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Appendix A SOURCE Screening Form

SCREENER REFERRAL DATE

SCREENING DATE

NAME DOB / /
SEXM____F___ 88N . -

MEDICAID YES/ NO MEDICAID NUMBER

SS YES NO

IF NO, IS MONTHLY INCOME SSI LEVEL OR BELOW?

MEDICARE NUMBER

ADDRESS: PHONE

HOUSING: ALONE WITH RELATIVE/FRIEND HOSPITAL

PERSONAL CARE HOME NURSING HOME OTHER

PRYSICIAN
DATE OF LAST VISIT,
DIAGNOSES

INITIAL CALLER
REFERRED BY
REFERRAL/SCREENING NOTES

PRIMARY CAREGIVER RELATIONSHIP

PHONE ( ) -

STREET ADDRESS

City State Zip

WILLING TO USE SOURCE PCP YES NO
REFERRED FOR SOURCE ASSESSMENT ___ YES ____ NO
NOT ELIGIBLE REASON

REFERRED FOR OTHER SERVICES

OTHER




APPENDIX B
SERVICE OPTIONS USING RESOURCES IN COMMUNITY ENVIRONMENTS

SOURCE PROGRAM PARTICIPATION

DATE / /
DEAR

WELCOME TO THE SOURCE PROGRAM. THE SOURCE MULTIDISCIPLINARY TEAM REVIEWED YOUR
SITUATION AND RECOMMENDED COMMUNITY -BASED SERVICES THROUGH SOURCE.

SERVICES WILL BEGIN AFTER THE PROVIDERS LISTED BELOW HAVE VISITED YOU.
SOMEONE FROM THE FOLLOWING AGENCY(S) WILL BE CONTACTING YOU.

' Provider Agency ¢ Provider Agency
Contact Person Contact Person
Telephone # Telephone #

3. 4,

Provider Agency Provider Agency
Contact Person Contact Person
Telephone # Telephone #

AS A PARTICIPANT IN THE SOURCE PROGRAM:

YOU WILL NOT LOSE ANY MEDICAL ASSISTANCE BENEFITS THAT YOU ARE CURRENTLY RECEIVING
BY PARTICIPATING IN THE SOURCE PROGRAM.

YOU MAY WITHDRAW FROM SOURCE AT ANY TIME.

PLEASE CONTACT THE CASE MANAGER LISTED BELOW OR YOU MAY HAVE SOMEONE CALL ON
YOUR BEHALF IF YOU HAVE QUESTIONS OR NEED ADDITIONAL INFORMATION.,

CASE MANAGER

TELEPHONE NUMBER




OPTIONAL FORM APPENDIX C
SOURCE ASSESSMENT ADDENDUM

Member:

1. Home Assessment:
List people who live in the home:

Date:

Name/Relationship Age | Work: Status: Permanent, School:
FT, PT, Night Temporary, Yes or
Intermittent No
Is there usually someone with you at night? Y N
Do you have someone who could stay with you if you were sick? Y N
If yes, provide name and contact information:
Plans for evacuation or disaster:
2. Physical Environment:
Features: Yes No | Fealures: Yes | No
Electrical hazards Space heater(s)
Stove/refrigerator on premises Telephone
Signs of careless smoking Smoke detectors
Washer/dryer on premises Running water
QOther fire hazards Indloor toilets
Pets (specify) Adequate ventilation
Satisfied with living situation Planning to move
Comments:
3. Medications:
Pharmacy name and telephone number;
How do you get your medications?
C1
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OPTIONAL FORM APPENDIX C
SOURCE ASSESSMENT ADDENDUM

Member: Date:

4, Psychosocial:
In the past year have there been any significant changes in your life, such as:

Yes No

Yes

No

lIness/injury Change in marital status

Change in job, residence Victim of crime or
Exploitation

Losses or deaths Other (specify)

5. Advance Directives:

Do you have a signed Advance Directive? Yes No
If yes, where is the copy kept?

Does the family know of the Advance Directive? Yes No
6. Proxy Decision Makers:

Name: Relationship:

Telephone:
Type: guardian payee power of aftorney ___

7. Financial Information:

Monthly Income §
Social Security
SSl
Other
Checking Account? Yes.  No_
Savings Accounts? Yes_  No_

Who manages money for member?
8. Nutrition:

Has your doctor told you to eat a special diet?

Are you compliant with your diet order? Yes No

Do you use alcohol? Yes No ; tobacco? Yes No ; or recreation drugs?

Yes No

If yes, what drugs?

9. Home Monitoring:

If applicable, in addition to your doctor, who is responsible for monitoring___ BS BP
weight? others assisting

Service Options Using Resources In Community Environments
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OPTIONAL FORM APPENDIX C

SOURCE ASSESSMENT ADDENDUM

How often?
Member: Date:
Member: Date:

List any monitoring equipment and supplies you have (blood pressure cuff, One-Touch type machine, scales, etc.)

10. Labwork:

Do you currently require any ongoing labwork/diagnostics or other medical procedures (blood machine, scales, efc)?

