OPTIONAL Justification for AD/CD Personal Assistance Hours

Name:                                                      Medicaid #                               ISP Start:              End: ______                                                                 
	


	Risks (Identified and Potential): If a box is checked, describe each risk that applies and the frequency that it occurs. 1=regularly, 2=often, 3=sometimes, 4=rarely. This information will be essential for formulating support instructions in the Plan for Supports. Please include date of the most recent occurrence.

	Identified or Potential Risk
	Frequency
	Date of recent occur.
	Identified or Potential Risk
	Frequency
	Date of recent occur.

	☐ Pressure Injury

	
	
	☐ Aspiration Pneumonia
	
	

	Describe support need:

	Describe support need:

	[bookmark: _Hlk208585444]☐ Fall with Injury

	
	
	☐ Dehydration
	
	

	Describe injury and support need:

	Describe support need:

	☐ Bowel Obstruction

	
	
	☐ Sepsis
	
	

	Describe support need:

	Describe support need:

	☐ Seizure

	
	
	☐ Community Safety Risks
	
	

	Describe support need:

	Describe support need:

	Current Health Status (include therapies and special medical procedures/protocols): 



	Routine Support: If a box is checked, briefly describe the support need and enter the hours and minutes estimated for the support in each area. This information will be essential for formulating support instructions for the Plan for Supports. Provide the daily time for each task to be completed rounded to the nearest 15 minutes. 

	Support


	Hours
	Min.
	Support
	Hours
	Min.

	☐ Adaptive Equip/Durable Medical Equip 
	
	
	☐ Bathing
	
	

	Describe needs:

	Describe needs:

	☐ Communication support

	
	
	☐ Dressing
	
	

	Describe needs:

	Describe needs:

	☐ Restroom support
	
	
	☐ Personal hygiene/feminine care
	
	

	Describe needs:

	Describe needs:

	☐ Positioning/transferring

	
	
	☐ Personal appearance
	
	

	Describe needs:

	Describe needs:

	☐Housekeeping activities 

	
	
	☐ Medication use/medical needs
	
	

	Describe needs:


	Describe needs:

	☐ Laundry

	
	
	☐ Shopping
	
	

	Describe needs:


	Describe needs:

	☐ Meal planning/prep/eating

	
	
	☐ Banking/money management
	
	

	Describe needs:


	Describe needs:

	☐ Medical appointments

	
	
	☐ Transportation
	
	

	Describe needs:

	Describe needs:

	☐ Social/recreational/community activities/meetings
	
	
	☐ Crisis plan (written and attached)
	
	

	Describe needs:

	Describe interventions:

	Total Hours Requested for Routine Support:

	_______hours


	Identified or Potential Risk
	Frequency
	Date of recent occur.
	Identified or Potential Risk
	Frequency
	Date of recent occur.

	☐ Self-Harm

	
	
	☐ Elopement
	
	

	Describe support needs:

	Describe support needs:

	☐ Lack of Safety Awareness

	
	
	☐ Substance Abuse
	
	

	Describe support needs:

	Describe support needs:

	☐ Suicidal ideations

	
	
	

	Describe support needs:

	

	Supervision Support Supervision or “safety supports” is an allowable activity for personal assistance when the purpose is to actively monitor the well-being of an individual who requires and has a documented need for the physical presence of the assistant/CD employee to ensure the individual’s safety during times when no other support system is available.  Provide the daily time for supervision rounded to nearest 15 minutes. 

	☐ Supervision Supports (describe):

	Hours
	Minutes

	Total Hours Requested for Supervision Support:

	
________hours

	Total Hours Requested:

	Total Hours Requested for Personal Assistance (Combined hours for risk mitigation, routine support, and supervision): 
_______hours

	Additional Comments:


Note: DMAS will not reimburse for services rendered to or for the convenience of other members of the individual’s household.


