SECTION 11

COMPLETING THE
PLAN OF CARE FORM




LOCATION OF THE PLAN OF
CARE FORM

The plan of care form can be found on the web at
http://www.ncdhhs.gov/dma/formsprov.html#capc.

On the web, the plan of care form is divided into two
sections. You will need both sections. They are titled
‘CAP/C Cost Summary Form’ and ‘CAP/C Plan of
Care Form’.

In addition, the last two pages of the Plan of Care
form, which require signatures, are available in
Spanish, titled ‘CAP/C Plan of Care, Sections G and
H — Spanish’.

NC DMA 10/2009




SUBMITTING THE PLAN OF CARE
FORM

May be filled out on the computer, but cannot
be submitted electronically.

Please print out the completed form, obtain
the appropriate signatures, and mail it.

Make sure the name and MID number are on
every page, even blank pages.

There is a sample completed form in Chapter
10 of the CAP/C Manual.
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PLAN OF CARE FORM

CAP /C Plan of Care Clien MID:

Community Alternatives Program for Children (CAF/C) Plan of Care
North Carolina Division of Medical Assistance

CAPIC CASE MANAGEMENT AGENCY

CASE MANAGER/TITLE PHOMNE NUMBER EMAIL
OIMITIAL, Medicaid application date OCNR, due date
CIREVISION, effective date LEWEL OF CARE

The Plan of Care is to document formal and informal services to be provided to the client. It is also used to outline the
goals and interventions far the client and staff, and to record the client's acceptance of CAP/C as an alternative to
institutional placement. The Plan must be revised as needed according to changes in the client's situation. Each Plan and
each revision must be approved according to CAPYC policies and procedures.

NC DMA 10/2009

Enter the client's name and MID on the top of each page.

Enter the name of the CAP/C Case Management agency. Enter the name of the client's CAP/C Case
Manager. Enter the Case Manager’s phone number and email address where he/she can be reached
by the DMA Nurse Consultant for questions.

Initial, Medicaid application date

Check this box if the child is not presently on CAP/C and is applying for services. The Medicaid
application date is used in determining the CAP Effective Date. It is also helpful to include the
Medicaid application deadline date. This date is used to make sure that the child is approved for
CAP/C prior to the application deadline. Your Nurse Consultant does not know these dates unless
you provide them!

CNR, due date

Check this box if this plan of care was done as part of the annual Continued Need review. The CNR
due date is always the 5t of the month following the date the ORIGINAL FL-2 was approved.

If the FL-2 was approved on June 16, the CNR is due July 5.
If the FL-2 was approved February 1, the CNR is due March 5.
The CNR date never changes, even if you get a new FL-2 or change the level of care.

Revision, effective date

Check this box if you are making a change to the assessment in between annual CNRs. This is the
date that the change takes effect. It can be up to 30 days prior to the date the paperwork is
RECEIVED by DMA.

Level of Care
Indicate the client’s level of care as IC, SC (with aide), SC (with nurse) , or SC (Hospital).



COMPLETING THE PLAN OF CARE FORM -
SECTION A, GOALS AND INTERVENTIONS

A. GOALS & INTERVENTIONS
Use this space to list goals and the interventions related to accomplishing these goals. Select a5 many interventions as
apply. Use the comments space to individualize the plan of care. You may alse add additional goals of interventions as
applicable. If you need addiional space. please eonfinue in sestion F.

=511 The dient will be able to maintain Meher hedlh, satety. and well being (n the home enwenment rader fan n
an institution.
T Irierverfions:
O CAF/C Hursing Serdces will sup plement and sUpport the dlents [normal Commert=/Progress Notes
support systemn by providing direct care to the dient and education to
caregivers in accomdance with the RH andfor LPH scope of practice and a
nursing careplan witten by the provider agency that is designed to maintain
or improwe the dients surrent health status.
O CAF/C Hurse Aide Sanices will supplement and support the dients Commert=/Progress Hotes
informal supportsystem by providing help with personal hygiene.
ambulation, feeding, and home management in accordance with the CHA L
or CMA [l scope of prastice and a careplan developed by the provider
agency and overse=n by a Registered Nurse.
I:I CAPSC Case Management Serdces will assess the needs of the dient Comrerts/Progress Hotes
and caregivers; plan care; and locate, coordinate, and moniter senrices and
supplies, induding the provision of CAP/C WWaiver Supplies and Home
tiodifications in accordance with the regulations of the CAPJC program.
[T CAF/C Respite Senvices, whether institutional or in-home. will provide Commerts/Frogress Hotes
temporary support to informal caregivers for a range of needs, and will be
provided in acoordance with the clients level of care. licensing requirements
of the provider agency, and regulations of the CAP/C program.
[T Therapyservices. whether Fhysical Therapy. Ocoupational Therapy. Commert=/Frogress Hotes
Speech Therapy, or some combination ofthe abowe, will pravide direct care
to the dient and education to caregivers in accordance with licensing
requirements and a careplan writen by the provider ageney that is designed
to maintain or improve the clients current heath and functional status.
2. Goal:
2. Interventions:

Commert=/Frogress Hotes
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Check all appropriate interventions for Goal 1. Use the space under
‘comments/progress notes’ to individualize the intervention to the specific client. You
may add additional goals using section F and/or additional sheets. CAP/C goals
usually involve maintaining and/or improving the client’s health, safety, functioning,
and independence. For each goal, list the interventions to meet that goal, the
services and supports needed for the intervention, and any comments. Progress
toward plan of care goals may be documented on this form or within your case
management notes.



COMPLETING THE PLAN OF CARE FORM -
SECTION B, COST SUMMARY

CAP{C PLAN OF CARE CLIENT
MO
E. COST SUMMARY DATE Lac

Tatal Services and Supplies
Please put only ONE service or supply in each boz.
P=Purchase C=Capped Rental R= Ongoing Rental <MMAzLess Than Masimum Medicaid Allowable
Lizt all seryices to be provided, When payet is not Medicaid, enter one of the following codes in Calumn 5;
Insurance  2=FamilyfFriends 3=School System  4=WIC 5=C5HS E=Outpatient V-
Medic:al Supplies must be itemized on Page 3, with the tatal brought Foneard below, Fequlary scheduled services
shiould be listed first, List shart-term intenzive services below, Shart-Term Intensive services, Caze Management
b Aizzeszment (if applicable), Home Madifications, and Respite Services may be prorated aver 12 monthz,
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Make sure that the client’'s name, MID, the POC effective date, and the client’s level
of care are at the top of each page.

The cost summary is divided into two sections: the first page summarizes all the
client's services and supplies, and shows the actual monthly budget for the client.
The remaining pages are the medical supplies, itemized.

Please place only one item in each row of the cost summary. Although there may
be room, please don't place 2 items within the same row.




COMPLETING THE PLAN OF CARE FORM -
SECTION B, COST SUMMARY!, conro.

FREQUERNCY P YERAGE MOMTHLY COS
PROYIDEfODATE([S) OF | T ON BUDGE| COST/UMIT
SERYICE CODHAGENCY |SERYICE R FROMI!TO | SOURCE MEDICAID OTHER E=3

Managemen 13 <PARAA | Okher|

Managemen L3 <Al A Orher|
Howurly Mursin| T1000 thr
scheduled AR S Other|
Hourly Mursin| T1005 thr
respite <PAMA  COither
Institutional |[HOD45 tday
respite <MAMA - Other
MNurse Aide S5125 thr
scheduled AR A Other|
MNurse Aide S5150 thr
respite <PAMS  Other
Mursing ¥isitsd 550 Auisit

<RARAA Oither|

Phasical
Therapy SRS Orher
Occupational
Theraps <PARAL | Other
Speech
Theraps <PARAL | Other
Home S5165
Modifications
Medical

Supplies

GRAND TOTAL ALL SERYICES AND SUPPLIE o.o0 o.o0

COMMENTS

Fage 2

NC DMA 10/2009

First Page
Service

Use the first ‘Case Management’ line for the time it takes to do your annual
assessment.

Use the second line ‘Case Management’ line for the estimated monthly amount of
ongoing case management that you will provide.

Hourly respite should be placed on the cost summary as a yearly allotment.

Under nursing visits, be sure to include the every-other-month supply visit from the
home health agency (if applicable).

Nursing visits and therapy services are State Plan services, not waiver services, so
you don’t need to calculate the cost; simply indicate the agency and the frequency.