Procedure Frequency
Reason Provider
11, IADL/ADL:

Instrumental Activities of Daily Living

Category: WHO helps and WHEN? (include
ALL assistance - family/friends AND
formal services)

Telephone

Shopping

Food preparation

Breakfast/.unch/Supper

Housekeeping

Laundry

Mode of Transportation

Medications

Finances

Service Options Using Resources In Community Environments
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OPTIONAL FORM

Member:

APPENDIX C
SOURCE ASSESSMENT ADDENDUM

Date:

Basic Activities of Daily Living ~ If assistance is required:

Category

support)

WHO helps and WHEN? {ALL informal AND paid

Bed mohility:

Transfer:

Locomotion:

Dressing:

Eating:

Toilet use:

Personal hygiene:

Bathing:

Continence;

Are existing caregivers willing/able to continue providing assistance at current levels?

Yes No Comments:

12. Physician Information

Doctor's Name Phone No. ()
Reasen
Doctor's Name PhoneNo.( _)

Reasen

Service Options Using Resources In Community Environments
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OPTIONAL FORM APPENDIX C
SQURCE ASSESSMENT ADDENDUM

Member: Date:

13. Medical Treatment

Do you currently receive any of the following medical treatments? (If yes, list who provider and telephone number.)

Treatments: Provider/Telephone Number:

Pressure sore treatment

Wound or other skin care treatment

Skilled therapy (PO/OT/speech)

Colostomy/ostomy care

Oxygen

Other

14. Other Programs
Cross reference with other programs:
15. Education

What is the highest grade completed in school?

16. Special Equipment

___Bed Rail ___Hospital Bed ___Incontinence pads
___Catheter ___High toilet seat ___(lasses
___Brace (back) __Prosthesis ___Canefwalker

__Blood glucose monitor____Adaptive eating equipment ___Grab bars

___Bathing equipment  __ Bedside commode ___Other vision

___ Lift (manualfelectric) Wheelchair (manuallelectric) __ Dentures

. Other

Care Manager Signature Date

Service Options Using Resources In Community Environments



Member:

APPENDIX C-1

SOURCE MEMBER CHOICE OF PROVIDER FORM

Date:

Issues Noted

Services

Recommended

Provider Assigned

Member
Choice
of
Provide
PCP

Frequency

Participant
Feedback

MCPC

MCPC

MCPC

MCPC

MCPC

Member Signature

Date

Case Manager Signature

Date

Service Options Using Resources In Community Environments




APPENDIX D
Consent for Enroliment & Member Rights and Responsibilities

SOURCE Consent for Enroliment
l, , voluntarily agree to enroll in SOURCE. { understand that SOURCE

will provide primary medical care, case management and support services, under the Georgia Better Health
Care program.

[ understand that | will be required to use a doctor or nurse practitioner participating in SOURCE, who will
provide or coordinate all medical care | may need. Any support services | may need will also be arranged
and monitored by SOURCE. If | am currently enrolled in ancther Medicaid waiver program, my enroliment
and services will be changed to SOURCE.

| further understand that SOURCE staff will be coming to my home to evaluate my current status and my
need for support services, on an ongoing basis. SOURCE will also provide information fo participating
SOURCE providers, as needed for effective service delivery.

Information gathered on the fype and amount of service | receive and on my medical condition may also be
used in evaluating this program or to develop future healthcare programs and guidelines in Georgia. MY
NAME OR OTHER IDENTIFYING INFORMATION WILL NOT BE USED FOR THIS PURPOSE.

Person giving consent Date

Relationship to SOURCE member if not member Date

Witness

D1
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APPENDIX D
Consent for Enroliment & Member Rights and Responsibilities

SOURCE Manual
Member Rights and Responsibilities

In order for you to have a positive and healthy experience in SOURCE, the staff must ensure that your rights
are respected.

Your rights, in the SOURCE program:

You have the right to receive:

Considerate and respectful care, without discrimination as to race, religion, sex or national origin.
Clear and current informaticn about your health, medical treatments and Carepath plan.

The name of any doctor, Case Manager or other SOURCE Enhanced Case Management staff
member involved in your care.

Information necessary to give consent before any procedure and/or freatment, and
information on potential alternatives.

Privacy and confidentiality of your treatment and medical records. Information about you will be
released only as necessary for providing effective care, and only with your consent (see attached
Consent for Enroliment Form).

Information on how to make a complaint or an appeal about care received through the
SOURCE Enhanced Case Management.

You have the right to reasonable participation in decisions involving your care.

You have the right to refuse treatment to the extent allowed by law, and to be informed of the
likely medical consequences.

You have the right to choose a primary care doctor from the SOURCE Enhanced Case
Management's list of participating physicians.

You have the right to choose from the SOURCE Enhanced Case Management's list of
participating providers, for support services indicated by your Carepath plan.

The SOURCE program is designed to help you stay as heaithy and independent as possible.

D2
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APPENDIX D
Consent for Enroliment & Member Rights and Responsibilities

To achieve these goals, you must be an active partner in working with your Case Manager and
SOURCE doctor.

Your responsibilities, in the SOURCE program:

You are responsible for providing clear and complete information regarding your overall health and
healthcare, including ilinesses/injuries, hospitalizations, medications or anything else that may
affect how SOURCE delivers medical and supportive services.

You are responsible for helping to develop and carry out your SOURCE plan by:

» Giving complete and timely information to your Case Manager about your own abilities and
those of your family or friends who are caregivers

s Carrying out assigned responsibilities as you agreed with your Case Manager

» Letting your Case Manager know if you or others (including paid providers) are not able or
willing to carry out responsibilities as agreed, so the Case Manager can help make other
arrangements

o Working with SOURCE staff to solve problems in key areas, identified by your Case
Manager as goals during your enrollment in the program

» Using providers (hospitals, home care and home health agencies, etc.) who participate in
the SOURCE program.

