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Department of Aging
N and Disability Services

Community Living Assistance and Support Services
IPP Service Review

Name of Individual Medicaid No. Review Date Next Review Date
Case Management Agency (CMA) Direct Service Agency (DSA) Financial Management Services Agency (FMSA)
CMA Vendor Number DSA Vendor Number FMSA Vendor Number

5A — Dental Services s this service authorized on the Individual Plan of Care (IPC)? 2 [ves [INo If yes, number of authorized units:

1. Was this service category delivered in accordance with the Individual Program Plan (IPP)/IPC? .........cc.vemmreveemererresessessisessessessssessess [ JYes [ INo
2. Is this service Meeting the INAIVIAUAI'S NEEAS? .............cv...uuerveeereieeeeeseessseeesesseeeeseesssses s sses e sses s ssss s s sses e s s sse e [ ]yes [ ]No
3. Status of services provided:

Follow-up:

5B — Dental Sedation Is this service authorized on the IPC? [_Ives [ INo If yes, number of authorized units:

1. Was this service category delivered in accordance with IPP/IPC? [ ]Yes [ ]No 2. Is this service meeting the individual's needs? [ ]Yes [ |No
3. Status of services provided:

Follow-up:

7 — Occupational Therapy Is this service authorized on the IPC? |:| Yes D No If yes, number of authorized units:

1. Was this service category delivered in accordance with IPP/IPC? [ _]Yes [ ]No 2. Is this service meeting the individual's needs? [ ]Yes [ _|No
3. Status of services provided:

Follow-up:

8 — Physical Therapy Is this service authorized on the IPC? D Yes D No If yes, number of authorized units:

1. Was this service category delivered in accordance with IPP/IPC? [ JYes [ JNo 2. Isthis service meeting the individual’s needs? [ ]Yes [ JNo
3. Status of services provided:

Follow-up:
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9 - Speech and Language Pathology Is this service authorized on the IPC? [lves [no If yes, number of authorized units:
1. Was this service category delivered in accordance with IPP/IPC? [ ]Yes [ ] No 2. Is this service meeting the individual's needs? [ ]Yes [ |No
3. Status of services provided:

Follow-up:

10 — Habilitation Is this service authorized on the IPC? D Yes DNO If yes, number of authorized units:

1. Was this service category delivered in accordance with IPP/IPC? [ ]Yes [ INo 2. Is this service meeting the individual's needs? [ ]Yes [ _|No
3. Did Service Planning Team (SPT) identify @ need for @ Dackup Plan? ... s [ IYes [ INo
4. Did SPT create a backup Plan fOr thiS SEIVICE? ...........vv.eeuurrveeersiseeessessssessesseseessesssssesssssssesseessssessessssssssesssssssesssssss s ssesesssssssssssssesessees []yes [ ]No
5. Was hackup plan iMPIEMENTEAT ..ottt b bbb bbb bbbt [ lYes [ INo
6. Did backup plan Meet the iNAIVIAUAI'S NEEAS?.............vv.eerreveeeeieeeeeeese e esseeeee e sses s sses e ss s ssss s s [ ]Yes [ ]No
7. Status of services provided:

Follow-up:
Is habilitation training provided?.........cccccvirvniieieineeeees [ ]Yes [ ]No
Document the progress of each service, goal or objective as indicated on the IPP:

Follow-up:
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10 — Community First Choice (CFC) — Personal Assistance Services (PAS) Habilitation

Is this service authorized on the IPC? D Yes DNO If yes, number of authorized units:

1. Was this service category delivered in accordance with IPP/IPC? [ ] Yes [ ]No 2. Is this service meeting the individual's needs? [ ]Yes [ |No
3. Did (SPT) identify a Need for @ DACKUD PIAN? ........v..eerveeeieeseeeseseeeesess e ssesss s ssess s e s s s ss s [ ]Yes [ ]No
4. Did SPT create a hackup plan fOr thiS SEIVICE? ........ciiiriiieieirei et [ lYes [INo
5. Was hackup Plan IMPIEBMENTEA?...............ivveeereeeeeeeeseeeeseeseseees s ssess s s sses s st [ ]Yes [ ]No
6. Did backup plan Meet the iNAIVIAUAI'S NEEAS? ..........cvvv.veeeuerervveeeieeseeesssesssesssessssss s sssssssssess s sssssssssssessssssssssssessssssssssssessssenes [ JYes [INo
7. Status of services provided:

