: B, 3, a, b) (Section 5, III, A, 2, a, 2)

     3.   Progress notes support  CPOC. (Section 8, IV, B, 3, b, c)

*   4.   Progress notes support personal outcomes. (Section 8: IV, B, 3, b) 
            (Applicable 6 months after contract initiated)

F.  QUARTERLY PROGRESS NOTES (Must be a summary of monthly notes)

     1.   Quarterly Progress notes reflect use of naturally occurring and community-
          based  supports. (Section 5: V, A, 9) (8, IV, B, 3, h)

                                                                                                                                                                                     NUMBER OF DEFICIENCIES NOTED: 
* Applicable when training completed for personal outcomes and support strategies.
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* NA = NOT APPLICABLE

REQUIREMENT RESPONSE COMMENTS CORRECTIVE ACTION

F. QUARTERLY PROGRESS NOTES (Must be a summary of monthly notes)
     (CONT.)

Y N NA*

     2.   Quarterly Progress notes document attempts of contact. 
           (Section 5: V, A, 8)

     3.  Quarterly Progress notes support CPOC. (Section 5: V, A 4, 5)

*    4.   Quarterly Progress notes support personal outcomes.  
            (Section 5, V, A, 9)  

*    5.   Quarterly Progress notes document status of goals/desired outcomes.
            (Section 5, V, A, 9)

*    6.   Quarterly Progress notes document opportunities and obstacles related    
          to support strategies and/or personal outcomes.  (Section 5: V, 9, d)

*    7.     Quarterly  Progress notes document action plan which addresses obstacles
             and opportunities related to support strategies and/or personal outcomes.
           (Section 5: V, 9, f)

G .  SUPPORT STRATEGIES (*WHEN APPLICABLE)

      1.  Are formal and informal services arranged? 
            (Section 5, III, 2, a)

      2.   Participation of recipient/guardian in developing formal/informal support
           strategies is documented.  (Section 5: III, B, 5)

      3.     Are there activities that provide recipient with new/different experiences
            of choice, as desired and appropriate? (Section 5: III, 2)

*   4.    Support strategies relate directly to personal outcomes. 
           (Section 5: III, 2)

                                                                                                                                                                                                              NUMBER OF DEFICIENCIES NOTED: 

* Applicable when training completed for personal outcomes and support strategies.
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* NA = NOT APPLICABLE

REQUIREMENT RESPONSE COMMENTS CORRECTIVE ACTION

G .  SUPPORT STRATEGIES (CONT.) Y N NA*

* 5.  Support strategies include cost-effective use of formal services if need   
   cannot be met through informal/natural supports (Section 5: III)

H.   FOLLOW-UP

1. Recipient has been contacted within 10 working days following receipt of
the approved initial CPOC. (Section 5: V, A, 1) 

2.    Quarterly home visits have been completed. (Section 5: V, 2, b) 

3.  Quarterly monitoring by the case manager is documented.
             (Section 5: V, 2)

I.   RECORD REVIEW

     1.   All record entries and forms are dated and signed. (Section 8 IV, B)

     2.   Document if Error Correction procedure is followed. (Section 8: IV A)

     3.   At least 6 months documentation of progress notes are present. 
            (Section 8, IV, B, 1, h)

     4.   Confidentiality requirements are  met. (Section 8, I, C)
             (Access sheet) (Client rights) (signed releases)

     5.   Case Manager has verified the billing of service provider and analyzed the
usage of service. (Waiver Service Manual 22-7.2)(Section 5, V, A, 2)

                                                                                                                                                                                                               NUMBER OF DEFICIENCIES NOTED: 
* Applicable when training completed for personal outcomes and support strategies.
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* NA = NOT APPLICABLE

REQUIREMENT RESPONSE COMMENTS CORRECTIVE ACTION

  J.  TRANSITION/CLOSURE Y N NA*

    1.   Closure criteria  was met per case management manual. 
            (Section 5: VIII)

K.  OUTCOMES 

*     1.    A person centered plan has been developed for this recipient. 