You are responsible for keeping all medical appointments as part of your SOURCE plan, or for
notifying SOURCE if you cannot keep an appointment.

You are responsible for maintaining a safe and healthy home environment. Your Case Manager
may assist you in finding help with home repairs or in moving to a new home, if necessary.

You are responsible for treating your Case Manager, doctors and service providers in a courteous
and respectful manner.

SOURCE Member/Caregiver Date

SOURCE Case Manager Date

D3
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APPENDIXE

AUTHORIZATION FOR RELEASE OF MEDICAL
RECORDS/MEDICAL INFORMATION

| hereby authorize SOURCE to receive information from the medical records of:

Patient SSN

Date of Birth Date(s) of Service:

Information requested:

Requested by: Phone No.

Purpose or need for information: Enroliment in SOURCE "Enhanced Case Management’

All information | hereby release to be obtained will be held strictly confidential and cannot be
released without my consent. | understand that this authorization will remain in effect for one year,
unless | specify an earlier date here:

Signature of Patient or Authorized Person Date

Relationship if Not Patient

Signature of Witness Date

Please send all information to:

Service Options Using Resources In Community Environments E-1



APPENDIX F Level of Care

Admit Discharge Transfer Other

Georgia Department of Community Health

LOC PA Number: Effoctive/End Dates ! SOURCE LEVEL OF CARE AND PLACEMENT INSTRUMENT
1. SOURCE TEAM NAME & ADDRESS 2. Patient’s Name (Last, First, Middle inilial);
Telephone: 3. Home Address:
Provider iD#
4. Telephone Number; 5. Counly:
6. Medicaid Number 7. Socigl Security Number 8. Mother's Maiden Name:
9 Sex 10. Age |11 Birthday 12. Race 13, Marital Stalus 14. Type of Recommendation 15, Referral Source

O Initial

2. O Reassessment

This is to certify that the facility o attending physician is hereby authorized fo provide the Georgla Depariment of Medical Assistance and the Depariment of Human Resources with
necessary information including medical data.

16. Signed (Paiient, Spouse, Parent er clher Relative or Legal Representalive) 7 Dale;
Seclion B, Physician's Examination Report, Recommendation, and Nursing Care Needed 11ICR1G 2.1CD10 3.1CD10
8. Diagnosis on Admission o SOURCE 19. Is Patient freq of communicable
1. Primary disease? 1.0 Yes 203 MNo
2. Secondary
3. Other
Medications (including OTC) Diagnoslic and Trealment
20, Name Dosage Route Frequency 21 Type Frequency
22. SOURCE SERVICES ORDERED: £CMS ,
23, Dist 24. Hours Out of Bed Per Day 25. Overafl Condition 26 27. Mental and Behavioral Status
Restorative
o Regular oltgke alv o Improving o Good o Agitated o Noisy o Dependent
a Diabetic o Oulpit o Bedfast o Siable o Fair oConfused o Nonresponsive ¢t Independent
o Formula o Catheler Care o Flucluating a Poor o Cooperative o Vacillaling o Anxlous
o Low Sodium o Colostomy Care o Deteriorating o] o Depressed o Viokent o Well Adjusted
o Tube Feeding o Slerile Dressings o Critical o None o Forgatful 1 Wanders 1y Disoriented
o Other o Suctioning o Terminal o Alet o Withdrawn o Inappropriate Reaction
28, Decubitl 29, Bowel 30. Bladder 31. Indicate Frequency Per Week of the following services:
Physical Ocrupalio Reslorati Reali Speech Bowel Aglivities
O Continent " Therapy nal ve ty Therapy Bladder Program
o 0 00 Conlinent Therapy Therapy Orien Retrain
O Yes O No O Infected a5 " tation
N incorlinent O Oceas Incontinent
n Admission .
Surgery Dale O Incontinent O Incontinent
O Colostomy O Catheter
32. Record Appropriate IMPAIRMENT ?szwpmﬁam Activities of Daily Living
Legend egen -
1. Severe Sight Hearing  Speech  Lid Mofion Para- 1. Dependent Wheel- Trans- Ambuy-
2. Moderate lysis 2. MeedsAsst Eais  Chalr fers Bathing fafion Dressing
3. Mid a___ u] a a] o____ 3 Indeperdent | © s o a a] o__
4, None 4, Nol App
33.. This patient’s condition O could [ could not be managed by provision of 37 Physician’s Name (Print)
0O SOURCE or O Heme Health Services.: 38. Address:
34, Icertify that this patient O requires 1 does not  require the intermediate level of care 3_9' Dare 40. Physician’s 41. Physician’s Phene No
., . e Signed By Licensure No
provided by a nursing facility Physician
35, | certify that the attached plan of care addresses the client's needs for Connumunity Care ¥
36. Physician’s Sighature:
ASSESSMENT TEAM USE ONLY
4%, Nursing Facility Levef of Care?  oYes © No 43. 1.0.5. Certified Through Date 44. Signed by person cedtifying LOC: Title Date Signed Phone
F1
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DCH FORMS NEEDED FOR HEARING REQUESTS

SOURCE LEVEL OF CARE AND PLACEMENT INSTRUMENT-INSTRUCTIONS

Purpose: The Level Of Care (LOC) page summarizes the client's physical, mental, social, and
environmental status to help determine the client's appropriateness for SOURCE services. In addiion, the
LOC page represents the physician's order for all waivered services provided by SOURCE.