Completed by: ___________________________________ Date completed: _________


INSTRUCTIONS FOR COMPLETION 


AGENCY & CONSUMER-DIRECTED SERVICES OPTIONAL TOOL USED FOR THE INITIAL AND REASSESSMENT VISITS

FUNCTIONAL STATUS OF FORM: May be completed in detail on the initial visit and during the six-month reassessment visit. All risks and routine support that apply should be reviewed during the initial assessment. The recipient’s level of dependence with an ADL/IADL should be noted by placing a check mark and/or note in the boxes that apply. Apply the definitions provided when assessing the recipient and completing this section. If there is any doubt about the recipient’s ability to perform a task, the CDSF should ask the recipient to demonstrate the completion of that task. This information will be essential for formulating support instructions in the Plan for Supports.
“No Assistance” means no help is needed.
“Prompting/Structuring” means prior to the completion of the action(s) described in the item, some verbal direction and/or some rearrangement of the environment is needed.
“Supervision” means that a helper must be present during the completion of the action(s) described in the item and provide only verbal direction, gestural prompts, and/or guidance.
“Some Direct Assistance” means that a helper must be present during the completion of the action(s) described in the item and provide some physical guidance/support; individual is able to complete some/a action step/s. 
“Total Assistance” means that a helper must perform all, or nearly all the action(s) described in the item.
“Rarely” means that the behavior occurs quarterly or less.
“Sometimes” means that a behavior occurs once a month or less.
“Often” means that a behavior occurs 2-3 times a month.
“Regularly” means that a behavior occurs weekly or more.
“Actively” refers to ongoing, engaged, and deliberate supervision aimed at monitoring the well-being of the individual and ensuring their health and safety while being physically present and involved in their care.
IDENTIFIED/POTENTIAL RISK: Note known risks occurring at time of planning meeting. Include date of last occurrence and the frequency of risk and need for mitigation. If any factor under a risk is selected, it becomes a risk that must be addressed until a Qualified Health Professional (QHP) confirms or rules it out. If a risk is noted in this document and not found in the Essential Supports section of the ISP, SF must work with the individual’s team and individual or their SDM to ensure that documentation correctly reflects the individual’s care needs.
CURRENT HEALTH STATUS/CONDITION: Note information such as weight loss or gain (if pertinent), medication changes, MD visits, including for what reason, and whether the recipient’s condition has improved, declined, or remained stable. 
CURRENT MEDICAL NURSING NEEDS: Include any information that should be monitored such as blood sugar levels, wounds, weight loss, malnutrition, dehydration, respiratory distress, immobility issues, circulatory problems, bloodwork for medication adjustments. 
THERAPIES / SPECIAL MEDICAL PROCEDURES/PROTOCOLS: This should be addressed in the initial assessment. Therapies may include PT, ST, and OT while special medical procedures may include range of motion, bowel and bladder programs, and wound care. 

ROUTINE SUPPORT: Check all routine support that apply and provide the daily time for each task to be completed rounded to the nearest 15 minutes. 
MEDICATION USE/MEDICAL NEEDS: It should be noted who administers the recipient’s medications. 
CRISIS PLAN: Does the individual have a crisis plan written by a licensed professional that staff should follow. Attach plan to POC. 
TOTAL HOURS REQUESTED FOR ROUTINE SUPPORTS: This section will include the time it takes to mitigate both potential and identified risks and reflect the daily time for routine support rounded to the nearest 15 minutes. The time it takes to monitor, provide reminders, and physically support the individual while they avoid risks should be considered when the amount of time needed to support the individual is requested. The individual must require assistance with ADLs, reminders to take medication or other medical needs, or with monitoring his or her health status or physical condition. While assistance with IADLs may be included when specified in the Plan for Supports as needed by the individual, personal assistance for IADLs will only be authorized when the individual requires assistance with ADLs.
RISK MITIGATION: Step-by-step support that includes monitoring, providing reminders, and physical support to the individual while they avoid identified and potential risks. The person’s preferences and participation should be included.
SUPERVISION SUPPORTS: Section should be completed in detail. Any changes to the hours on the Plan of Care or the support system should be noted. 
TOTAL HOURS FOR SUPERVISION SUPPORTS: This should reflect the daily time for supervision rounded to the nearest 15 minutes. Supervision or “safety supports” is an allowable activity for personal assistance when the purpose is to monitor the well-being of an individual who requires and has a documented need for the physical presence of the assistant/CD employee to ensure the individual’s safety during times when no other support system is available. 
NO OTHER SUPPORT SYSTEM AVAILABLE: If natural support is present, supervision is not reimbursable, and supervision/safety support will not be authorized for family members to sleep nor for family members who operate a business or work from home unless the individual cannot be left alone due to documented safety issues or wandering risk.
TOTAL WEEKLY HOURS REQUESTED FOR PERSONAL ASSISTANCE: This should reflect the total hours (combined hours for risk mitigation, routine support, and supervision) on the current Plan of Care. 
LEGALLY RESPONSIBLE INDIVIDUALS: LRI caregivers will not be reimbursed for providing instrumental ADLs or supervision. Providers are required to document the need for extraordinary care during the person-centered planning process. Personal Assistance may only be used to address extraordinary needs beyond typical parental responsibilities. Tasks that are routine or age-appropriate are not reimbursable.

ATTACH THIS OPTIONAL SUPPLEMENTAL DOCUMENT TO THE POC 
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