Home moadifications are also prorated, starting the date of delivery and ending 12
months later. The prorated cost should be included on all plans of care for the
duration of the proration period. A copy of the quote should be attached for each
home modification.

You do not need to enter anything under ‘medical supplies’.

Use a separate line for each short-term intensive service. Short-term intensive
services are prorated. On revisions and CNR plans, remember to include a short-
term intensive service that is still in the proration period. It is a good idea to plan all
your school-related short-term-intensive services for the year at the time of the
CNR.



COMPLETING THE PLAN OF CARE FORM -
SECTION B, COST SUMMARY!, conro.

FREQUENCY P YERAGE MONTHLY COg
FPROYIDEfDATE(S) OF | C ON BUDGE COSTIUNIT
SERYICE CODHAGENCY |SERYICE |51 FROMI!TO |SOURCE MEDICAID OTHER 5

MRS Other]

<PARAL . Other

in| T1000 thr
2RARAS Orther|
in| T1005 thr
<PARAA . Okher,
HO045 iday
<RARAS Other]
55125 thr
ARARAS Orher|
S5150 thr
<RARAA . Other,
isits] 550 Puisit
2RARAS Orther|
Fhysical
Therapy AMARAA - Other|
Occupational
Therapy <RARAA . Other,
Speech
Therapy SPARAE  Other|
— Home S5165
Modifications
Medical
Supplies
GRAND TOTAL ALL SERVICES AND SUPFPLIE 0.00 0.00
COMMENTS
Fage 2

NC DMA 10/2009

First Page

Code

Enter the code for the service from the CAP/C fee schedule.
Provider Agency

List the agency that will provide and bill for the service. If the service is to be
reimbursed by Medicaid, the agency must be enrolled by DMA to provide the
specific service. For CAP/C services, the agency must be enrolled by DMA as a
CAP provider for the specific service. If the service is to be paid for completely by
insurance or another third party, enter the name of the provider agency.




COMPLETING THE PLAN OF CARE FORM -
SECTION B, COST SUMMARY!, conro.

FREQUENCY P IYERAGE MONTHL CEIS

PROYIDER DATE(S) OF|C |ON BUDGE| COSTIUNIT
SERVICE __|CODHAGENCY |SERVICE _|R |FROMITO [SOURCE _ MEDICAN] OTHER | S

Case tear
M Other
Case #mol
<MMA - Other|
in( T1000| #hir|
<MMA - Other|
Jur sin| T1005| #hr|
M Othe
HOO4! Hay|
<MMA - Other|
e 55125 #hr|

e [s5150] #hr

isitg 550 Hvisit

Therapy <M Othe]
Speech
Therapy AWM Dther]
— Home S5165
Modifications
Medical

Supplies

GRAND TOTAL ALL SERVICES AND SUPPLIE] 0.00 000

COMMENTS

Page 2
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First Page

Frequency

List the anticipated frequency of the service. Abbreviate visits with a V; hours with an H; days with a
D; weeks with a W; months with an M; and year with a Y.

For case management assessment, enter the total time for completing the annual assessment (for
both assessors, if applicable).

For ongoing case management, show the average number of hours expected to be used per month.
This amount is expected to be an estimate. If the experience with the case shows the estimate is
high or low, revise the Plan of Care.

For scheduled nurse or nurse aide services, show the hours per week.
For In-Home respite hours, show the hours per year.
For Institutional respite hours, show the hours per year.

For therapies and nurse or nurse aide visits, show the number of visits per week or month. Note that
a home health agency providing supplies may bill for a nurse visit every 60 days, except when that
home health agency is also providing the LPN or RN care for that same patient.

For medical supplies, enter “N/A.”

For short term intensive services, indicate the dates of the short-term-intensive period and the hours
per day and number of days.

P/C/R

On this page, this column is left blank. You will use this column on the page of itemized medical
supplies.

On Budget From/To

For prorated services such as case management assessment and short-term-intensive services,
enter the start and end date of the proration period. For other services, leave blank.




COMPLETING THE PLAN OF CARE FORM -
SECTION B, COST SUMMARY!, conro.

