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IPC Period (From – To)
Individual Plan of Care period from and to
–
and 
IPC Period (From – To)
Individual Plan of Care period from and to
–
and 
10. IPC Submission
10. Interim plan of care submission
17. Initial Case Only — Indicate the applicant’s location at start of eligibility determination:
Part I  – Medical Assessment (to be completed by MDCP nurse) 
Mark
box if additional pages of health information are attached.
18. The following medical information was obtained from: 
19. Diagnosis:
20. Ventilator:
If Yes, briefly describe type and frequency of use:
23. Caregivers: Does the primary caregiver state that he/she is able to care for the applicant/individual?         
24. Does the primary caregiver state that he/she is able to provide individual-specific training to providers?         
Part II A  – Social Assessment (to be completed by the case manager)
Part two A  – Social Assessment (to be completed by the case manager)
Describe the family’s home and community factors that contribute to the applicant’s/individual’s care at home. Include any relevant socioeconomic, psychological or health-related issues affecting the applicant’s/individual’s care. Address health status of all primary caregivers. Attach additional pages, if necessary.
33. School District Services:
Hours per Day 
Hours per Day 
Type:
School Transportation Provided by:
37. Describe any safety or environmental health hazards:
None observed
Other:
38. Actions/recommendations:
None required
 Part II B — MDCP Schedule Planning Grid — Schedule must reflect plan for use of MDCP hours 
39. through 40. Part 2 B  M D C P Schedule Planning Grid Schedule must reflect plan for use of M D C P hours 
39. – 40. Scheduling codes are listed in ( ) below. Note: Providers may deliver services overnight, but may not bill for hours during which the nurse or attendant was asleep.
Week 1
Time 
Week 1 Time
Sun
Week 1 Sunday
Mon
Week 1 Monday
Tues
Week 1 Tuesday
Wed
Week1 Wednesday 
Thurs
Week 1 Thursday
Fri
Week 1 Friday
Sat
Week 1 Saturday
12 mid
12 midnight for week 1
1 am
1 am for week 1
2 am
2 am for week 1
3 am
3 am for week 1
4 am
4 am for week 1
5 am
5 am for week 1
6 am
6 am for week 1
7 am
7 am for week 1
8 am
8 am for week 1
9 am
9 am for week 1
10 am
10 am for week 1
11 am
11 am for week 1
12 noon
12 noon for week 1
1 pm
1 pm for week 1
2 pm
2 pm for week 1
3 pm
3 pm for week 1
4 pm
4 pm for week 1
5 pm
5 pm for week 1
6 pm
6 pm for week 1
7 pm
7 pm for week 1
8 pm
8 pm for week 1
9 pm
9 pm for week 1
10 pm
10 pm for week 1
11 pm
11 pm for week 1
Week 2
Time 
Week 1 Time
Sun
Week 1 Sunday
Mon
Week 1 Monday
Tues
Week 1 Tuesday
Wed
Week1 Wednesday 
Thurs
Week 1 Thursday
Fri
Week 1 Friday
Sat
Week 1 Saturday
12 mid
12 midnight for week 1
1 am
1 am for week 1
2 am
2 am for week 1
3 am
3 am for week 1
4 am
4 am for week 1
5 am
5 am for week 1
6 am
6 am for week 1
7 am
7 am for week 1
8 am
8 am for week 1
9 am
9 am for week 1
10 am
10 am for week 1
11 am
11 am for week 1
12 noon
12 noon for week 1
1 pm
1 pm for week 1
2 pm
2 pm for week 1
3 pm
3 pm for week 1
4 pm
4 pm for week 1
5 pm
5 pm for week 1
6 pm
6 pm for week 1
7 pm
7 pm for week 1
8 pm
8 pm for week 1
9 pm
9 pm for week 1
10 pm
10 pm for week 1
11 pm
11 pm for week 1
42. Private Insurance (I) (hours/week)
hrs
hrs
43. Non-Waiver Services 
hrs
hrs
3 of 3, c. Medicaid: (CCP) and or Home Health (HH) for Home Health Services (hours/week) 
44. Medicaid: (CCP) and/or Home Health (HH) (hours/week)
hrs
hrs
hrs
45. Services Provided by Family (hours/week)
hrs
hrs
hrs
3 of 3, c. Medicaid: (CCP) and or Home Health (HH) for Home Health Services (hours/week) 
46. MDCP Services (hours/week) Specify provider type – nurse (N) or attendant (ATT)
a. Respite Care (R or FR)
1 of 2, a. M D C P Services for:  a. Respite Care (R or FR) (hours/week) 
or
b. Flexible Family Support Services (F or FF)
2 of 2, b. M D C P Services for: b. Flexible Family Support Services (F or FF) (hours/week) 
or
hrs
hrs
Part II C  – Individual Plan of Care Summary 
Part 2 C  – Individual Plan of Care Summary 
47. MDCP Services
47. M D C P Services
Yes
No
Comments:
47a. Respite 
M D C P Services 47a. Respite 
47b. Flexible Family Support Services
         ●   Child Care 
         ●   Independent Living 
         ●   Post Secondary Ed
         ●   Employment
M D C P Services 47b. Flexible Family Support Services, Child Care, Independent Living, Post Secondary Education, Employment
47c. Adaptive Aids
M D C P Services 47c. Adaptive Aids
47d. Minor Home Modifications
M D C P Services 47d. Minor Home Modifications
47e. Financial Management Services
M D C P Services 47e. Financial Management Services
47f. Transition Assistance Services
M D C P Services 47f. Transition Assistance Services
47g. Employment Assistance
47 g. MDCP Employment Assistance
47h. Supported Employment
47 g. MDCP Supported Employment
48. Difficulty finding provider of choice:
50. Services/Equipment Requested from Other Agencies: Each item must be addressed on Item 51 below (contact/follow-up schedule).
