Hennepin County Annual Community Support Plan

This Plan covers the time period from: ___/____/____ to ____/____/___

The Community Support Plan is Rule 185 compliant

	Name of person receiving services:


	Personal Master Index Number (PMIN):

(eight digit Medical Assistance #)

Date of Birth: 


	Phone: Home (     )

        Work (     )

        Cell   (     )



	Address:



	Email Address:                                                                                      

	Waiver Type:   ( DD     (  CAC    (  CADI    (  TBI-NF    (  TBI-NB   (  EW   ( AC

	Parent/Legal Representative/Responsible Party (if any):



	Address:



	Phone: (       ) 


	Email Address: 



	County of Residence:


	County of Financial Responsibility (CFR): 



	Social Worker/County Representative:
	Phone: (     )                                                   

                                                   

	Address:

	Email Address:


	Fax: (     )



	Fiscal Support Entity:

(Person or agency that bills and reimburses)


	Contact Name:

	Address:


	Phone: (     )



	Fax: (     )


	Email Address: 



	Common Law Employer:  Check one
( Agency With Choice

( Payroll Model

( Fiscal Conduit
	Contact Name:

	Address:
	Phone: (        )



	Fax: (     )


	Email Address:



	Support Planner (Flexible Case Manager--if any)

	Phone: (      )


	FAX:   (      )



	Address:


	Email Address:




Annual Community Support Plan For: ________________________

When developing your Annual Community Support Plan, let us know about and describe yourself, your strengths and needs, likes and dislikes, and how your disability or age impacts your life. Some people find these questions easy to answer and can do so without assistance. Others have found it helpful to participate in a facilitated person-centered planning process. Information about planning processes is included at the end of the guidebook.
Refer to the guidebook in completing this form.

Remember, all goods and services must be directly related to the disability and/or condition and based on the goals you detail in this Community Support Plan.

This Plan covers the time period from: ___/____/____ to ____/____/___

  





         (month/day/year)        (month/day/year)

List strengths, needs, likes, dislikes, and how your disability impacts your life.  

1.
What do you want to see changed or improved? (attach more 

pages if needed)

1) Outcome:


Action Plan:



What’s needed:


2) Outcome:


Action Plan:



What’s needed:


3) Outcome:


Action Plan:



What’s needed:


4) Outcome:


Action Plan:



What’s needed:


2. What unpaid and paid supports will you need? (What services will help result in the change.)
Are there services provided and paid by private health insurance or Medicare or Medical Assistance?  The cost of these services will not come from your CDCS budget, but are a part of your plan.  
 A. PERSONAL ASSISTANCE:

(Supports for personal care, Respite Care, Homemaker, etc.) Include how the supports you list will help result in a change or improvement.
Provider Qualifications:

Training:

Think about:

STATE MANAGED SERVICES: Homecare Agency Provided Services include PCA, Skilled Nursing Visit, Home Health Aide, and Private Duty Nursing.  They are to be listed separately and billed directly to DHS by the homecare agency, not the FSE.

	
	Provider/ 

Provider Number

	Type of Service

PCA, Skilled Nursing, PDN, HHA visit 
	Rate per visit/unit 
	Number of units per day/week/

month
	Total Units per plan

	1
	
	
	$
	
	

	2
	
	
	$
	
	

	3
	
	
	$
	
	


Note:  The 2005 Minnesota State Legislature made the PCA Flexible Use Option a prior authorized service. It requires planning for authorized units of PCA services into two six-month periods versus one 12-month period. Unused units of PCA service will not transfer from the first six-month period into the next six-month period.  A unit is 15 minutes.

	Units of PCA For First Six Months of Plan 
	

	Units of PCA for Last Six Months of Plan
	


B. TREATMENT AND TRAINING:

(Specialized health care, Habilitative Services, Day services/programs, Training and Education, etc.   Refer to the guidebook for a more complete list.) Include how the supports you list will help result in a change or improvement.

Provider Qualifications:

Training: 

C. ENVIRONMENTAL MODIFICATIONS AND PROVISIONS:  

(Assistive Technology, Home and Vehicle Modifications, Environmental supports such as snow removal, lawn care or heavy cleaning, supplies and equipment, special diets, adaptive clothing.) Include how the supports you list will help result in a change or improvement.

Provider Qualifications:

D. SELF-DIRECTION SUPPORT ACTIVITIES:

(Support Planner--Flexible Case Management, payroll costs, newspaper ads, etc.) Include how the supports you list will help result in a change or improvement.