FREQUENCY P IYERAGE MONTHL CEIS
PROYIDER DATE(S) OF|C |ON BUDGE| COSTIUNIT

SERVICE __|CODHAGENCY |SERVICE _|R |FROMITO [SOURCE _ MEDICAN] OTHER | S
Case tear
M Other
Case #mol
<MMA - Other|
in( T1000| #hir|
<MMA - Other|
T1005| #hr|
M Othe
HOO4! Hay|
<MMA - Other|
e 55125 #hr|

e [s5150] #hr
respite
Mursing Yisitg 550 Hvisit

Physical
Therapy AMIMA - Dther]
Occupational
Therapy <M Othe]
Speech
Therapy AWM Dther]
— Home S5165
Modifications
Medical

Supplies

GRAND TOTAL ALL SERVICES AND SUPPLIE] 0.00 000

COMMENTS

Page 2

NC DMA 10/2009

First Page
Cost/Unit Source
Show the unit rate that will be reimbursed by Medicaid in direct relationship to what

is shown in the frequency column. For example, if the frequency column lists hours,
show the unit cost in cost per hour.

The amount shown in this column is either the amount charged by the provider or
the maximum Medicaid allowable charge, whichever is less.

Check the box titled <MMA if the price on the Medicaid column of the cost summary
Is intentionally less that the amount indicated on the fee schedule for that service.

Check the box titled other, when the price on the cost summary differs from the
amount on the fee schedule because it is being provided by another payer source.

10



COMPLETING THE PLAN OF CARE FORM -
SECTION B, COST SUMMARY!, conro.

FREQUENCY P IYERAGE MONTHL CEIS

PROYIDER DATE(S) OF|C |ON BUDGE| COSTIUNIT
SERVICE __|CODHAGENCY |SERVICE _|R |FROMITO [SOURCE _ MEDICAN] OTHER | S

Case tear
M Other
Case #mol
<MMA - Other|
in( T1000| #hir|
<MMA - Other|
in( T1005| #hr|
M Othe
HOO4! Hay|
<MMA - Other|
e 55125 #hr|

e [s5150] #hr

isitg 550 Hvisit

— Home S5165]
Madifications
Medical

Supplies

GRAND TOTAL ALL SERVICES AND SUPPLIE] 0.00 000

COMMENTS

Page 2

NC DMA 10/2009

First Page
Average Monthly Cost

Use the following procedures to calculate the average monthly cost:

Daily to monthly costs are converted by multiplying daily cost by 30.

Weekly to monthly costs are converted by multiplying weekly costs by 4.3.
Every other week to monthly is converted by multiplying weekly cost by 2.15.

If a service is prorated, the prorated cost is shown as the average monthly cost.

NOTE: The proration procedure is used to calculate the average cost on the Cost Summary. It does
not affect how services are billed. Providers bill for services as they are provided. For example, if a
home modification costs $600, the cost is prorated as $50; however, the entire $600 charge is billed
when the item is delivered to the client.

List the average monthly cost of each service under the appropriate column.
MEDICAID: List the amount to be paid by Medicaid.

Remember that Medicaid is the payer of last resort. Services, which may be paid by another party,
such as a private insurer, must be billed to that party before billing Medicaid. When there is a third
party involved in payment, Medicaid may only be billed the difference between the amount
reimbursed by the third party and the maximum Medicaid allowable charge.

OTHER: List the amount to be paid by other funding sources.

Source

For services in the ‘other’ column, enter the code for the source of payment in the column headed
with an S. Use the codes at the top of the form. If a source is not listed, use 7 and identify the
source next to the code.

11



COMPLETING THE PLAN OF CARE FORM -
SECTION B, COST SUMMARY!, conro.

FREQUENCYP [VERAGE MONTHLY COg
PROYIDER DATE(S) OF|C |ON BUDGE COSTIUNIT
SERVICE __ |CODEHAGENCY |SERVICE |R |FROMTO [SOURCE  MEDICAN] OTHER | &
Case tyear
A Other
Case fmo
<MMA - Other]
in| T1000] thr
WA Other]
in| T1005] thr
AMMA_ Other
HOD4! Hay
<MMA - Other]
e |55125 thr
AWM Oth
e | 55150 thr
pi <MW Ot
ur sing Yisitg 550 tuisit
WA Oth
Physical
Therapy AMIMA | Dthy
Occupational
Therapy <M Ot
Speech
Therapy AWM Dby
— Home S5165]
Madifications
Medical
Supplies
GRAND TOTAL ALL SERYICES AND SUPPLIEY 0.0 000
COMMENTS
Page 2

NC DMA 10/2009

The grand total at the bottom of the Medicaid column on this page is the amount
that must be less than or equal to the budget limit for that client’s level of care.