*    2.  Personal outcomes indicated in CPOC are present, ie., achieved or
maintained per desire of recipient/guardian.

TOTAL NUMBER OF DEFICIENCIES NOTED: 

* Applicable when training completed for personal outcomes and support strategies.
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* NA = NOT APPLICABLE

L. INTERVIEWS

1.  Name/Relationship

COMMENTS:

REVIEWER SIGNATURE:
TITLE: DATE:

REVIEWER SIGNATURE:
TITLE: DATE:

CORRECTIVE ACTION SUBMITTED BY: 
                                                                                           Signature                                           Date                      





Case No.________________                                                                                                 SERVICE PROVIDER MONITORING REPORT FORM PAGE 1 0F 5              
Date:___________________  COMPLIANCE REQUIREMENT CHECKLIST 
No. of Deficiencies_______                                                                                          _______QUARTER        ______YEAR

RECIPIENT NUMBER:

REGION:

COMPANY NAME:
CASE MANAGER:                                                                           
PHONE NUMBER:

NAME AND ADDRESS OF FACILITIES: FACILITY DIRECTOR:
PROGRAM DIRECTOR:
PHONE NUMBER:

FACILITY MEDICAID PROVIDER NUMBER:            
PROVIDER TYPE:      
DOES THE FACILITY HAVE A "PROVISIONAL LICENSE"?  YES______   NO______

IS DSS SURVEY AVAILABLE FOR REVIEW?       YES ______    NO _______

DATE OF SURVEY:

DOES THE FACILITY HAVE A CURRENT LICENSE ISSUED BY DSS?    YES _______    NO _______

DATE OF EXPIRATION:                                              LICENSE NUMBER: 

IS ADDRESS COMPLETE?        YES ______    NO ________

WERE DEFICIENCIES PRESENT?      YES______   NO _______

IF DEFICIENCIES WERE NOTED, HAVE THEY BEEN CORRECTED?  YES _______   NO _______

DATE OF FOLLOW-UP SURVEY:

                               REQUIREMENTS    RESPONSE                          DEFICIENCIES
(Add Comments on Page 5, include reference #)

                  CORRECTIVE ACTION

YES NO N/A

A.   CPOC COMPLIANCE

 1. THE AGENCY DOES HAVE  A CURRENT      
SERVICE PLAN.

2. THE PLAN DESCRIBES THE SERVICES TO
BE DELIVERED.

3. THE PLAN REFLECTS PERSONNEL GOALS. 

4 . THE AGENCY SERVICE PLAN IS IN             
COMPLIANCE WITH THE CPOC.

5. * THE SERVICE PLAN DESCRIBES
STRATEGIES FOR COMPLETING THE
DESIGNATED OUTCOMES. 
(* WHEN APPLICABLE)

NUMBER OF DEFICIENCIES NOTED: 

Revised 09/14/2000



NUMBER OF DEFICIENCIES NOTED: 

Revised 09/14/2000

PAGE 2 OF 5

                               REQUIREMENTS    RESPONSE                          DEFICIENCIES                   CORRECTIVE ACTION

B.   COMPLAINT PROCEDURE                  YES NO N/A

 1.    THE AGENCY HAS AN ADEQUATE POLICY AND
PROCEDURE TO ADDRESS COMPLAINTS. 

2. THE AGENCY MAINTAINS DOCUMENTATION OF
COMPLAINTS.

3. THE AGENCY MAINTAINS DOCUMENTATION OF
COMPLAINT RESOLUTIONS. 

4.    THE AGENCY HAS A POLICY & PROCEDURE FOR
REPORTING INCIDENTS.

5.    THE AGENCY IMPLEMENTS A PROCEDURE  FOR
RECEIVING AND RESOLVING                
COMPLAINTS.

6. THE AGENCY MAINTAINS DOCUMENTATION
FOR INCIDENT REPORTS/FINDINGS.

7. COPY OF THE INCIDENT REPORT AND ITS
FINDINGS WAS SENT TO CASE MANAGEMENT. 

C.   STAFFING COMPLIANCE

 1.    THE AGENCY COMPLIES WITH STAFFING                     
     REQUIREMENTS:

A.  REVIEW PERSONNEL ROSTER
     1. Drivers license
     2. Criminal background check
     3. Training
     4. Supervision.
     5. Annual Evaluation.       
B.  REVIEW TIME SHEETS
C.  IS ANYONE IN THE RECIPIENT’S                           
FAMILY, LIVING IN THE HOUSEHOLD,                  
PROVIDING PAID SERVICES TO THEM?

