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REPORT 1 – CMT can use the form provided by CSB or their own form if it has been approved by the RPO.

This report summarizes the results of the Case Management Team's internal audit of case records. A sample chart audit must be conducted at least quarterly with the findings summarized on this table.  No less than a ten percent random sample is recommended for the audit. The organization and composition of the audit team is left to the discretion of the contractor.  All standards reviewed should have supporting documentation in the individual case record.  Only Medicaid cases should be reported on this summary.

Number Of Records Reviewed -- Enter the total number of records reviewed during the reporting quarter.

Review Date(s) -- Enter the actual review date(s) or the review quarter when records were reviewed. 

Names Of Records Reviewed --Enter consumer names for the records reviewed.

Standard Reviewed -- This column lists the specific standards being reviewed in the chart audit.

Initial Contact -- This standard indicates whether initial contact with the individual requesting services was made within five working days of receipt of the referral.

Medicaid Eligibility -- This standard indicates whether proof of Medicaid eligibility exists in the case record.  

Residency -- This standard indicates whether the individual resides in an approved service area and an approved setting.  Services cannot be provided to individuals who are inpatients of a hospital, nursing facility or ICF-MR. 

HCBS Costs -- This standard indicates whether HCBS costs exceeded the plan of care limit.  The Department must prior authorize all exceptions to the plan of care limit.

Plan Of Care Completeness -- This standard indicates whether records included an approved written plan of care that met the consumer's needs and addressed the following components:

1.

Consumer identifying information;

2.

Medical information;

3.

Functional overview;

4.

Orders for medication, treatments or other services recommended to meet plan of care objectives;

5.

Specific services to be provided, the frequency of services and the types of providers permitted to render such services; 

6.

Suitable goals and objectives;

7.

Psychosocial summary as attachment to plan of care;

8.

Clear and concise discharge plan; 

9.

Cost sheet with projected annualized costs of each service; and  

10. All required dated signatures.

Plan Of Care Reevaluations -- This standard indicates whether plans of care were reevaluated no later than six months from initial plan approval and at intervals of at least six months thereafter. 

Annual Plan Of Care Updates -- This standard indicates whether a new plan of care and cost sheet was completed.

Content Of Consumer Records -- This standard indicates whether consumer charts contained all of the following:

1.

Referral forms;

2.

Mountain Pacific Quality Health Foundation preadmission screen;

3.

Level I Screen or PASARR (Level II)
4.

Initial screening results (DPHHS-SLTC-61);

5.                SLTC-55
6.

Plans of care;

7.

Cost sheets;

8.

Readable progress notes that detail involvement in developing/reviewing plans of care, monitoring quality of care, review of necessity of services, etc.;

9.

Reevaluation/amendment forms; 
10.

Prior authorization forms; 
11. Resident agreement for consumers in adult residential facilities; and

12. Releases of Information – Inclusive of HPS 402 Release of Information
Authorization of Services -- This standard indicates whether prior authorizations for HCBS services were submitted to ACS by the CMT and were only for services approved in the consumer's plan of care.

Waiting List – This standard indicates whether the waiting list procedures for contacting individuals and making selections have been followed.

Case Closure (Notification) -- This standard indicates whether discharge sheets were completed and appropriate individuals were notified when the case was closed.

Findings -- Enter the number of records found to be correct, incorrect or not applicable for each standard.  If a pattern of errors is identified, the CMT must document action to be taken to resolve errors.

Date and Type of Action -- Enter the date and type of specific corrective action to be taken for those cases found to be incorrect.
Manual -- The HCBS Manual must be accessible and up-to-date.

REPORT 2

HCBS UTILIZATION REPORT--This is a monthly report submitted to the Department indicating utilization of all Home and Community Based Services.  The report is broken down into categories of service (basic, adult residential, supported living, residential habilitation, heavy care, TBI and year-end money).  The report must be submitted to the Community Services Bureau 20 days after the last day of the previous month.

The Department will use this report to track HCBS expenditures and to ensure that case management team’s total plan of care costs are within their allocated budget amount.  

Case Management Team--Enter name of case management team.

Contact Person--Enter name of person to contact to answer questions regarding the report.

Date Submitted--Enter the date the report is submitted to the Department.

Number of Consumers Served--Enter the number of consumers served for each category of service.

Total Cost Per Category-- Enter the total cost for each category of service.

Total Basic/Adult Residential--Enter the total number of consumers served and costs of basic and adult residential.  

Total for Month--Enter the total number of consumers served and costs of all categories of service.

REPORT 3

NURSING FACILITY TRANSFER--This is a quarterly report submitted to the Department 30 days after the end of each quarter listing new admits to Home and Community Based Services who have transferred from a nursing facility. 

Procedure:
Case Management Team--Enter name of case management team.

Quarter Ending--Enter the last day of the quarter to which the report applies.

QUARTER ENDS


DUE TO DEPARTMENT
    9/30




10/31

   12/31



 1/31

    3/31




 4/30

    6/30




 7/31

Prepared By--Enter name of person to contact to answer questions regarding the report.

Consumer Name & Address--Enter the consumer’s name and address.

Social Security Number--Enter consumer’s social security number.

Name of Nursing Facility & City--Enter name of the nursing facility and city.

Nursing Facility Discharge Date--Enter the date consumer is discharge from the nursing facility.

HCBS Admit Date--Enter the date the consumer is admitted to Home and Community Based Services.

REPORT 4

WAITING LIST REPORT--This is a quarterly report submitted to the Department 10 days after the end of each quarter indicating the number of individuals waiting for HCBS program slots.  Waiting list reports must be reviewed and updated prior to submission to the Community Services Bureau.

Procedure:
Use provided database software.  (Refer to 899-25.)
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