Provider Qualifications:

Training:

Monitoring 

Your Community Support Plan must include who (paid and unpaid) is responsible for monitoring.   

Indicate who will monitor Health and Safety with the county? How often?

	Who
	Daily
	Monthly
	Quarterly
	Other

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Indicate who will monitor Expenditures with the county? How often?

	Who
	Monthly
	Quarterly
	Other

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Who will be responsible for assuring the provider qualifications and training of the support people: (check all that apply)

· Person Using CDCS
· Parent/Responsible Party
· Support Planner (Flexible Case manager)
· Licensed Agency
· Other: _______________________ (Indicate who.)
        
* For what positions, if any, do you want criminal background check completed? 

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
* All licensed agencies are required to complete criminal background checks, and most Agency with Choice Providers will require them.

A written agreement is in place stating duties and responsibilities of:

(Check all that apply)

· Fiscal Support Entity

· Agency with Choice

· Support Planner (Flexible Case Manager)
I have a vendor agreement with the following agencies listed below.  I have indicated if I would like copies of bills for the specific vendor before payment is made by checking “yes” or “no”.   

	I would like a copy of the bill before payment
	The following providers require vendor agreements.  All dollar amounts of the vendor will be reflected in the final budget sent by the FSE.

	Yes
	No
	

	
	
	Provider:                                     Phone:  (        )          --

	
	
	Address:

	
	
	City:                                  State                       Zip                                                  

	
	
	Provider:                                     Phone:  (        )          --

	
	
	Address:

	
	
	City:                                  State                       Zip                                                  

	
	
	Provider:                                     Phone:  (        )          --

	
	
	Address:

	
	
	City:                                  State                       Zip                                                  


Health and Safety Plan

How will you meet your health and safety needs?  Think about what supports and services are needed along with what skills and knowledge staff may need. You may 1) use the example included with this plan, 2) create and attach your own plan or3) use one that has already been developed that has worked well for you.   Revise the plan as necessary to meet your individual needs.  Detail is important here!  Highlight how all health and safety issues will be met. 

Date:_____/____/_____

        Month/ Day/ Year


Please attach health and safety plan.
Revisions to the Health and Safety Plan:

Date of Revision: ____/_____/____

 








            Month/ day/ year

What I Will Do In Case…

What will you do in case there is an emergency?  What is staff does not show up for a shift, the primary caregiver has a sudden illness, or staff is late for a shift.  The guide includes questions to help you think about your Emergency plan. 

Complete this emergency plan and update as necessary.  Date: _____/____/______


  Who do you call?

Alternate person

	Name:
	
	

	Home phone:
	
	

	Work phone:
	
	

	Cell phone
	
	


Physician:__________________________Phone:_________________               

Primary Clinic:_____________________________________________

Hospital of choice:_________________________________________

Revisions to the Emergency Plan:

Date of Revision: ____/_____/____










      Month/  day/  year

Revisions to the Health and Safety Plan:

Date of Revision: ____/_____/____











      Month/ day/ year

Revisions to the Emergency Plan:

Date of Revision: ____/_____/____










      Month/ day/ year


BUDGET
	Annual Budget:

$____________________
	Budget covers plan period from:

____________ to ___________

(mo/day/year)        (mo/day/year)

	Check Waiver Type:

( DD    ( CAC    (  CADI    (  TBI-NF    ( TBI-NB    (  EW   ( AC


A. Personal Assistance:

	
	Type of Service
	Rate of Pay or cost
	Total # of Hours: (# of hours per week and the # of weeks per year): 
	Taxes for staffing
	Total

	1
	
	$
	
	
	

	2
	
	$
	
	
	

	3
	
	$
	
	
	

	4
	
	$
	
	
	

	5
	
	$
	
	
	




                           (Modify boxes as needed to reflect specific service(s))
Grand Total: $_______________

STATE MANAGED SERVICES: Homecare Agency Provided Services include PCA, Skilled Nursing Visit, Home Health Aide, and Private Duty Nursing.  They are to be listed separately and billed directly to DHS by the homecare agency, not the FSE.

