[image: image1.png]






This amendment must be used to modify services previously authorized on a Plan of Care (POC) because of a change of circumstances related to the health, safety, and welfare of the recipient; or the recipient needs an increase or decrease in the number of service units approved in the POC or a previous amendment. 
Amendment Description
Describe the change in recipient’s life that requires or justifies the need for the change of services requested in this amendment.
Summary of Non-Habilitative Waiver Services
List and fully describe all changing non-habilitation services.  

NOTE: These services should clearly and concisely communicate the strengths, needs, desires and plans for the recipient in such a manner that a provider could pick up the document and use it as a working tool to provide uninterrupted services. 

 Non-Habilitative Services (Copy & paste additional table rows as needed for each service requested)
	Service
	Provider Agency & Contact Phone#
	Specific Service Frequency

(Minimum of weekly unit average)
	Total Service Duration

(Exact # of weeks or date range)

	
	
	
	


Description/justification of service that will meet recipient needs identified in Section III: 

 Expected outcome(s): 
Do any providers for this service reside with the recipient?
  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Are any of the providers for this service related to the recipient? 
  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    

If yes to either question, identify by name & describe relationship:

Summary of Habilitative Waiver Services (with Goals & Objectives)
List and fully describe the changing services that will be provided to meet the needs of the individual.  The habilitative services provided along with the corresponding skill development should be linked to the needs identified in the profile and assessments. Goals should have distinct methodology/procedures described, including parties responsible for implementation. One goal may be implemented across other services to assure continuity of services.  The objectives must be measurable. Data collected, and how objectives will be measured, must be clearly described and made available for review upon request.  

NOTE: These services should clearly and concisely communicate the strengths, needs, desires and plans for the recipient in such a manner that a provider could pick up the document and use it as a working tool to provide uninterrupted services. 

Refer to the definition of habilitative services when writing narrative.

Definition: Habilitative services support the person to acquire, build or retain skills in the following areas,    

including but not limited to: Mobility/Motor skills, Self care/ Personal Living, Communication, Learning, Self direction/Social skills, Living skills/ Community Living, Economic self-sufficiency/ Vocational skills. Habilitative services support self-help, socialization and adaptive skills aimed at raising the level of physical, mental, and social functioning of an individual.

Habilitative Services (Copy & paste additional table rows as needed for each service requested)

	Service
	Provider Agency & Contact Phone#
	Specific Service Frequency
(Minimum of weekly unit average)
	Total Service Duration
(State exact # of weeks)

	
	
	
	


Description/justification of service that will meet recipient needs identified in Section III: 

Do any providers for the service listed reside with the recipient?

 No
 Yes


Are any of the providers for this service related to the recipient?

 No
 Yes


If yes to either question, identify by name & describe:

I. Goal (habilitative services) related to this service:

Is this goal:
 Continued
Revised
New 

List objectives (steps of skill development or maintenance) which the person will use to reach the goal above. 

a) List methodology/intervention for each objective. Indicate how supports will teach the skill(s). 

b) Indicate how data will be recorded and measured for each objective. 

c) Indicate how the objective(s) will be reviewed and evaluated, including frequency and duration of evaluation. 
What position(s) within the agency will be responsible for providing the supports for the above objectives? 

 FORMCHECKBOX 
Providing agency certifies that the group home site is not requesting separate reimbursement for day 

     habilitation service or any service provided by another resident of the group home. 

 FORMCHECKBOX 
Providing family home habilitation site is not requesting reimbursement for any other waiver services. 

 FORMCHECKBOX 
Providing agency certifies that the services of in home support habilitation or supported living habilitation 

     are provided on a one to one basis. 

 FORMCHECKBOX 
Providing in home support agency is not requesting reimbursement for any other waiver service provided by 

     another resident of the home or by the primary unpaid caregiver. 
Out-of-Home Residential Services 
Any recipient receiving waiver or grant funded out-of-home residential services (including residential supported living, group home, or family habilitation) must complete this section. The description of services and expected outcomes must be based on the recipient’s needs in the amendment description.   

Name, phone, and email of residential facility or family habilitation provider:

Admission Date:
Description of staffing pattern, including how live-in and shift staff are scheduled:   

Is this a state licensed home and is the license current as of the POC Start Date?  
 
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 
 
Does this recipient’s placement meet regulatory requirements for this licensed home?
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

(i.e.: maximum number of persons in home, receiving care, child versus adult license, waiver type eligible for this service etc.)
	Need
	Service Provided by Residential Provider 

Include frequency & duration
	Expected Outcome

(If item covered in goal/objective, indicate)

	Nutrition, Eating, Feeding
	
	

	Bathing/Hygiene, Grooming
	
	

	Toileting/Incontinence
	
	

	Skin Care
	
	

	Dressing
	
	

	Mental Status, orientation, memory, behaviors
	
	

	Medication Management/

Supervision/Assistance
	
	

	Laundry/Chores
	 
	

	Mobility/Ambulation,

Safety
	
	

	Socialization
	
	

	Other Needs (e.g.: weight, vital signs, treatments, skin/wound care, etc.)
	
	

	Other Needs (e.g.: monitor seizure activity, chest pain, etc.)
	
	

	Transportation/Medical Appointments
	
	

	Communication with other caregivers 
	The care coordinator, team members, and physician are kept informed of changes in recipient’s condition.  The residential provider, caregivers, and family will provide needed information.
	Care coordinator, team members, and physician are able to respond to changes in recipient condition.


	Signatures
This Plan of Care Amendment has been carefully coordinated with the active involvement of the recipient served.  It has been explained that the intended purpose of this plan is to help the recipient maximize his/her independence and lead a fulfilling life.  Necessary personnel, and the recipient served, will be involved in the evaluation of this plan’s continuing appropriateness.  It has been explained that each member of the planning team will receive, or have access to, a copy of the final Plan of Care and its amendments.  
By signing below, I certify that the information included in this Plan of Care Amendment is true and accurate to the best of my knowledge.

	

	

	Recipient Signature                     Date                                       Parent or Legal Representative                    Date

	

	Care Coordinator                         Date                                       HCB Agency Representative                       Date



	HCB Agency Representative       Date                                       HCB Agency Representative                       Date  



	Other Planning Team Member    Date                                       Other Planning Team Member                    Date

Other Planning Team Member    Date                                       Other Planning Team Member                    Date

Other Planning Team Member    Date                                       Other Planning Team Member                    Date

Two witnesses are required if recipient signs with an X.   The Care Coordinator may not serve as a witness.



	Witness #1 Signature                           Printed Name                                           Relationship                       Date

	

	Witness #2 Signature                           Printed Name                                           Relationship                       Date 

STATE USE ONLY

Amendment processed for prior authorization

	_________________________________________________________________________________________________________________________________

DSDS Representative                                        Position                                   Date  
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To be completed by Care Coordinator:





Recipient Name: ___________________________________________________________


CC Name: ________________________________________________________________


CC Agency Name: __________________________________________________________


POC Type:  	 _____   ALI - Alaskans Living Independently 


                         _____   APDD - Adults with Physical and Developmental Disabilities 


                          _____   CCMC - Children with Complex Medical Conditions


                          _____    IDD - Individuals with Intellectual and Developmental Disabilities


                          _____   Grant


Amendment Effective Date __________ 





Submitted within 10 days of the requested change? _____Yes		_____No


* If the request is later than 10 days after the increased change, include documentation of unusual circumstances that meets the standards set forth in policy. 








Date Stamp Here:





Date Stamp Here:
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