  2. THE AGENCY DOCUMENTS                            
COMMUNICATION  BETWEEN THE SERVICE
PROVIDER AGENCY AND THE CASE MANAGER.

              PHONE____ FAX_____   LETTER_____

NUMBER OF DEFICIENCIES NOTED: 



NUMBER OF DEFICIENCIES NOTED: 

Revised 09/14/2000

PAGE 3 OF 5

                               REQUIREMENTS        RESPONSE                          DEFICIENCIES                   CORRECTIVE ACTION

D.  BILLING COMPLIANCE YES NO N/A

1.    THE AGENCY MAINTAINS  THREE
MONTHS  OF TIME SHEETS FOR REVIEW.

2. THE AGENCY MAINTAINS THREE MONTHS
OF REMITTANCE ADVICE FOR REVIEW.

3.    THE TIME SHEETS MATCH THE CPOC.

4. THE PROGRESS NOTES MATCH THE CPOC.

5.    THE BILLING DOCUMENTS MATCH TIME
SHEETS.

6. THE BILLING DOCUMENTS MATCH
PROGRESS NOTES.

7.    THE TIME SHEET IS SIGNED BY  STAFF
AND SUPERVISOR.

8.    THE PROVIDER RETAINS FOR AUDIT,
COPIES OF TIME SHEETS.

9. THE PROVIDER RETAINS FOR AUDIT,
COPIES OF PROGRESS NOTES (RETAIN AT
LEAST 6 MONTHS PROGRESS NOTES).  

10. MR/DD 14'S ARE CURRENT.

11.    MR/DD 14'S  MATCH CURRENT CPOC.

12.    BILLING MATCHES HOURS AUTHORIZED
APPROVED CPOC.

13. REIMBURSEMENT/JUSTIFICATION OF
BILLING IS REQUIRED.      YES_______  
NO_________

NUMBER OF DEFICIENCIES NOTED: 



NUMBER OF DEFICIENCIES NOTED: 

Revised 09/14/2000

PAGE 4 of 5

REQUIREMENTS RESPONSE DEFICIENCIES CORRECTIVE ACTION

E.  RECORD REVIEW YES NO N/A

 1.   EACH ENTRY AND FORMS DATED, SIGNED,
AND LABELED WITH RECIPIENT’S NAME.

 2.   DOCUMENT IF ERROR CORRECTION
PROCEDURE IS FOLLOWED. 

 3. NOTIFICATION OF CLIENT’S RIGHTS IS 
            MAINTAINED IN RECIPIENT’S RECORD.     

F. HEALTH & SAFETY

1. DOES THE RECIPIENT/FAMILY REQUIRE A
SPECIAL NEEDS SHELTER?

2. DOES THE AGENCY MAINTAIN A CURRENT
INDIVIDUALIZED EMERGENCY
PREPAREDNESS PLAN FOR THE
RECIPIENT?

G. CONFIDENTIALITY

1. ACCESS TO RECORDS IS SIGNED AND
DATED BY EACH REVIEWER.

2. RECIPIENT HAS BEEN NOTIFIED OF THE
AGENCY’S CONFIDENTIALITY POLICY. 

TOTAL NUMBER OF DEFICIENCIES NOTED: ________________



Revised 09/14/2000

PERSON (S) INTERVIEWED AND THEIR TITLE:                                                                                                                                                                                                       

COMMENTS:

REVIEWER SIGNATURE: TITLE: DATE:

REVIEWER SIGNATURE: TITLE: DATE:

CORRECTIVE ACTION SUBMITTED BY: 
                                                                                          Signature                                                     Date
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