	
	Provider/ Provider Number

	Type of Service

PCA, Skilled Nursing, PDN, HHA visit
	Rate per unit or visit        
	Number of units per day/week/

month
	Total Units per plan

	1
	
	
	
	
	

	2
	
	
	
	
	

	3
	
	
	
	
	


	Units of PCA For First Six Months of Plan 
	

	Units of PCA for Last Six Months of Plan
	


                                                      State Managed Services Grand Total: $_____________

List Private Insurance paid home care received and not paid by MA or CDCS here:

$_______________________

B. Treatment and Training: 

	
	Type of Service
	Rate of Pay or cost
	Total # of Hours: (# of hours per week and the # of weeks per year): 
	Taxes for staffing
	Total

	1
	
	$
	
	
	

	2
	
	$
	
	
	

	3
	
	$
	
	
	

	4
	
	$
	
	
	

	5
	
	$
	
	
	







(Modify boxes as needed to reflect specific service(s))

Grand Total: $_______________

C. Environmental Modifications and Provisions:

	
	Type of Service
	Rate of Pay or cost
	Total # of Hours: (# of hours per week and the # of weeks per year): 
	Taxes for staffing, if any
	Total

	1
	
	$
	
	
	

	2
	
	$
	
	
	

	3
	
	$
	
	
	

	4
	
	$
	
	
	

	5
	
	$
	
	
	







(Modify boxes as needed to reflect specific service(s))

Grand Total: $_______________

D. Self-Direction Support Activities:

	
	Type of Service
	Rate of Pay or cost
	Total # of Hours: (# of hours per week and the # of weeks per year): 
	Taxes for staffing
	Total

	1
	
	$
	
	
	

	2
	
	$
	
	
	

	3
	
	$
	
	
	

	4
	
	$
	
	
	

	5
	
	$
	
	
	







(Modify boxes as needed to reflect specific service(s))

Grand Total: $_______________

Annual Budget $______________

	Total Personal Assistance
	$

	Total Treatment and Training
	$

	Total Environmental Modifications
	$

	Total Self-Directed Support Activities
	$

	Total State Plan Services                                                               
	$   









GRAND TOTAL   $_________________





   

Unused Budget Amount  $_________________

I have reviewed the Consumer-Directed Community Supports Services Participation Agreement with my county representative and signed it stating I understand my responsibilities under this service option.  

Participant Responsibilities:

· I am responsible to develop an Annual Community Support Plan with whomever I choose. My plan must address my health and safety needs.

· I am responsible to decide who will arrange for the supports and items identified in my plan.

· I understand I can only purchase supports and items identified in my approved plan.

· I understand my budget can only be spent in the time period stated in my plan and expenditures can not exceed the approved amount.

· I am responsible to arrange for the payment of supports provided and items purchased.

· I understand that I am responsible for expenditures that are not approved in my plan.  Hennepin County will not be responsible for such expenditures.

· I understand that I am responsible for expenditures that are in excess of the expenditures approved in my plan.  Hennepin County will not be responsible for such expenditures.  

· I understand that I must participate in a plan review at least once a year.

· I understand the annually approved plan remains in effect unless and until the county approves the requested changes.

· I assume full responsibility for my choices of persons to provide unlicensed support.  I understand that they are not employees of Hennepin County and will not hold the county and/or it’s employees responsible for any act or omission on the part of the person providing unlicensed support.

· I understand that I must notify my case manager whenever the person using CDCS is hospitalized or enters a nursing home or mental health facility and that CDCS services may not be billed and will not be reimbursed during that time. 

· I understand I must have documentation that substantiates all supports provided and items purchased.  Falsified documentation will result in withdrawal of the CDCS option.

· I understand that if I do not adhere to the responsibilities identified in this Participation Agreement, one or more of the following actions may result:

· Recommended use of a Support Planner (Flexible Case Manager) who will be paid from my budget

· Return of funds not used according to program guidelines

· Withdrawal from Consumer-Directed Services and return to traditional services

· Prosecution for Medicaid fraud

· I understand that I must cooperate with any investigation the State of Minnesota and/or Hennepin County initiates regarding misuse of funds.

· I have been informed of my appeal rights and I understand I have the right to request a conciliation conference or an appeal hearing to address service delivery concerns. (Minnesota Statutes Section 256.045)

· I received a copy of the county responsibilities under CDCS.

· I received a copy of the HSPHD “Notice of Privacy Practices”.

I understand that participating in Consumer-Directed Community Support Services (CDCS) means I have the authority and flexibility to plan and spend funds within my allocated budget and according to county policies.  I also understand and agree to my responsibilities as stated above.

Signatures:

Recipient





 



Date

_____________________________________________________________________

Legal Guardian/Conservator/Authorized Representative


Date

County Representative Completes:

· This plan includes a habilitative component (Required for DD waiver only).

·  Health, Safety and Emergency Plan have been reviewed.

·  This plan and budget is approved.

County Representative







Date







A








1
August 11, 2008 “A”
10
13
August 11, 2008 “A”

