CAP/C CASE MANAGER CLAIMS/INVOICE REVIEW NOTE

Recipient Name: 
     



MID number:   -  -      
Date       
Time Started      
Time Ended      
Total Minutes    
Claims were reviewed from       provider agency for the period of time from       to      .

There were some differences in the type, amount, frequency, duration, or scope of services between the service authorization and the services billed.
 FORMCHECKBOX 
 No. 
 FORMCHECKBOX 
 Yes.

If there were variations from the service authorization, there are deviation notices that identify and explain them.

 FORMCHECKBOX 
 N/A   FORMCHECKBOX 
 Yes.   FORMCHECKBOX 
 No, and I took the following action:      .
If there were variations from the service authorization, I had been made aware of them and approved them according to CAP/C regulations.

 FORMCHECKBOX 
 N/A   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No, and I took the following action:      .
The level of staff provided is consistent with the plan of care and service authorization.

 FORMCHECKBOX 
 N/A   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No, The following situation occurred:      , and I took the following action:      .
Services were coded appropriately; i.e., respite hours were billed as such rather than being billed as standard hours.

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No, This error was made:      , and I took the following action:      .
There is a pattern of staff absences, caregiver refusal of services, or misuse of weekly hours leading to no services available before end of week.

 FORMCHECKBOX 
 N/A   FORMCHECKBOX 
No   FORMCHECKBOX 
 Yes, This situation is occurring:      , and I took the following action:      .

In-home nurse and nurse aide services were provided during times when there was medically related care taking place.

 FORMCHECKBOX 
 N/A   FORMCHECKBOX 
No   FORMCHECKBOX 
 Yes, This situation is occurring:      , and I took the following action:      
 FORMCHECKBOX 
All of the claims were approved.

 FORMCHECKBOX 
 The following claims were sent back for correction:      
 FORMCHECKBOX 
 The following claims were denied:      
__________________________________________

______________________

Signature of Case Manager
                            Title


Date
7/2010