Follow-up:

Is habilitation training provided?.........ccccceeerrrnseeiinneeeees [ lYes [ ]No
Document the progress of each service, goal or objective as indicated on the IPP:

Follow-up:

10A — Delegated Habilitation Is this service authorized on the IPC? [ lves [ INo If yes, number of authorized units:

1. Was this service category delivered in accordance with IPP/IPC? [ ]Yes [ ]No 2. Is this service meeting the individual's needs? [ ]Yes [ |No
3. Did SPT identify @ NEed fOr @ DACKUD PIAN?........ovveeeureeeerieeeeeessseseessessssessessseees s ssess s ssess s e s st ss s [ ]Yes [ ]No
4. Did SPT create a hackup Plan fOr thiS SEIVICE? ........ciir ittt [ lYes [INo
5. Was hackup Plan IMPIEBMENTEA?................ v seess s sees s s s [ ]Yes [ INo
6. Did backup plan Meet the iNAIVIAUAI'S NEEUS? ..........cvvv..ceeereevveeeesseeesssesssesseessssss s sssssssssesssesssssss s ssssessssssessssssssssssessssssssesesessssenes [ JYes [INo
7. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:




Form 3595
Page 4 of 17/ 08-2015-E

Name of Individual Medicaid No. Review Date

10B — Prevocational Services Is this service authorized on the IPC? |:| Yes D No If yes, number of authorized units:
1. Was this service category delivered in accordance with IPP/IPC? [ ]Yes [ ]No 2. Is this service meeting the individual's needs? [ ]Yes [ |No
3. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:

11 — Respite (In-Home) Is this service authorized on the IPC? [ lYes [ INo If yes, number of authorized units:
1. Was this service category delivered in accordance with IPP/IPC? [ _]Yes [ ]No 2. Is this service meeting the individual's needs? [ ]Yes [ _|No
3. Status of services provided:

Follow-up:

11A — Respite (Out-of-Home) Is this service authorized on the IPC? [ Jves [ INo If yes, number of authorized units:
1. Was this service category delivered in accordance with IPP/IPC? [ JYes [ JNo 2. Isthis service meeting the individual’s needs? [ ]Yes [ ]No
3. Status of services provided:

Follow-up:

12 — Case Management Is this service authorized on the IPC? [ lYes [INo If yes, number of authorized units:
1. Was this service category delivered in accordance with IPP/IPC? [ ] Yes [ ]No 2. Is this service meeting the individual's needs? [ ]Yes [ |No
3. Status of services provided:

Follow-up:
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13A — LVN Nursing Services Is this service authorized on the IPC? [ lyes [ INo If yes, number of authorized units:

1. Was this service category delivered in accordance with IPP/IPC? [ ]Yes [ ]No 2. Is this service meeting the individual's needs? [ ]Yes [ |No
3. Did SPT identify @ need for @ DACKUD PIANT ......c.viiiieie ettt bbb [ lYes [ INo
4. Did SPT create a backup Plan fOr thiS SEIVICE? ...........vv.eeumrrveeersieeeessessseessesssseesseessssesessssses s sses s ssss e ss s sses st sse s [ JYes [ ]No
5. Was backup plan iMPIEMENIEA? ...........ovvvvvvveeeeeeeeseeeeese e essssesssssssssssss s ssssss s sssss s essssss s [ JYes [ INo
6. Did backup plan meet the iNGIVIAUAI'S NEEAS? ...........ovv.ceeuuereveeeeeeseeeseesssssssssssess s ssssssss s sssssssss s sssssss s ssssss e sssssssessesessseees [ IYes [ INo
7. Document the progress on each service, goal or objective as indicated on the IPP;

Follow-up:

13B — RN Nursing Services Is this service authorized on the IPC? D Yes |:| No If yes, number of authorized units:

1. Was this service category delivered in accordance with IPP/IPC? [ JYes [ No 2. Isthis service meeting the individual’s needs? [ ]Yes [ ]No
3. Did SPT identify a need for @ DACKUP PIAN?..........cvvvv.eeurrerevvieeseseeesssessssse s sessssssssssssesssssssesssessssssssssssessssssssssssssssesss [ JYes [ INo
4. Did SPT create a hackup Plan fOr thiS SEIVICE? .............irrvvveeiseiesseeesisssesssseessssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssesssnn [ IYes [ INo
5. Was hackup Plan IMPIEBMENTEA?............... v seessessssses s s ss s ss st [ ]Yes [ ]No
6. Did backup plan meet the iNIVIAUAI'S NEEAS? ............v...eeuureevvvceieeseeessiesssesseesssessssss st ssssssssss s s ssssssseseseesssnens [ JYes [ INo
7. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:

13C — RN Specialized Nursing Is this service authorized on the IPC? D Yes D No If yes, number of authorized units:

1. Was this service category delivered in accordance with IPP/IPC? [ JYes [ ]No 2. Isthis service meeting the individual’s needs? [ ]Yes [ ]No
3. Did SPT identify @ NEed fOr @ DACKUD PIAN?.........ovveeeereeeeresseeeseese e ssess s ssss st [ ]Yes [ ]No
4. Did SPT create a backup Plan fOr thiS SEIVICE? ............rrvvvvveenneeesssesissseesssessssssessssssssssssessssssssessssessssssssssssssssssssssssesssssssssssssssssssss [ JYes [ INo
5. Was backup Plan iMPIEMENIEA? ...........ovvvvvveeeieeeeeeeeesesesesssssssssssessssssss s ssssess s ssssss s sssssss s sss s ssssssss s [ IYes [ INo
6. Did backup plan Meet the INAIVIAUAI'S NEEAS?...............ovvveeeereeeeseeseeeesesssseessss e esssssssssesssssss s sssss s ssss s ssss s sse s [ ]Yes [ ]No
7. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:
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13D — LVN Specialized Nursing Is this service authorized on the IPC? [ JYes [ INo If yes, number of authorized units:

1. Was this service category delivered in accordance with IPP/IPC? [ JYes [ ]No 2. Is this service meeting the individual's needs? [ ]Yes [ |No
3. Did SPT identify @ need for @ DACKUD PIANT ......c.viiiieie ettt bbb [ lYes [ INo
4. Did SPT create a backup Plan fOr thiS SEIVICE? ...........vv.eeumrrveeersieeeessessseessesssseesseessssesessssses s sses s ssss e ss s sses st sse s [ JYes [ ]No
5. Was backup plan iMPIEMENIEA? ...........ovvvvvvveeeeeeeeseeeeese e essssesssssssssssss s ssssss s sssss s essssss s [ JYes [ INo
6. Did backup plan meet the INAIVIUAI'S NEEUAS?..............irrrvveeeresseeeseeesissseesssessssssessssssssessessssssss s sessssssss s sessssssssesssssssssss s [ IYes [ INo
7. Document the progress on each service, goal or objective as indicated on the IPP;

Follow-up:
15 — Adaptive Aids Is this service authorized on the IPC? D Yes |:| No If yes, amount authorized:
1. Specifications obtained: [ ]Yes [ JNo If no, explain:

2. Was this service category delivered in accordance with IPP/IPC? [ _|Yes [ |No 3. Is this service meeting the individual's needs? [ ]Yes [ |No
4. List each adaptive aid authorized on the IPC and the status of each:

Follow-up:

16 — Minor Home Modifications Is this service authorized on the IPC? D Yes |:| No If yes, amount authorized:
1. Specifications obtained: [ ]Yes [ JNo Ifno, explain:

2. Was this service category delivered in accordance with IPP/IPC? [ _]Yes [ |No 3. Is this service meeting the individual's needs? [ ]Yes [ |No
4. List each minor home modification authorized on the IPC and the status of each:

Follow-up:

20 — CFC - Emergency Response Services (ERS)
1. Was this service category delivered in accordance with IPP/IPC? [ ]Yes [ ]No 2. s this service meeting the individual's needs? [ ]Yes [ |No |
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34 — Dietary Services Is this service authorized on the IPC? [ lyes [ INo If yes, number of authorized units:
1. Was this service category delivered in accordance with IPP/IPC? [ ]Yes [ ]No 2. Is this service meeting the individual's needs? [ ]Yes [ |No
3. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:

35B — Auditory Integration/
Auditory Enhancement Training Is this service authorized on the IPC? |:| Yes |:| No If yes, number of authorized units:

1. Was this service category delivered in accordance with IPP/IPC? [ _]Yes [ ]No 2. Is this service meeting the individual's needs? [ ]Yes [ |No
3. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:

37 — Supported Employment Is this service authorized on the IPC? [ lYes [ INo If yes, number of authorized units:
1. Was this service category delivered in accordance with IPP/IPC? [ JYes [ No 2. Isthis service meeting the individual’s needs? [ ]Yes [ ]No
3. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:

42A — Massage Therapy Is this service authorized on the IPC? [ JYes [ INo If yes, amount authorized:
1. Was this service category delivered in accordance with IPP/IPC? [ ]Yes [ ]No 2. Is this service meeting the individual's needs? [ ]Yes [ |No
3. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:
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42B — Recreation Therapy Is this service authorized on the IPC? D Yes D No If yes, amount authorized:
1. Was this service category delivered in accordance with IPP/IPC? [ _]Yes [ ]No 2. Is this service meeting the individual's needs? [ ]Yes [ _|No
3. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:

42C — Music Therapy Is this service authorized on the IPC? [ ]Yes [INo If yes, amount authorized:
1. Was this service category delivered in accordance with IPP/IPC? [_]Yes [ ]No 2. Is this service meeting the individual's needs? [ ]Yes [ |No
3. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:

42D — Aquatic Therapy Is this service authorized on the IPC? DYes |:| No If yes, amount authorized:
1. Was this service category delivered in accordance with IPP/IPC? [ ]Yes [ ]No 2. Is this service meeting the individual's needs? [ ]Yes [ |No
3. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:

42E — Hippotherapy Is this service authorized on the IPC? [ JYes [ INo If yes, amount authorized:
1. Was this service category delivered in accordance with IPP/IPC? [ ]Yes [ ]No 2. Is this service meeting the individual's needs? [ ]Yes [ |No
3. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:
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42F — Therapeutic Horseback
Riding Is this service authorized on the IPC? [_]Yes [ INo If yes, amount authorized:

1. Was this service category delivered in accordance with IPP/IPC? [ _]Yes [ ]No 2. Is this service meeting the individual's needs? [ ]Yes [ _|No
3. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:

43A — Behavioral Supports Is this service authorized on the IPC? D Yes D No If yes, number of authorized units:

1. Was this service category delivered in accordance with IPP/IPC? [ _]Yes [ ]No 2. Is this service meeting the individual's needs? [ ]Yes [ |No
3. Document the progress on each service, goal or objective as indicated on the IPP:

4. s a Behavior Support Plan in place? [ lYes [ ]No 5. Was aservice summary provided by the DSA? [ IYes [ INo
6. Did service summary include required behavioral data? [ ] Yes [ |No

Follow-up:

48 — Transportation-Habilitation Is this service authorized on the IPC? |:| Yes |:| No If yes, number of authorized units:

1. Was this service category delivered in accordance with IPP/IPC? [ ]Yes [ ]No 2. s this service meeting the individual's needs? [ ]Yes [ |No
3. Does the Transportation Plan [EQUITE TEVISION? .................ccoerrrreevveeermeseessssssissesssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssesssssssssssseesss [ IYes [ INo

4. Have non-waiver resources, including Medicaid transportation for medical appointments, been accessed prior to using this service? ...... [ ]Yes [ ]No
5. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:

54 — Employment Assistance Is this service authorized on the IPC? [ lYes [ INo If yes, number of authorized units:

1. Was this service category delivered in accordance with IPP/IPC? [ JYes [ JNo 2. Isthis service meeting the individual’s needs? [ ]Yes [ ]No
3. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:
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61 — Cognitive Rehabilitation
Therapy Is this service authorized on the IPC? [ JYes [ INo If yes, number of authorized units:

1. Was this service category delivered in accordance with IPP/IPC? [ ]Yes [ ]No 2. Is this service meeting the individual's needs? [ ]Yes [ |No
3. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:

Required only for individuals participating in Consumer Directed Services (CDS)
(Skip this section if the individual is not participating in Consumer Directed Services.)