Who Completes Form: Initial assessments are completed by a licensed nurse (RN or LPN), case manager.
The 1.OC is always signed by the RN. The agency medical director or client’s physician participates in all
assessments and reassessments by completing designating sections of the LOC page and signing the form.

When the Form is Completed. The case manager completes the LOC page at initial assessments and
reassessments, and transfers from one SOURCE site to another. Include the transfer date.

Instructions:

Indicate whether this is an initial admif, discharge, or transfer and date agency would like change fo occur.
May write any other helpful information in the box or at fop of page.

SECTIONT A, IDENTIFYING INFORMATION

Client Information in Section 1 is completed from information obtained from referral source or individual
(patient) being referred.

1. Enter complete name, address, telephone number, including area code, and Medicaid provider
identification number of care coordination team.

2. Enter client's last name, first name, and middle initial, in that order, exactly as it appears on the
Medicaid, Medicare, or social security card.

3, Enter home address of client, including street number, name of street, apartment number (if
applicable), or rural route and box number, town, state and zip code.

Enter client's area code and telephone number.

Enter client's county of residence.

Enter client's Medicaid number exactly as it appears on the Medicaid card.

Enter client's nine-digit social security number,

Enter client's mother's maiden name.

o N o

09, 10,11.  Enter client's sex ("M" or "F"}, age, and date of birth {month/day/year).
12.  Enter client's race as follows:

A = Asian/Pacific Islander H = Hispanic W = White
B = Black NA = Native American
13. Enter client's marital status as follows:
S = Single M = Married W = Widowed
D = Divorced SP = Separated

14. Check (1) appropriate type of recommendation:
1. Initial: First referral to SOURCE or re-entry into SOURCE after termination
2. Reassessment. Clients requiring annual recertification or reassessment because of change

in status.
15. Enter referral source by name and fitle (if applicable), or agency and type as follows:
MD = Dector S = Self HHA = Home health agency
NF = Nursing facility FM = Family PCH = Personal Care Home
HOSP = Hospital ADH = Adult Day Health

Service Options Using Resources in Community Environments



APPENDIX F Level of Care

O = Other {Identify fully)

18, 17. Client signs and dates in spaces provided. If client is unable to sign, spouse, parent, other
relative, or legal/authorized representative may sign and note relationship to client after
signature.

NOTE: This signature gives client's physician permission to release information fo Case
Manager regarding level of care determination.

SECTION IB. PHYSICIAN'S EXAMINATION REPORT AND DOCUMENTATION
Section B is completed and signed by licensed medical person completing medical report.

18.  The physician or nurse practitioner enters clienf's primary, secondary, and cther (if applicable)
diagnoses. (Nurse assessor may enfer client diagnoses, but through review and signature on
Appendix F, the physician or nurse practitioner confirms the diagnoses)

NOTE: When physician, nurse practitioner or Medical Director completes signature, the case management

team indicates ICD codes. Enter ICD codes for “primary diagnosis”, “secondary diagnosis” or “third

diagnosis” in the appropriate box. Case management leams secure codes from I1CD code book,
focal hospitals or client's physician.

19. The physician or nurse practitioner or Medical Director checks "yes” box to indicate if client
is free of communicable diseases; if the member has a communicable disease or it is unknown,
check “no".

20. List all medications, including over-the-counter {OTC) medications and state dosage, how the
medications are dispensed, frequency, and reason for medication. Attach additional sheets if
necessary and reference.

21. List all diagnostic and treatment procedures the client is receiving.

22. List all waivered services ordered by case management team.

23. Enter appropriate diet for client. |f "other" is checked (), please specify type.

24. Enter number of hours out of bed per day if client is not bedfast. Check (V) intake if client can
take fluids orally. Check () output if client's bladder function is normal without catheter. Check
() all appropriate boxes.

25. Check () appropriate box to indicate client's overall condition.

26. Check () appropriate box to indicate client's restorative potential.

27. Check () all appropriate boxes to indicate client's mental and behavioral status. Document on
additional sheet any behavior that indicates need for a psychological or psychiatric evaluation.

28. Check () appropriate box to indicate if client has decubiti, If “Yes” is checked and surgery did
occur, indicate date of surgery.

29. Check () appropriate box.

30. Check () appropriate box.

31. If applicable, enter number of treatment or therapy sessions per week that client receives or needs.

32. Enter appropriate numbers in boxes provided to indicate level of impairment or assistance

needed.
33. Case Management feam with the Medical Director (admitting physician) indicates whether client’'s

condition could or could not be managed by provision of Home and Community Services or Home

Health Services by checking (v) appropriate box.

F3



APPENDIX F Level of Care

NOTE: If physician indicates that client’s condition cannot be managed by provision of Home
and Community Services and/or Home Health Services, the member will not be admitted
toSOURCE and should be referred to appropriate institutional services.

34, Medical Director, admitting physician with Multidisciplinary Team certifies that client requires
or does not require level of care provided by an intermediate care facility and signs on #36,
confirming the AHS review and LOC determination,

35. Admitting/attending physician cerfifies that CarePath, plan of care addresses patient's needs for
living in the community. [f client's needs cannot be met with home and community based services,
the member will not be admitted to SOURCE and will be referred to appropriate services.