Use the comments space to enter insurance information, explain discrepancies,
track respite time, or whatever else you or DMA need to know.

12



COMPLETING THE PLAN OF CARE FORM -
SECTION B, COST SUMMARY!, conro.

FREQUENCY| P YERAGE MONTHLY COf
MEDICAL PROYIDEROR AMOUNT| C PN BUDGET1 COSTMNIT
SUPPLIES |[CODE AGENCY [PER MONTH R [FROMITO |SOURCE  MEDICAIL OTHER | 5

<MMA - Other|
TOTAL THIS PAGE 0.00 0.00
COMMENTS
formula: calories per can f 100 calories = units per can X cans per month X $ per

unit
Indicate percent covered by private insurance. if applicable, Explain any irregularities in the type or

amount of supplies used.

NC DMA 10/2009

Second Page

Use this part to itemize all medical supplies including DME, home health supplies, orthotics and
prosthetics, waiver supplies, home modifications, and items provided by other sources .

Medical Supplies
Enter the name of the supply.
Code

This is optional. It is a good idea to be aware of the code and the price for each item, so that you can
manage care cost-effectively, but you are not required to submit that information to DMA on the cost
summary.

Provider Agency

List the agency that will provide and bill for the service. If the service is to be reimbursed by
Medicaid, the agency must be enrolled by DMA as a Medicaid provider. If the service is to be paid
for completely by insurance or another third party, enter the name of the provider agency.

Frequency or Amount Per Month
For one time purchases, enter ‘one time purchase’
For rentals, enter ‘1/M’.

For other equipment and supplies used on an ongoing basis, enter how many you anticipate will be
needed each month or year.

P/C/R
You may leave this column blank.

13



COMPLETING THE PLAN OF CARE FORM -
SECTION B, COST SUMMARY!, conro.

o p e eiimmem mrim e mppemesiiimimgiime e timinem mmiems |
FREQUENCY P AYERAGE MONTHLY COST
MEDICAL PRO¥IDERDOR AMOUNT C |ON BUDGE| COSTIUNIT
SUPPLIES |CODE(|AGENCY |PER MONTH R |[FROMITO [SOURCE  MEDICAIL OTHER | &

<MIMA - Other|
TOTAL THIS PAGE 0.00 0.00
[TOTAL PAGE 3A + PAGE 3B) TOTAL SUPPLIES 0.00 0.00

COMMENTS
Indicate percent covered by private insurance. if applicable, Explain any irregularities in the type or

amount of supplies used.

Fage 3B

NC DMA 10/2009

Second Page
On Budget From/To

If you have listed a home modification here, you would enter the proration period in
this column..

Cost/Unit Source

This is optional. Itis a good idea to be aware of the code and the price for each
item, so that you can manage care cost-effectively, but you are not required to
submit that information to DMA on the cost summary.




COMPLETING THE PLAN OF CARE FORM -
SECTION B, COST SUMMARY!, conro.

FREGQUENCY P AYERAGE MONTHLY COST
MEDICAL PROYIDEK OR AMOUNT C | ON BUDGE| COST/UNIT
SUPPLIES |CODE|AGENCY |PER MONTH R |FROMITO [SOURCE  MEDICAID OTHER | §

44 Other
TOTAL THIS PAGE 0.00 000
[TOTAL PAGE 3A « PAGE 3B] TOTAL SUFPPLIES 000 0.0

COMMENTS

Indicate percent covered by private insurance. if applicable. Ezplain any irregularities in the type or
amount of supplies used.

Page 2B

NC DMA 10/2009

Source

For services in the ‘other’ column, enter the code for the source of payment in the
column headed with an S. Use the codes at the top of the form. If a source is not
listed, use 7 and identify the source next to the code.



