State of Alaska ● Department of Health and Social Service ● Division of Senior and Disabilities Services
Appendix K- Person Centered Support Plan Request

Recipient Name (Last, First): 							 Harmony ID: 				
Plan Start Date: 				Plan End Date: 			
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State of Alaska ● Department of Health and Social Service ● Division of Senior and Disabilities Services


Appendix K COVID-19 Person Centered Support Plan Request 

To be completed by Care Coordinator:

Recipient Name (Last, First):							Harmony ID: 			
CC Name: 				         		  CC Agency Name: 					
Waiver Type (check box):
☐ALI - Alaskans Living Independently 
☐APDD - Adults with Physical and Developmental Disabilities 
☐CCMC - Children with Complex Medical Conditions
☐IDD - Individuals with Intellectual and Developmental Disabilities
☐ISW - Individualized Support Waiver
During the Emergency Declaration period for COVID-19 in the State of Alaska (beginning March 11, 2020), this form may be used to:
1. Request that a recipient’s person centered support plan be extended for one year with the existing approved services.  Renewal support plans requesting changes need to be submitted using the regular process;  AND/OR 
2. Request amendments to the person centered support plan in response to needs brought about by the COVID-19 emergency.  Amendments not due to COVID-19 need to be submitted using the regular process. 

Submission Date				
Was this request submitted within 30 business days of the change?		☐Yes		☐No*
* If the request is later than 30 business days after the change, document the reason below:



Section A –Care Coordinator Increased Service and/or Support Plan Extension and/or Support Plan COVID Amendment:
☐  The Care Coordinator is requesting the additional monthly care coordination payment based on the increased needs of this recipient due to the COVID-19 emergency.  Case notes must reflect all additional monthly contacts and work on behalf of the recipient. The appropriate Uni-14 form indicating two units of monthly care coordination must accompany this Appendix K COVID-19 Person Centered Support Plan Request, even if no other changes are requested at this time.  The request for the supplemental monthly care coordination fee does not trigger a need to complete Section B below.

☐  Apart from possible modifications due to COVID-19, the recipient is not requesting any changes/amendments to their Support Plan services and would like to extend the approval of same services for one year.  Please skip to Section C (Attestation and Signatures) if COVID-related modifications to services are not also being requested.
☐A regular Uni-14 or Uni-14A Services Overview and Cost Sheet (to extend the current support plan with no changes) is attached.
  
☐  The recipient is requesting modifications to the current services in their Support Plan based on needs arising from the COVID-19 emergency as documented in Section B.  Changes will be approved for the Emergency Declaration period.  
☐A COVID-19 Uni-14 or Uni-14A Services Overview and Cost Sheet for COVID-related changes to a support plan (based on Section B below) is attached.





Section B – Request for Modification of Support Plan due to COVID-19:

[bookmark: _GoBack]☐  For ALL waivers: The recipient is requesting to temporarily exceed service limitations of Chore and Respite services(s).  Based on needs related to COVID-19 contagion or social distancing mandates (self-isolation or quarantine).  
	Service
	Provider Agency & Contact Phone #
	Specific Service Frequency
(Estimated units per period)
	Total Service Duration


	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	


Describe the increased Respite and/or Chore services that will be provided to meet the changed needs of the recipient:





Do any providers for the service listed reside with the recipient?		☐Yes		☐No
Are any of the providers for this service related to the recipient?		☐Yes		☐No
(Employment of family members who are individuals with a legal duty to support is allowable by provider agencies under Appendix K for Chore and Respite.  Providers complete all regular hiring paperwork and note exception in recipient files).

☐  For ALL waivers: The recipient is requesting to temporarily receive services in an alternate setting due to the need to comply with social distancing or COVID-19 contagion (self-isolation or quarantine).
	Service
	Provider Agency & Contact Phone #
	Specific Service Frequency
(Estimated weekly unit average)
	Total Service Duration
(Estimated # of weeks)

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	


Describe the services that will be provided in an alternate setting to meet the current needs of the recipient: 





Do any providers for the service listed reside with the recipient?		☐Yes		☐No
Are any of the providers for this service related to the recipient?		☐Yes		☐No
(Employment of family members who are individuals with a legal duty to support is allowable by provider agencies under Appendix K for Chore and Respite.  Providers complete all regular hiring paperwork and note exception in recipient files).


☐  For ALL waivers: List the minor adjustments (such as changing Group to Individual or Congregate to Home Delivered Meals) to existing approved services, that do not affect a recipient’s goals and objectives or service type or level.
	Service
	Provider Agency & Contact Phone #
	Specific Service Frequency
(Estimated weekly unit average)
	Total Service Duration
(Estimated # of weeks)

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	


Describe the minor adjustment to each service to meet the recipient’s current needs:






☐  For ISW Only:  The recipient would like to request a temporary cost limit increase (no more than $5000) due to being treated for COVID-19 or if their primary caregiver is quarantined from the waiver participant, as reported through Central Intake, and there is no other unpaid caregiver available.  (This request may be made in addition to an already existing override provision or may be made as a request based on the COVID-19 criteria.)
	Service
	Provider Agency & Contact Phone #
	Specific Service Frequency
(Estimated weekly unit average)
	Total Service Duration
(Estimated # of weeks)

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	


Describe the changing or additional services that will be provided to meet the COVID-19 needs of the recipient:









Section C – Planning Team / Attestation / Signatures:

This Appendix K COVID-19 Support Plan Request has been coordinated with the active involvement of the recipient served.  It has been explained that the intended purpose of this amendment to or extension of the Support Plan is to help the recipient during duration of the COVID 19 Emergency Declaration.  Each person/agency signing this amendment will be provided with a copy of the approved Appendix K COVID-19 Support Plan Request.

By signing below, I attest that the information included in this Appendix K COVID-19 Support Plan Request is true and accurate to the best of my knowledge.  I have been informed of any familial or business relationship between the care coordinator and any HCB provider.   

If a signature is unable be obtained at the time of submission, the Care Coordinator must describe how the intended signer was provided the information and how they indicated their consent to the plan.  The signature must be obtained at a later date and submitted to Senior and Disabilities Services at the time of the next support plan renewal or within 12 months, whichever is sooner.

								
Care Coordinator Signature			Date

								
Recipient Signature				Date 		

								
Parent or Legal Representative Signature	Date
If a signature was not obtained, please describe the method used to participate in the planning meeting and provide consent for this Support Plan.


															
HCB Agency Representative Signature	Date			Printed Name			Agency Name

															
HCB Agency Representative Signature	Date			Printed Name			Agency Name

															
HCB Agency Representative Signature	Date			Printed Name			Agency Name

															
HCB Agency Representative Signature	Date			Printed Name			Agency Name
If a signature was not obtained, please describe the method used to participate in the planning meeting and provide consent for this Support Plan.



STATE OF ALASKA USE ONLY
This plan has been processed for prior authorization.

															
DSDS Representative					Position						Date		
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