36. This space is provided for signature of admitting/attending physician indicating his certification

that client needs can or cannot be met in a community setting. Only a physician (MD or DO) or
nurse practitioner may sign the LOC page.

NOTE: Physician or nurse practitioner signs within 60* days of completion of form*. Physician or
nurse practitioner’s signature must be original. Signature stamps are nof acceptable. UR will recoup
payments made to the provider if there is no physician's signature. “Faxed” copies of LOC page are
acceptable.

37, 38, 39, 40, 41. Enter admitting/attending physician's name, address, date of signature, licensure
number, and telephone number, including area code, in spaces provided.

NOTE: The date the physician signs the form is the service order for SOURCE services to begin.
UR will recoup money from the provider if date is not recorded.

42,43,44, REGISTERED NURSE (RN) USE ONLY

42. The registered nurse checks () the appropriate box regarding Nursing Facility Level of

Care (LOC). When a level of care is denied, the nurse signs the form after the "No” item in this
space. The RN does not use the customized “Approved” or “Denied” stamp.

43, LOS - Indicate time frame for certification, i.e., 3, 6, 12 months. LOS cannot exceed 12 months.
#Certified Through Date - Enter the last day of the month in which the length of stay (LOS) expires.
44, Licensed person certifying level of care signs in this space, indicates title (R.N.), date of
signature, and contact information.

NOTE: Date of signature must be within 60** days of date care coordinator completed assessment as
indicated in Number 17. Length of stay is calculated from date shown in Number 43#, The RN completes a
recertification of a level of care prior to expiration of length of stay

# For SOURCE : LOS Certified Through Date = Expiration on PA
* For SOURCE "Date of Signature” for the Physician and RN is extended to 90 days

Distribution: The original is filed in the case record. Include a copy with the provider assessment/
reassessment packet

F4



APPENDIX G
SOURCE Care Path Level

SOURCE Care Path Level (OPTIONAL)

Note: If services are ordered between annual reviews and at such a level that it does not require the
member to have a reassessment, the service(s) can be documented on the Care Path, and the physician
signs and dates the Carepath. As of July 1, 2015 members who have a complete reassessment will all be
on SOURCE Level | carepath.

SOURCE CRITERIA: Based on GA Nursing Home
Level | ICF and SNF Levels

All patients must have a medical condition which requires physician monitoring.
Check what the patient Requires.

1 Patient requires skilled nursing services daily Yes No
] Patient requires assistance with a documented mental problem (cognitive loss) Yes No
1 Patient requires assistance with a documented physical problem Yes No

AND if there is another problem that contributes to member's care:

1 Other

Circle any problems below that require medical monitoring:

Nutritional status; skin care; catheter use; therapy services; clinical indicatorsflab studies; restorative
nursing care; or medication management.

Service Options Using Resources in Community Environments G-1




APPENDIX H

Standards of Promptness

Case Managers complete SOURCE activities within the standards of prompiness guidelines

IF ACTIVITY IS

Standard of Promptness forCare Coordlnatlon ST e
' ' R | THEN STANDARD OF PROMPTNESS IS WITH!N iX

Responding fo telephone inquiry regarding SOURCE admission

3 business days after telephone inquiry

SCREENING

Screening a referral

3 business days after telephone inquiry

Noftifying client referral source of client denial/ineligibility
determination at screening

Within 3 business days after decision of non-
eligibility

INITIAL ASSESSMENT

Nurse completion of face to face assessment for new admissions

within 15 business days of nofification of slot
availability

RN review of the assessment

10 business days following the assessment visit

Sending assessment /reassessment package to AHS
for LOC review

REASSESSMEN

Send Reassessment package to AHS for LOC review

At least 45 days before expiration of the current
Level of Care and no sconer than 89 days before
LOC expiration

RN review of the assessment

10 business days following the assessment visit

Medical Director/PCP signature confirming LOC

Within 90 days of member signature on LOC*
See Section 1406

Completing reassessments when requested by:
SOURCE service provider
. Utilization Review analyst
. Legal Services Office
Administrative Law Judge
. Member

10 business days after reassessment request

Brokering services for new client

Within 5 business days of SOURCE admission or
confirmation of lock in

Telephone follow-up with a client after service brokered to assess
service compliance, client safisfaction

10 business days after service initiation

Sending member a Participation Form and Member Care Path

5 business days after service initiation

H1
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APPENDIXH

Standards of Promptness

IF ACTIVITY IS (contd.)

THEN STANDARD OF PROMPTNESS IS WITHIN
{cont'd.)

Sending referral packet to provider

Before service provider begins services

Completing and refurning Member Information Form {MIF) to provider

3 business days after receipt from provider
2 business days if involving a sentinel event

Telephone contact with member Monthly
Face to Face Care Path review Quarterly
Monthly

Provider meeting for the coordination of care

(Applies to all ALS, ADH, and PSS providers)

Note: may be conducted face to face, telephone or
electronically

Reporting Sentinel events to DCH, Adult Protective Services, local law
enforcement, and LongTerm Care Ombudsman

Email within 1 business day of the nofification or
discovery of the event.