COMPLETING THE PLAN OF CARE FORM -
SECTION C, INFORMAL SUPPORT

CAF/C Flm ofCare Chent: MID:
C. INFORMAL SUPPORT

Inzlude irformaion about the support to be provided by unpaid caregivers, Eterthe name; 3 chedk if [ving inthe clisnt's houzehald;
the approximate age; the relatiorship, the tasks performed’suppor provided ; and whenthe tagks will be performed. Fessze prowids

SPECIFIC brours for availability,
MNarme ¥ | Age Rel=tionship Ta=sks Performed/Suppart Aoeilability
Provided wark haurs, days
Comimute time
O OO TAether CJFather OGrooming  Joathing [J0rez=ing
O Brother O Sister OBimination O Transfer OWialking
O G-father OG-mother | OWheelchair wse O Eating
O Other reldive Ohdedication Administration
O Foster parent O Socialization
O Friend O Meighbor | O Other, please specify:
O “luriteer oA
¥ O Other,

NC DMA 10/2009

GENERALLY, formal support is defined as paid caregivers — CAP/C staff, school or

daycare staff, and staff paid by private insurance or other funding sources. Informal

support is defined as unpaid caregivers — family, neighbors, friends, community
organizations, church groups and other informal sources of help.

Show the following about the client’s informal support system:

Please list all individuals in the household, even if they are incapable of providing
care to the client.

1. The name of the individual or organization.
2. If the source of help is an individual,

mark the box in the column after the person’s name if that person
lives in the same household as the client, and

enter the approximate age of the individual.

3. Check the appropriate box to indicate the relationship of the source to the client.
The ‘volunteer’ category includes all organizations that may provide informal
support, such as church groups, service organizations, and other similar entries.

4. Check the appropriate boxes for the specific tasks performed or type of support
provided.

5. Be VERY SPECIFIC about hours of availability/work hours, especially for in-
home careqivers. Days and hours should be listed. Avoid generalization such a s
‘after work’ or ‘on weekends'.

16



COMPLETING THE PLAN OF CARE FORM -
SECTION D, 24 HR COVERAGE SCHEDULE

0. 24-HOUR COWERAGE

Use thiz calendar to show coverage plans, including paid and unpaid caregivers. Write the hours covered each day,
beginning after midnight, and who iz coveringfe.g., "2 - 8 am. - Sam Jone=?). For nurzefaide cowerage, assume that
ywaur plan of cane iz approwed as written,

Time Cowveredf/Name of Person Cowvering

Mand=y

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday

NC DMA 10/2009

Complete this item for all CAP/C plans of care. The entries are for a 24 hour day
beginning at midnight. The services must correlate to the formal and informal
services listed on other sections of the plan of care. If a child attends school or a
daycare program, include that time on the schedule and indicate who is responsible
for him/her while at school/daycare. The total number of CAP/C hours should match
what is requested on the cost summary , and should correlate with caregiver
availability as noted in the informal support section.

There are two 24-Hour Coverage Schedules on the plan of care. The second one is
optional. It should be used for varying schedules (i.e., a parent rotates day/night
shift, so there are two different CAP/C schedules,) or for temporary changes (such
as to indicate what the schedule will be during short-term-intensive services).

This schedule will be considered the “typical” schedule, with the understanding that
families have the right to change it within the week. This “typical” schedule of nurse
or nurse aide hours will also go on the service authorization.

17



COMPLETING THE PLAN OF CARE FORM -
SECTION E, REASON FOR REVISION

0. REASON FOR REVISION - Flease bespecific. Do notzsimply state what was revised; esplain the reason that
itneeded to be revised.

O Initial O CHR

O Rewvision, reason:

NC DMA 10/2009

If this plan of care is part of an initial or a CNR, simply check the appropriate box.

If this plan of care is a revision, explain the reason for the revision here. Be very
specific. Do not simply restate the revision that was made; please give the reason
the revision was made. For instance, don't just state “increase in nursing hours”.
Instead, state “Increase in nursing hours because patient has acute respiratory
illness and is now requiring suctioning while asleep as well as while awake.”

18



COMPLETING THE PLAN OF CARE FORM -
SECTION F, ADDITIONAL INFORMATION

F. ADDITIONAL INFORMATION - Usze the space below to expand on any of the previous sections in which you did
nothave enough reom to indude all information. Pleaze referto the section ife.