50a. Service/Equipment Requested
50b. Agency Providing Service
50c. Date Requested
50d. Status
51. Case Manager Contact/Follow-up Schedule
51a. Purpose of Contact
51a Case Manager Contact/Follow-up Purpose of Contact
51b. Time Frame or Date of Contact
51b. Case Manager Contact/Follow-up  for Time Frame or Date of Contact
51c. Method of Contact
51c. Case Manager Contact/Follow-up Schedule for Method of Contact
Part III  – MDCP Applicant/Individual Plan of Care/Budget Worksheet
52. IPC:
52. Individual Plan of Care
54. SSI Eligible:
54 Supplemental Security Income Eligible
56. Respite (R)/Flexible Family Support Services (F):  
Respite (R) or Flexible Family Support Services (F)  will be delivered
a.  R, F, FR
          or FF
a. R, F, F R or F F
b.  From
          Date
c.  To Date
d.  Provider 
         Type
e.  Hours/ 
         Weeks
e. Hours per Weeks
X
times
f.   No. of 
         Weeks
f. Number of Hours
=
equals
g. Total No. 
         of Hours
g. Total Number of Hours
@
at
h.  Rate per 
         Hours
=
Equals
i.  Cost
X
times
=
equals
@
at
=
Equals
X
times
=
equals
@
at
=
Equals
X
times
=
equals
@
at
=
Equals
X
times
=
equals
@
at
=
Equals
X
times
=
equals
@
at
=
Equals
X
times
=
equals
@
at
=
Equals
X
times
=
equals
@
at
=
Equals
X
times
=
equals
@
at
=
Equals
57. Total Authorized for Transition Assistance Services (TAS) 
58. Minor Home Modifications 
a. Type of Modification
a. Minor Home Modifications the Type of Modification
b. Estimated Cost
b. Estimated cost for the Minor Home Modifications 
If less than $7500, continue. If total is more than $7500, revise plan.
f. Add specification fee, if applicable. Fee is not included in the lifetime service limit.
g. Home Modification Maintenance/Repair: may not exceed $300/year – not included in lifetime service limit = 
59. Adaptive Aids 
59. Adaptive Aids Budget Items
a. Type of Adaptive Aid
b. Estimated Cost
(Total 4 may not exceed $4000 per IPC period)
60. Employment Assistance (EA) and Supported Employment (SE) Budget Items
a. EA, EAV, SE, or SEV
b. From Date
c.To Date
d. Hours/Weeks
X
e. No. of Weeks
=
f. Total No. of Hours
@
g. Rate per Hours
=
h. Cost
X
=
@
=
X
=
@
=
X
=
@
=
X
=
@
=
X
=
@
=
X
=
@
=
X
=
@
=
X
=
@
=
If this total is below the maximum cost limit, note that the full maximum cost limit remains available should the individual require any plan changes during the plan year.
Part IV  – Individual Plan of Care – Signature/Approval
Part 4  Individual Plan of Care  Signature/Approval
64. Applicant’s/Individual’s/Caregiver’s Approval:
DADS offers a number of services and provider types in MDCP from which families may choose. Your signature on this plan is required in order to authorize services. However, your signature on this form in no way affects your right to request a fair hearing if you disagree with this plan of care.
You have the right to make a change in the plan of care before the end of the plan year. You can choose to authorize the case manager to make such changes on your verbal instruction or you may choose to have any changes you request signed before they are made final. Your choice in no way affects your right to request a fair hearing. (If you make no choice, all changes you request will require your signature.) You will receive copies of any plan changes made during the IPC period.
I understand that this plan of care has been developed with consideration to the applicant’s/individual’s health and safety, is an alternative to institutional services, and my signature is required for services to be authorized. I understand that my signature does not affect my right to a fair hearing if I disagree with this plan. I also understand that I may make changes in the plan before the end of the IPC period by contacting my case manager, and
65. Case Manager:
This plan was developed in collaboration with the applicant/individual and/or primary caregiver(s). I have reviewed the rights and responsibilities with the applicant/individual/caregiver. I also have informed them that they have the right to make changes in the Individual Plan of Care before the end of the period and may do so by contacting me.
21a. (continued)
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