Department of Health and Hospitals - Office of Aging and Adult Services - Plan of Care (POC) Revision Request


	Revision #:      
	Date of Request:                   

	Type of Revision:       FORMCHECKBOX 
Routine         FORMCHECKBOX 
Emergency

	Participant Name:                      

	Medicaid #:                        

	Participant SSN:                        
	POC Begin Date:                        
	POC End Date:                     

	Support Coordination (SC) Agency: 
                     
	SC Phone #: 
                       

	Type of HCBS Waiver:  FORMCHECKBOX 
 ADHC   FORMCHECKBOX 
 EDA  
	Type of Change:   FORMCHECKBOX 
 Direct Service Provider   FORMCHECKBOX 
Status Change   FORMCHECKBOX 
 SHARe units of Services 
         FORMCHECKBOX 
 Environmental Accessibility Adaptation  FORMCHECKBOX 
 Additional Services   FORMCHECKBOX 
 Schedule Change

	Justification for Revision:                         


	ADLs, IADLs and OTHER SUPPORTS/SERVICES (List only task affected by this revision request, if applicable.)

	ADL/IADL/

Other Services/

Supports
	Needs Assistance

No/Yes
	Current Support
	Type of Support Required & Preferences 
	Frequency & Duration of 

Paid Supports (Days & 
approximate length of 
time required)

	     

	                       
	                       
	                       
	                       

	     

	                       
	                       
	                       
	                       


	     

	                       
	                       
	                       
	                       



	PARTICIPANT ASSESSMENT PROTOCOLS (CAPs) SUMMARY (If applicable)

	Triggered CAPs that initiated the 

Change.
	Planning CAP

Yes/No – Participant 

declined intervention 

at this time.
	Identified Issue/
Concern
	How is issue/concern currently

addressed? What resources

are available? 

What else is needed to 

address concern/issue if anything?
	Intervention/

Strategies
	What is anticipated 

outcome? 

	                      

	     
	                       
	                       
	                       
	                       


	                       
	     
	                       
	                       
	                       
	                       

	                       
	     
	                       
	                       
	                       
	                       

	                       
	     
	                       
	                       
	                       
	                       

	                       
	     
	                       
	                       
	                       
	                       

	                       
	     
	                       
	                       
	                       
	                       


	Day of Week:
	Sunday
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday

	1ST Expected 

Arrival Time/Day →
	     
	     
	     
	     
	     
	     
	     

	1ST Anticipated 

Departure Time/Day →
	     
	     
	     
	     
	     
	     
	     

	
	
	
	
	
	
	
	

	2ND Expected 

Arrival Time/Day →
	     
	     
	     
	     
	     
	     
	     

	2ND Anticipated 

Departure Time/Day →
	     
	     
	     
	     
	     
	     
	     

	
	
	
	
	
	
	
	

	
	LT-PCS
	CS-1
	CS-2
	CS-3
	LT-PCS
	CS-1
	CS-2
	CS-3
	LT-PCS
	CS-1
	CS-2
	CS-3
	LT-PCS
	CS-1
	CS-2
	CS-3
	LT-PCS
	CS-1
	CS-2
	CS-3
	LT-PCS
	CS-1
	CS-2
	CS-3
	LT-PCS
	CS-1
	CS-2
	CS-3

	Daily Total # of LT-PCS 

& CS Hours →
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Daily Total # of LT-PCS 
& CS Units →
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Weekly SHARe 

Allocations →
	LT-PCS:      __Hrs X 4 =     ____Units    EDA-CS for 1:      ___Hrs X 4 =     ___Units    EDA-CS for 2:      __Hrs X 4 =     ___Units    EDA-CS for 3:      __Hrs X 4 =     ___Units

	
	                                 