7V — Occupational Therapy Is this service authorized on the IPC? D Yes |:| No If yes, number of authorized units:

1. Was this service category delivered in accordance WIth IPP/IPC? ...ttt [ IYes [INo
2. Is this service meeting the INAIVIAUAI'S NEEUS? .........cuieriireieeree bbb bbbttt [ JYes [ INo
3. Did the individual receive a quarterly report from the FIMSA? ...ttt [ IYes [INo
4. Is individual satisfied With the SEIVICESIPIOVIAEIS?...............rrveeeeeieeeeeeesseeeeesseeeeseess s sees e sses s s sses e ses s []Yes [ ]No
5. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:
8V — Physical Therapy Is this service authorized on the IPC? D Yes D No If yes, number of authorized units:
1. Was this service category delivered in accordance With IPP/IPC? ... [ Jyes [ INo
2. Is this service Meeting the INAIVIAUAI'S NEEAS? .............o...uurrvveeeieeeeeeesseeeeesseeeeseesesse s e sses s sess e ssee s sess st s s [ ]Yes [ ]No
3. Did the individual receive a quarterly report from the FIMSA?........c.crese et [ JYes [ INo
4. Is individual satisfied With the SEIVICES/PIOVIAEIS?. ...ttt ettt ees bbb st eb bbbt e ettt [ ]yes [ ]No
5. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:
9V - Speech and Language
Pathology Is this service authorized on the IPC? [ IYes [ INo If yes, number of authorized units:

1. Was this service category delivered in accordance With IPP/IPC? ...t [ JYes [ INo
2. s this service meeting the INAIVIAUAI'S NEEAS? ..............rrrvveeersseerseeesisseeesssessssssssssssssssssssssssssssssssssssssssssssssssssssessssssssssssssesssssesssenn [ ]Yes [ ]No
3. Did the individual receive a quarterly report from the FIMSA?........c.crese ettt [ JYes [ INo
4. Is individual satisfied With the SEIVICES/PIOVIAEIS?........c. ittt st s e s bbb bbb bbbt s et [ ]Yes [ ]No
5. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:
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10V — Consumer Directed

Habilitation Is this service authorized on the IPC? [ Iyes [ INo If yes, number of authorized units:

1. Was this service category delivered in accordance WIith IPP/IPC? ...t [ JYes [ INo
2. Is this service Meeting the INAIVIAUAI'S NEEAS? ............ov..euuerveeereieeeeseessseeesesseeees s sses s sses s sses s sses s s sses e b ss s [ ]yes [ ]No
3. Did SPT identify a need for & DACKUP PIAN?..........ovvvvveeeeeereveeeseneeesssessssss s sessssssssssssssssssssesssesssssssssssssssssssssssssssssssssn [ JYes [ INo
4. Did SPT create a backup Plan fOr thiS SEIVICE? .............irrvrveerierereseeesissssesssessssssssssssssesssssssssssessesssssssssssssssssssssssssssssssssssssssssseessn [ lYes [INo
5. Was backup plan implemented?.............ccoou.coverrveereenrererenn [ ]Yes [ ]No 6. Did backup plan meet the individual's needs?......... [ JYes [ ]No
7. Did the individual receive a quarterly report from the FIMSA? ..ot [ JYes [ INo
8. Is individual satisfied With the SETVICES/PIOVIAEIS?.............vvvveeeeereesseeesisssseessseessssssssssssssesssessssssssesssssssssss s sssssssssassssssssssssssssssssesss [ IYes [ INo
9. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:
10CFV — CFC Consumer Directed
PAS/Habilitation Is this service authorized on the IPC? [ Iyes [ INo If yes, number of authorized units:

1. Was this service category delivered in accordance WIith IPP/IPC? ... [ JYes [ INo
2. Is this service Meeting the INAIVIAUAI'S NEEAS? ............vv..euurrveeersieeeeeseessseeesesssseeseesssses s sses s ss s ssss s s sses e s s s sse e [ ]yes [ ]No
3. Did SPT identify a need for & DACKUD PIAN?..........ovvvvveeerereevvveeseseeesssessssss s sessssssssssssesssssssssssesssssssssssssssssssssssssssssssss [ JYes [ INo
4. Did SPT create a backup Plan fOr thiS SEIVICE? ............rrvvveeierereseeesissssssssessssssssssssssssssssssssssssssesssssssssssssssssssssssssssssssssssssssssssssssnn [ lYes [INo
5. Was backup plan implemented?.............cooov.coemrrveereenseverenn [ ]Yes [ ]No 6. Did backup plan meet the individual's needs?......... [ ]Yes [ ]No
7. Did the individual receive a quarterly report from the FIMSA? ...t [ JYes [ INo
8. Is individual satisfied With the SETVICES/PIOVIAEIS?.............vvvvveeeereeeseeesissseesssessssssssssssssessessssssssesssssssssssssssssssssssssssessssssss s sssssessn [ IYes [ INo
9. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:
11PV — Consumer Directed
In-Home Respite Is this service authorized on the IPC? [ Ives [ INo If yes, number of authorized units:
1. Was this service category delivered in accordance WIith IPP/IPC? ... [ JYes [ INo
2. Is this service Meeting the INAIVIAUAI'S NEEAS? ............vv..eumerveeereieeeeseessseeesessseeeseess s s s ss e ssss e ss s sses et ss s [ ]yes [ ]No
3. Did the individual receive a quarterly report from the FIMSA?........c.ce et [ JYes [ INo
4. Is individual satisfied With the SEIVICES/PIOVIAEIS?. ...ttt ettt bbbt bttt bbbt [ ]Yes [ ]No
5. Status of services provided:

Follow-up:
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11AV — Consumer Directed

Out-of-Home Respite Is this service authorized on the IPC? D Yes D No If yes, number of authorized units:
1. Was this service category delivered in accordance WIth IPP/IPC? ..ot [ IYes [ INo
2. Is this service meeting the INAIVIAUAI'S NEEAS? .........vuiiiirieieree bbb bbb bbbt [ JYes [ INo
3. Did the individual receive a quarterly report from the FIMSA? ...ttt [ IYes [ INo
4. Is individual satisfied With the SEIVICESIPIOVIAEIS?..............rrveeeeeieeeeesesssseeessseeeseessssess s sses e sssss s ssss st ss s [ ]yes [ ]No
5. Status of services provided:

Follow-up:

13AV — LVN Nursing Services Is this service authorized on the IPC? [ lYes [ INo If yes, number of authorized units:

1. Was this service category delivered in accordance WIth IPP/IPC? ..ot [ lYes [ INo
2. Is this service meeting the INAIVIAUAI'S NEEAS? .........euiiiiiere bbb bbb bbb [ ]Yes [ INo
3. Did the individual receive a quarterly report from the FIMSA? ...ttt [ IYes [INo
4. Is individual satisfied With the SEIVICESIPIOVIAEIS?..............rrveeeeeieeeeeseessseeeessseeeseesssses s sses e sssss s ssss st ss s [ ]yes [ ]No
5. Did SPT identify a need for a backup plan fOr thiS SEIVICE? ..ot [ JYes [ INo
6. Did SPT create a hackup PIan fOr thiS SEIVICE? .........o....eeuurreveeeeiieseeeseessssesssssssesssssssssssssssessssssssssse s sssssss e sessssssss e ssssssssessssssseeens [ IYes [ INo
7. Was backup plan implemented?..............ccooovveoreemrvveresneeeens [ ]Yes [ ]No 8. Did backup plan meet the individual's needs?......... [ ]yes [ ]No
9. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:

13BV — RN Nursing Services Is this service authorized on the IPC? D Yes D No If yes, number of authorized units:

1. Was this service category delivered in accordance WIith IPP/IPC? ... [ lYes [ INo
2. Is this service Meeting the INAIVIAUAI'S NEEAS? .............o...urrveeeeeieeeeeeesseeesessssees e sses s ssss e sssss s ssss s ss s sses s s ss s sse s [ Jyes [ ]No
3. Did the individual receive a quarterly report from the FIMSA?........c.c ettt [ ]Yes []No
4. s individual satisfied With the SEIVICES/PIOVIAEIS?.............rvvvveeeereeeseeesisssessssessssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssessn [ JYes [ ]No
5. Did SPT identify a need for a backup plan for thiS SEIVICE? .........vciieriinireeer et nnes [ ]Yes [ ]No
6. Did SPT create a hackup PIan fOr thiS SEIVICE? ...............rerrevvveeieeneeessiesssesssessssssssssssssssssssesssesssssssssssssssssssssssessssssssssssesssssssesesessssnnns [ JYes [ INo
7. Was backup plan implemented?............ccoooovvvvvecieenneerveveenn. [ ]Yes [ INo 8. Did backup plan meet the individual's needs?......... [ IYes [ INo
9. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:
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13CV — RN Specialized Nursing Is this service authorized on the IPC? D Yes D No If yes, number of authorized units:

1. Was this service category delivered in accordance WIith IPP/IPC? ..ot [ lYes [INo
2. Is this service Meeting the INAIVIAUAI'S NEEAS? .............cv..urrvveereieeeeesessseesessseees s ssesesssssss e sssss s ssss s sses st ss e sses s [ ]yes [ ]No
3. Did the individual receive a quarterly report from the FIMSA?........c..c bbbt [ JYes [ INo
4. s individual satisfied With the SETVICESIPIOVIAEIS?.............vvvvveeeereeeseeesisssessssessssssssssssssessesssssssssssssssssssssesssssssssssassssssssssssssssssssssssn [ Jyes [ ]No
5. Did SPT identify a need for a backup plan for thiS SEIVICE? .........vcriericsrrieers et nnes [ ]Yes [ INo
6. Did SPT create a hackup PIan fOr thiS SEIVICE? ...............rerrevvveeieseeeessiesssesssessssssssss st sesssssssss s sssssssss s s ssssssseseseesssnnns [ JYes []No
7. Was backup plan implemented?............ccoooovvvveecieennerrvveeeesnn. [ ]Yes [ INo 8. Did backup plan meet the individual's needs?......... [ lYes [ INo
9. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:

13DV — LVN Specialized Nursing Is this service authorized on the IPC? [lves [INo if yes, number of authorized units:

1. Was this service category delivered in accordance With IPP/IPC? ..o [ JYes [ INo
2. s this service meeting the INAIVIAUAI'S NEEAS? .............currrveeeenseesseeessssssssssesssssssssssssssessessssssssesssssssssssssssssssssssssassssssssssssssssssssssssen [ ]Yes [ ]No
3. Did the individual receive a quarterly report from the FIMSA? ...t nnes [ ]Yes [ ]No
4. Is individual satisfied With the SEIVICES/PIOVIAEIS?........c. ittt ettt sttt bbbt [ ]Yes [ JNo
5. Did SPT identify a need for a backup plan for thiS SEIVICE? ...ttt [ lYes [INo
6. Did SPT create a backup PlIan fOr thiS SEIVICE? .............vvveeruureeeersiiseeeessssseesssssssssssssssssesssssssesssssssesssssssssssssss s sssssesssssssesssssesesssssss []Yes [ ]No
7. Was backup plan implemented?...........ccoooovvvvvverieeercevvveeren. [ lYes [INo 8. Did backup plan meet the individual's needs?......... [ ]Yes [[INo
9. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:

37V — Supported Employment Is this service authorized on the IPC? |:| Yes |:| No If yes, number of authorized units:

1. Was this service category delivered in accordance With IPP/IPC? ...t s sssess s sssesanas [ ]Yes [ ]No
2. Is this service meeting the INAIVIAUAI'S NEEUS? ........c.ceiiririreir ettt [ JYes [ JNo
3. Did the individual receive a quarterly report from the FIMSA? ...t [ IYes [ INo
4. Is individual satisfied With the SEIVICES/PIOVIAEIS?........c. vt s sess e se s s s s s s b s s s sn st s e s s nnes [ ]Yes [ ]No
5. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:
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48V — Transportation-Habilitation Is this service authorized on the IPC? D Yes D No If yes, number of authorized units:
1. Was this service category delivered in accordance with IPP/IPC? [ _]Yes [ ]No 2. s this service meeting the individual’s needs? [ |Yes [ |No
3. Does the Transportation PIan FEGUIFE TEVISION? ........c.iirreiiriireiieiiseisissiseisessiseissssesessssssse s ss st ss s sss st ssssss e ssessssssssssassessnses [ ]Yes [ ]No

4. Have non-waiver resources, including Medicaid transportation for medical appointments, been accessed prior to using this service? ...... []Yes [ ]No
5. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:

54V — Employment Assistance Is this service authorized on the IPC? [ lyes [ INo If yes, number of authorized units:

1. Was this service category delivered in accordance With IPP/IPC? .........ccuveicsieisssisissere s ssssssssssssssssssssssssssssesssssssssssssssssnes [ ]Yes [ ]No
2. Is this service meeting the INAIVIAUAI'S NEEUS? ........c.cri ittt bbbt s b [ ]Yes [ ]No
3. Did the individual receive a quarterly report from the FIMSA? ... nnes [ ]Yes [ ]No
4. Is individual satisfied With the SEIVICES/PIOVIAEIS?........c. et s et e s sttt s st s e e s s nnes [ JYes [ JNo
5. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:
61V — Cognitive Rehabilitation
Therapy Is this service authorized on the IPC? D Yes D No If yes, number of authorized units:
1. Was this service category delivered in accordance With IPP/IPC?.............v..erevveeerevsesessesssssssssssssssssssssssssssssssssssssssssessssssssssssssssessssss []Yes [ ]No
2. s this service meeting the INAIVIAUAI'S NEEAS? ...............uurrvveeeresseeeseeessisessesssesssssssssssssssssssssssssssessssssssssssssssssssssssessssssssssssssssssssssss [ ]Yes [ ]No
3. Did the individual receive a quarterly report from the FIMSA?........ciiicerece s [ ]Yes [ ]No
4. Is individual satisfied With the SEIVICES/PIOVIAEIS? ... ittt s ettt s b [ JYes [ ]No