Completed Sentinel event must be sent within 5
business days

Transfer of client record when client moves to another SOURCE site with the
same provider (copy of records is acceptable)

5 business days after notification of transfer

Submitting Monthly Statistical Reports to DCH

By the 15" of the month foliowing the month subject
to report

Invotuntary Discharge

Complete and provide a copy of the discharge plan with specific resources to
the member

No later than 15 days following a SOURCE
involuntarily discharge (day of notification by AHS
or date the CM agency issued lefter to member)

Follow up call or visit to member and or family to confirm understands
information on discharge and discharge planning resources

7 t0 10 work days after discharge plan is given




APPENDIX |
Level of Care

INSTRUCTIONS/GUIDE for Determination of LOC

Intermediate Level of Care Criteria: SOURCE Applications

The target population for SOURCE are physically disabled individuals who are functionally impaired, or who have acquired
a cognitive loss, that results in the need for assistance in the performance of the activities of daily living (ADLs) or
instrumentai activities of daily living (JADLs); these individuals must meet the Definition for Intermediate Nursing Home
LEVEL OF CARE and all other eligibility requirements listed in 801.3. The Intermediate Level of Care Criteria is
recommended by the Site's Registered Nurse, using assessment information reported via the MDS-HC assessment, case
notes, physician notes, history & physical, and other assessment tools, The R.N. circles all relevant items from Column A,
B & C to support the level of care. If additional notes such as related diagnoses are required, such information is noted on
the document.

Specific criteria as below:

I, Medical Status: Must satisfy Question #1 and any one of #2 through #8

SOURCE LOC CRITERIA PRIMARY LOC APPLICATIONS
1. "Has at least one chronic condition . . . " Examples: HTN, diabetes, heart disease, pulmonary
disease, Alzheimer's, spinal cord injury, CVA, arthritis,
efc.
2. Nutritional management .. . " Medical record reflects status as underweight or morbidly

obese; need for therapeutic diet d/t exacerbation chronic
condition (HTN, diabetes, skin condition, etc.); dialysis
patients (hydration); others at risk of dehydration.

Diabetics; SRC members spending significant time in
wheelchair or bed; existing wound care/skin issues or
history of; members with incontinence

3. "Maintenance and preventive skin care . ..

4, "Cathetercare . . . " Self-explanatory

5. “Therapy services .. . ° Self-explanatory

6. “‘Restorative nursing services . . . Self-explanatory

7. “Monitoring of key clinical indicators, Diagnosis requiring ongoing monitoring of ¢linical
laboratory studies or weights . .. * indicators: hypertension, pulmonary disease, diabetes,

cardiovascular disease, etc. (key clinical indicators




APPENDIX |
Level of Care

include but are not limited to blood pressure, pulse,
respiration, temperature, weight, blood sugar for
diabetics), medications indicating ongoing laboratory
studies (Coumadin, Dilantin, Tegretol, Digoxin,
Phenobarbitol, liver profiles, certain cholesterol
medications, etc.); CHF and dialysis patients for
monitoring of weight.

8. "Management and administration of
medications . .. “

SRC members needing assistance with management
OR administration of medications (d/t cognitive or
physical impairments). May be paid care or informal
support providing assistance.

[I. Cognitive Status that includes cognitive loss. Must Satisfy one of #1 through #4

{NOTE: ALWAYS INVOLVES COGNITIVE LOSS WITH ETIOLOGIC DIAGNOSIS NOT RELATED TO A DEVELOPMENTAL DISABILITY OR MENTAL ILLNESS FOR SOURCE WAIVER

ELIGIBILITY)

SOURCE LOC CRITERIA

PRIMARY LOC APPLICATIONS

1. “Documented short or long-term memory deficits . .

.“ | Linked to a diagnosis (CVA, TBI, dementia,

Alzheimer's, etc.} documented in medical
record; review MMSE score.

2. “Documented moderately or severely impaired
cognitive skills . . .

Same as above. Allow for eccentricities.

3. “Problem behavior . . . “

Self-explanatory. Allow for eccentricities.

4, *Undetermined cognitive patterns which cannot be
assessed by a mental status exam . . "

Rarely used. Aphasia listed as example.

OR

Hl. Functional Status: Must satisfy one of #1 through #4 (with the exception of #5)

{MOTE: ALWAYS [NVOLVES IMPAIRMENT WITH ETIOLOGIC DIAGNOSIS NOT RELATED TO A DEVELOPMENTAL DISABILITY OR MENTAL ILLNESS FOR SOURGE WAIVER ELIGIRILITY)




SOURCE LOC CRITERIA

PRIMARY LOC APPLICATIONS

1. "Transfer and locomotion performance requires
limited/extensive assistance . . . *

“One person physical assist’ is key indicator. Not
someone who lives alone with no support (paid or
informal} in place or planned. “Locomotion”
viewed as primarily in home.

2. "Assistance with feeding.”

May be due to significant physical or cognitive
impairment. Cueing and set-up help required
together (i.e., not just an [ADL issue).

3. "Direct assistance . . . to maintain continence.”

"Assistance of another person” is key indicator
(i.e., not just using incontinence products). May
be due to physical (transfers, eic.) or cognitive
impairments,

4. "Documented communication deficits . . . "

Deficits must be addressed in medical record with
etiologic diagnosis addressed on MDS/care plan
for continued placement.

5. "Assistance . . . dressing/personal hygiene"

Self-explanatory. See “another deficit”
requirement described.