NC DMA 10/2009

Use this space for additional goals, support persons, financial information, or
anything else you did not have enough room on the form to address completely.

19



COMPLETING THE PLAN OF CARE FORM -
SECTION G, SIGNATURES

3|

G. AGREEMENTS — This must be signed by the case manager with 2ach and every plan of care submissian. It must
be signed bythe caregiver (and legal guardian, if applicable) whenever the revision involves a change in a waiver senvice
orsupply. See chapters 10 and 12 of the CAP/C manual for more detailed instructions.

The follawing persons have reviewsd the Plan of Care and agresto partiipate inthe Plan.

CASE MANAGER

NC DMA 10/2009

This item is completed to indicate that the signers have reviewed and agreed to the
plan.

The caregiver/legal guardian should not be given a blank plan of care to sign.

The case manager should not keep an undated caregiver/legal guardian signature
on file to copy and use so that he/she does not have to obtain the parents signature

each submission.

The case manager must sign all plans of care.

The caregiver/legal guardian signature is required on all initials, all CNRs, and
revisions that affect waiver supplies and services.

If the caregiver and legal guardian are not the same person, both signatures must
be obtained.

The decision on whether to request the physician's signature is made by the family
and case manager on a case-by-case basis.

20



COMPLETING THE PLAN OF CARE FORM -
SECTION H, SIGNATURES, conro.

chgeinctderid o sendce: prodied 1
quire THEEd Care equlvalent kocare recels

bawm o dery angs
MAME o F CLENT

SGNATURE O F CAREGIVER T NEES SIGNATURE FO R ARE DATE

SIGNATURE OF LEGAL GUARDEM IF NOT CAREGIVER VTN ESZ2IGNAT RE FOR MARK eTE

SONATURE OF CASE NANSGER DeTE

NC DMA 10/2009

This statement must be reviewed and signed by the client’s representative before
initial CAP/C participation and continuing CAP/C participation at the time of the CNR
can be approved.

If the representative signs by a mark, it must be witnessed. A family member or
another individual chosen by the family member is preferred to be the witness. The
case manager may not witness the representative’s mark.

The signature of the representative indicates that he/she has been given freedom of
choice, has chosen CAP/C participation, understands the statement regarding
CAP/C eligibility/changes in the plan of care/terminations/right to appeal, and
agrees to be an active participant in the plan of care.

If the caregiver and the legal guardian are not the same person, both signatures
must be obtained.

CAP/C clients who are 18-19 years of age and who have the primary responsibility
for making decisions about their care may sign this page.

21



SUMMARY

Don'’t put two different services or supplies in the same box on
the cost summary.

Medicaid pays only up to the maximum Medicaid allowable for a
service or supply.

If your last plan of care was amended by DMA, make sure those
changes are reflected on the current plan of care.

Be as detailed as possible, especially about caregiver
availability and reason for revision.

Parents should never sign a blank plan of care, and case
managers should not keep a copy of the parent signature on file
for repeated use.

The case manager must sign every plan of care that is
submitted.

NC DMA 10/2009

22



REVIEW QUESTIONS

Please make sure that you can answer the following questions before proceeding to
the next section.

1. To convert the amount of a weekly service frequency into a monthly service
frequency, multiply by:

A. you don't need to multiply anything
B.4
C.4.3

2. The start of the ‘on budget from/to’ period for a home modification is:
A. The month in which the physician wrote the order
B. The month in which you received prior approval
C. The month in which the item was actually delivered to the client
D. The month that Medicaid paid the claim.

3. Each day of the 24 hour coverage schedule starts at and ends at

4. True or False: Only the primary caregiver needs to sign the plan of care. If there
is a different person who is the legal guardian, it is not necessary for that person
to sign.

5. The informal support system should list:
A. Only those people able to provide medical care for the child
B. Only those people in the child’s household

C. All of the people in the child’s household and anyone else who provides
any type of support
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REVIEW ANSWERS

1. C, 43

2. C, the month in which it was delivered to the client

3. Midnight to Midnight

4. False. The caregiver and the legal guardian, if not the same person, both need
to sign the Plan of Care.

5. C, All sources of informal support should be listed, even if they do not live in the
home, or even if all they provide for the client is socialization.
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