SECTION IV:
Monitoring Plan and Provision of Direct Service 
PROVIDER MONITORING PLAN

	A.
	B.
	C.
	D.
	E.
	F.
	G.

	Prov. Code
	Community Service Providers & Funded Services
	Counties Served
	Monitoring Agency*
	Schedule for 

Programmatic Review**
	Schedule for 

Unit Verification***
	Schedule for 

Fiscal Review****

	
	
	
	
	11/12
	12/13
	13/14
	14/15
	11/12
	12/13
	13/14
	14/15
	11/12
	12/13
	13/14
	14/15

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


*Identifies assessment responsibilities for the Area Agency on Aging (AAA) and the NC Division of Aging and Adult Services (including PCR monitoring of DSSs and DAAS monitoring of direct services).

**Scheduled as needed but at least once every three years; *** Scheduled as needed but at least every other year; **** Scheduled as warranted by annual risk evaluations.
PROVISION OF DIRECT SERVICES


1. Name of the Organization: ____________________________Area Agency on Aging
             Fiscal Year:___________

2. Summary of Service Information:

	
	
	
	Nature of Request

	Name of Service
	Service Code
	Affected Counties
	New
	Continuation

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


By signing below the AAA Director is affirming that affected local interests (e.g., Board of County Commissioners, local HCCBG planning committee) agree with this plan for services.

________________________________
___________________

Area Agency on Aging Director


Date



Provision of Direct Services (Continued)
The information requested below is required for each service that the Area Agency on Aging requests approval to provide directly.

Name of the Organization: __________________________________Area Agency on Aging

Name of Service: _______________________________
Service Code:___________
FY: _______

1. Budget:

A. For non-unit activities (including health promotion, medication management, senior center outreach, senior center general purpose, and the family caregiver support program), attach a line-item budget identifying all personnel involved, salaries, fringe, travel, equipment, indirect cost rate, and other expenses.  

B. For unit-producing activities, funded by the HCCBG, attach the Provider Services Summary (DOA-732) and the Service Cost Computation Worksheet (DOA-732A).

2. Complete and attach Form DOA-733 describing the method for targeting low-income minority and rural persons.

3. Discuss why this service is needed in the region:

4. Describe the efforts made to cultivate new or existing contractors to provide this service, the results to date, and plans for the upcoming year:

5. For non-unit producing activities only (item #1A above) provide a brief narrative of the planned service and activities.

__________________________
__________
  Approved   Not Approved  _____________________________     _________

Area Agency on Aging Director

Date


(circle one)

Director, NC DAAS
 
   Date
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