RN will complete this form and attach to packet uploaded to AHS. Each section will be
completed by the RN by circling the section of the MDS beside each item in each Column. For
instance, if the MDS indicates that the member requires moderate assistance with ambulation,
then circle the 3 or 4 by G2g under Column C number 1. On the blank line indicate the
diagnosis that causes the level of impairment. Each item that is circled should match the
scoring on the MDS.



Column A
Medical Status
L. Requires monitoring and overall
management of a medical condition{s) under
the direction of a licensed physician.
[1a-u, 12a-f, N2a-k=1,2,0¢ 3

In addition to the criteria listed immediately
ahove, the patient’s specific medical
condition must require any of the following
plus one item in Column B or Column C.

2. Nutritional management; which
may inciude therapeutic diets or maintenance
or hydration status.

K2a-d=1 or an issue

K3(1-9)=35,6,7,0r 8 is selected

N2d=2or3

3 Maintenance and preventative skin
care and treatment of skin conditions, such as
cuts, abrasions, or healing decubiti.

L1=2,3.4,5 L3:L4:L5=1/yes

L7=2 or 3 N2=k (wound care/present)

4, Catheter care such as catheter
change and irrigation.

Hi=1 H2=20r3
3 Therapy services such as oxygen

therapy, physical therapy, speech therapy,
occupational therapy (3 times per week or
less).
N3b, 3e, 3f, 3g =Present
N2a-k=Present/1,2,3

6, Restorative nursing services such
as range of motion exercises and bowel and
bladder training.

N3e and N2I= Present

7. Monitering of vital signs and
laboratory studies or weigls.
Nla=] N2ab,d, and i = Present
N3b="Present K2a=Present

3 Management and administration
of medications including injections.

Gld 1-6 {performance)

N2a, N2d, N2i = Present

MId=IM(intramuscular), IV
(intravenous), Sub-Q {Subcutaneous or ET
{Enteral Tube)

M3=1 or 2 is sclected

Column B
Mental Status

The mental siatus must be such that the
cognitive loss is more than occasional
forgetfuiness.

t.  Documented short or long-term memory deficits with
etiologic diagnosis. Cognitive loss addressed on
MBS/ care pian for continued placement.
C2a,b,orc=1

2. Documented moderately or severely impaired
cognitive skills with etiologic diagnosis for daily
decision making. Cognitive loss addressed on
MDS/ care plan for continued placement.
Cl=3,45 C5=2

3. Problem behavior, i.e. wandering, verbal abuse,
physically and/or socially disruptive or
inappropriate behavior requiring appropriate
supervision or intervention,

E3a-f=l,20r3

4, Undetermined cognitive patterns which cannot be
assessed by a mental status exam, for example,
due to aphasia.

13j=2.3, or 4 ---1lj: 1 ¢; 11d=1,2,3---12a-f*
Possible Diagnoses: severe seizure do, TRI, ABI, Anoxic
brain injury

Client Name

Completed by

Date of Visit___
RN Approving LOC

Date of LOC

Column C
Functional Status

One of the following conditions must exist
{with the exception of #5 that can not stand
along).

1, Transfer and locontotion performance of the
resident requires limited/extensive assistance by staff
through help of one person physical assist.

G2g, G2f=3,4,5,0r 6

G3c, G3d=013a;J3b=1,2,3, 4

2. Assistance with feeding. Continuous stand-by
supervision, encouragement, or cuging required and set up
of meals,

G2j=3.4.5,0r6

3. Requires direct assistance of another person to
maintain continence.
G2g, G2h=34,50r6

4, Documented communication deficits in
making self understood or understanding others, Deficits
must be addressed in medical record with eticlogic
diagnosis addressed on MDS/ care plan for continued

placement.
DI, D2=30rd
5. Direct stand-by supervision or cueing

with one person physical assistance from staff
to cornplete dressing and personal hygiene. (If
this is the only evaluation of care identified,

another deficit in functional status is required.)
G2a;G2b,G2c;G2d=3,4,50r6

**If }3a-b is circled {C1), is this compensated
by walker, cane, sfower movements, or use of
furniture? Y/N If so, this is NOT enough for
NH level.




APPENDIX J
Carepath Rev. 10118

Member Medicaid # Date:
Service Options Using Resources In Community Environments

CAREPATH

Circle what the patient has:
1) adocumented mental problem {with cognitive loss)—
2) adocumented physical problem

Prior Authorization Dates: to PA#
Disease (s) that require DM Plan?
SOURCE Case Manager Signature Date
SOURCE Case Mgmt Sprvsr Signature Date
SOURCE Medical Director Signature Date

Care Path additions: Document Reason for Care Path changes and signatures as needed below for members who have Care Path changes but don’t require a
full reevaluation.

Service Options Using Resources in Community Environments
Rev. 10/2018



APPENDIX J
Carepath Rev. 10/2018

Member, Medicaid # Date:
KEY MEMBER OUTCOMES PLAN/RESPONSIBLE PARTY QUARTERLY REVIEWS
VMember resides in community, maintaining Stabilize chronic conditions and promptly treat episodic/acute illness through long-term GOALS:

naximum control possible over daily schedule
and decisions.

Sentinel events are discussed with appropriate
sarties and process improvement that will assist
nember o reside safely are documented and
aut into action.

SOALS:

A, Member/caregiver contributes to the
design and implementation of community-
based services plan.