5. Document the progress on each service, goal or objective as indicated on the IPP:

Follow-up:

Support Management

1. Did the individual request thiS SEIVICE 0N thE IPC............crrrvveeeeesseeeseeesisesssesssessssssessssssssesssssssssssessesssssssssessesssssssssessesssssssssssssessseess [ ]Yes [ ]No

2. Did the individual receive the traiNiNg FEIUESLEA? .........c. ittt []Yes [ ]No
Follow-up:

57V — Support Consultation Is this service authorized on the IPC? |:| Yes D No If yes, number of authorized units:

1. Did the support advisor deliver services based on needs and request of the INAIVIAUAI?...........ccvveeerrreesee e [ ]Yes [ ]No

2. Is the support advisor meeting the INAIVIAUAI'S NBEAS? ..o [ lYes [INo

Follow-up:
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57CFV — CFC Support Consultation Is this service authorized on the IPC? D Yes |:| No If yes, number of authorized units:

1. Did the support advisor deliver services based on needs and request of the INAIVIAUAI?...........cc.veeeeinnicesicie e [ ]Yes [ ]No
2. Is the support advisor meeting the INAIVIAUAI'S NEEAS? ..ot [ JYes [ INo
Follow-up:
63V — Financial Management
Services Is this service authorized onthe IPC? [ ]Yes [ INo If yes, number of authorized units:
1. Did the FMSA provide financial management services in accordance With the IPP/IPC? ... [ IYes [ INo
2. IS FMSA Meeting the iNGIVIAUAI'S NBEAS? ...........covveeeereeeeioeeseeessssssessesssssssssssssssssesssssssssssssessssssssssssssesssssssssssssss s ssessssssssssssssssseensees [ JYes [ JNo
For Item 3 and 4: If yes, what changes/problems have occurred? If no, explain what measure were taken to acquire the information.
3. Did the FMSA provide a report to the employer at least quarterly for each CLASS CDS SEIVICE? ....cevviviiivvcecesisissess e [ ]Yes [ ]No
4. Did the FMSA provide a report to the CLASS case manager at [ast QUAMENY? ... ensenes [ves [ INo
5. Has the FMSA reported any concerns or problems thiS QUAMEI? ..ottt [ lYes []No
If yes, provide explanation.
6. Is the individual satisfied with the financial management services provided by the FMSA? ... [ ]Yes [ ]No
If no, provide explanation.
Follow-up:
63CFV — CFC Financial Management Services
Is this service authorized on the IPC? D Yes |:| No If yes, number of authorized units:
1. Did the FMSA provide financial management services in accordance With the IPP/IPC?.........conninncinesese s [ lves [ INo
2. 1S FMSA Meeting the iINAIVIAUAI'S NEEAS? ............vvvvvveeeeerseceeeosssesssssesssssssssssesssssssssssssssesssssssssssesssessssssssssssssssessssessssssssssssssssssssssss [ ]Yes [ ]No
For Item 3 and 4: If yes, what changes/problems have occurred? If no, explain what measures were taken to acquire the information.
3. Did the FMSA provide a report to the employer at least quarterly for each CLASS CDS SEIVICE? ......cuvvvrreriiniriernriieesseeisesseessesessssanees [JYes [INo
4. Did the FMSA provide a report to the CLASS case manager at [east QUAMEITY? ... [ lYes [INo
5. Has the FMSA reported any concerns or problems thiS QUAMEI? .........cccovierrceiiesiscesesss st sssssensesesssses [ ]Yes [ ]No
If yes, provide explanation.
6. Is the individual satisfied with the financial management services provided by the FIMSA? ... [ lYes []No

If no, provide explanation.

Follow-up:
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