	Tasks To Be Completed↓

Indicate Task/Service 

Type To Be Completed 

Each Day W/Check Mark →
	LT

P

C

S
	C

S

1
	C

S

2
	C

S

3
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C

S
	C
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1
	C

S

2
	C

S

3
	LT

P

C

S
	C

S

1
	C

S

2
	C

S

3
	LT

P

C

S
	C

S

1
	C

S

2
	C

S

3
	LT

P

C

S
	C

S

1
	C

S

2
	C

S

3
	LT

P

C

S
	C

S

1
	C

S

2
	C

S

3
	LT

P

C

S
	C

S

1
	C

S

2
	C

S

3

	Eating
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Bathing
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Dressing
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Grooming
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Transferring
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Ambulation
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Toileting 
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Light Housekeeping
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Food Preparation & Storage
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Grocery Shopping
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Laundry
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Medication Reminders
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Assist To Sched Med Appts
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Assist To Arrange Med Trans
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Accompany To Med Appts
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Supv/Assist W/Health Tasks
	
	     
	     
	     
	
	     
	     
	     
	
	     
	     
	     
	
	     
	     
	     
	
	     
	     
	     
	
	     
	     
	     
	
	     
	     
	     

	Supv/Assist W/Comm Tasks
	
	     
	     
	     
	
	     
	     
	     
	
	     
	     
	     
	
	     
	     
	     
	
	     
	     
	     
	
	     
	     
	     
	
	     
	     
	     

	Supv/Assist For Safety
	
	     
	     
	     
	
	     
	     
	     
	
	     
	     
	     
	
	     
	     
	     
	
	     
	     
	     
	
	     
	     
	     
	
	     
	     
	     

	Service Type
	Provider Name
	Provider #
	Procedure Code
	# of Units
	Cost Per Unit
	Total Cost
	Start Date
	End Date

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	Total weekly LT-PCS Costs:

     
	Total Annual LT-PCS Costs:

     
	Total Annual Waiver Costs:

     
	Total Annual Cost (LT-PCS + Waiver):

     

	This participant’s schedule is subject to change depending on the participant’s preferences and fluctuations in his/her personal schedule.  

Therefore this document shall not be used for audit or monitoring purposes.  Weekly allocations are to be used flexibly, in accordance with the 

participant’s preferences and personal schedule within the week that begins on Sunday @ 12:00 a.m. and ends on the following Sunday @ 12:00 a.m.

Allocations are to be used within the prescribed week only.  Unused portions of a weekly allocation cannot be saved or borrowed from one week for 

use in another week.  Total hours used within the week may not exceed the weekly allocation.

	Support Coordinator Signature:
	Date Signed: 

	Reviewing Support Coordinator Supervisor Signature: 
	Date of Review:

	I have reviewed the services contained in this plan of care revision request. I choose to accept this plan as revised instead of the alternatives 

explained or offered to me. I understand that it is my responsibility to notify the Support Coordinator of any changes in my status which might affect the effectiveness of this program. I further agree to notify the Support Coordinator of any change in my income which might affect my financial eligibility. I understand that I have a right to accept, or to refuse all or part of the services identified in this revision request to my plan of care. 

 FORMCHECKBOX 
 I accept this revision request to my plan of care as written.   FORMCHECKBOX 
 I do not accept this revision request to my plan of care as written.  

X_________________________________________________________           ____________________________

 FORMCHECKBOX 
Participant’s Signature    FORMCHECKBOX 
Personal Representative’s Signature                      Date

	I agree to provide the supports identified in this revision form.  (All providers need to sign below.)   

Provider Representative Printed Name, Title & Signature:                                                                                                Date:



	OAAS or DESIGNEE PLAN OF CARE (POC) ACTION

	Date POC Revision Request Accepted as Complete:
	 FORMCHECKBOX 
This POC Revision Request is approved.
	Approval Date:

	 FORMCHECKBOX 
This POC Revision Request meets health and welfare needs of the person.
	POC Revision Begin Date: 
	POC End Date: 

	 FORMCHECKBOX 
This POC Revision Request is denied.
	Denial Reason: 



	 FORMCHECKBOX 
This POC Revision Request was referred to Service Review.
	Date: 
	Findings: 


	OAAS or Designee Authorized Representative’s Signature:                                                  


	Date: 


Re-issued September 18, 2009 Replacing All Previously Issued






      OAAS-PF-09-005
Page 1 of 4