Key member responsibilities:

e Accept services as planned with
manager;

¢ Provide accurate information on
health status and service delivery;
and

e Maintain scheduled contact with
case manager.

B. Member keeps scheduled medical
appointments.

management by a SOURCE PCP/Case Manager team. The team will monitor risk factors for
institutionalization, responding with medical and support services provided at the time, setfing
and intensity of greatest effectiveness.

PCP: Case Mgr.

SOQURCE PCP role:

Evaluate and treat episodic facute illness
Manage chronic disease, including:

Risk factor modification/monitoring of key clinical indicators

Coordination of ancillary services

Education for members/informal caregivers

Medication review and management

Conference/communicate regularly with Case Manager

Review support service plans

Referfcoordinate/authorize specialist visits, hospitalizations and ancillary services

Promote wellness, including immunizafions, health screenings, efc.

SOURCE Case Manager rofe:

1streview period (_ / /)

A. __met notmet
B. met _ notmet
C. __met notmet

Sentinel events?

2 reviewperiod( [ /[ )

A, _met  notmet
B. __met notmet
C. _met _ notmet

Sentinel events?

3dreviewperiod ( [ /)

A, _met _ notmet
B. _met  notmet
C. _met notmet

Sentinel events?

At reviewperiod ( [/ )

A. met  not met

Service Opfions Using Resources In Community Environments
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Member

APPENDIX J
Carepath Rev. 10/2018

Medicaid # Date:

C. Support services are delivered in a manner

satisfactory to SOURCE members, informal
caregivers and Case Managers.

Key provider performance areas:

v Reliahility of service

»  Competency and compatibility of staffing;

» Responsiveness to member concerns and
issues; and

»  Coordination with Case Manager.

WamEmT contactwith memteT, forongomy evauation:

Monthly by phone or visit (minimum)

Quarterty by visit (minimum)

PRN as needed

Educate members on pafient responsibilities

Encourage/assist member in keeping all medical appointments
Conferencelcommunicate requlady with PCP; assist patients in carrying out PCP orders
Encouragefassist member in obtaining routine immunizafions, preventive screenings,
diagnostic studies and lab work

Coordinate with informal caregivers and paid providers of support setvices

Educate or facilitate education on chronic conditions
Assist members in ALL issues jeopardizing health status or community residence

NOTES:

B. _met _ notmet

C. _met _ notmet

Sentinel events?

(Providers and units/schedules listed on Member Version)

Service Options Using Resources In Communify Environments
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APPENDIX J
Carepath Rev. 10/2018

Member Medicaid #
KEY MEMBER OUTCOMES PLAN/RESPONSIBLE PARTY QUARTERLY REVIEWS
A member's diet will be balanced and MEMBER EDUCATION: GOALS:
appropriate for maintaining a healthy body 1 review period{ /_/ )
mass and for dietary management of ___ SOURCE PCP/PCP staff
chronic conditions i ) A, __met
__ SOURCE educational material
__notmet
th
—Oner B. _ met
GOALS: __hotmet
MEAL PREPARATION:
__ self-care (fotal)

A. SOURCE membet's body mass
supports functional independence and
does not pose a critical health risk OR
progress is made toward this goal
{(PCP, ADH or other report).

B. Meals are generally halanced and
follow appropriate diet recommended
by PCP (observed by Case Manager or
provider, seif- or caregiver report).

___assistance by informal caregiver(s)

___home delivered meals
___ALS (altemative living service)

___ PSS aide (includes G-tube)

MEAL PREPARATION SCHEDULE: (Indicate SELF, INF, HDM, PSS or ALS):

2¥reviewperiod ( [ [/ )

A met
__notmet

B. _ met
__notmet

3 review period ( )

A met
__notmet

B. __met
__notmet

4hreviewperiod{ [ [ ¥
A met

Service Options Using Resources In Community Environments
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Member

APPENDIX J
Carepath Rev. 10/2018

Medicaid #

Date:

Mon B L S Thurs__ B
Tues B L S Fn B L

Wed B L S Sat B L

Sun B L S

NOTES:

(Providers and units/schedules listed on Member Version)

__notmet

__met
__hot met

Service Options Using Resources In Community Environments
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APPENDEX J
Carepath Rev. 102018

Member Medicaid # Date:
Rev 7/1/03
KEY MEMBER QUTCOMES PLAN/RESPONSIBLE PARTY QUARTERLY REVIEWS
Member’s skin will be maintained in healthy MEMBER/CAREGIVER EDUCATION: GOALS:
condition, avoiding breakdowns and decubiti.  SOURCE PCPIPCP staf 1 revi:w period (_[_[ )
___SOURCE educational material __!:st met

GOALS:

Member has no skin breakdowns or decubiti
requiring clinical intervention/wound care.

___other

MONITOR SKIN for integrity:

___SOURCE PCP
___Selfcare

___informal caregiver

__ADH
___specialist
___ PSS aide/PSS RN every 62 days
__ALS

___skilled nursing

provider:;

Dates of Service:

Jdreviewperiod ( [/ )
__met

__hot met

3@ reviewperiod ( /_/_ )
__met
__hotmet

4hreviewperiod ( [/
__met
__notmet

Service Options Using Resources In Community Environments
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APPENDIX J
Carepath Rev.10/2018

Member Medicaid #

Date:

Assistance required:

___tuming/repositioning (see page )
___continence (see page )
__nutrition (seepage_ )

NOTES:

{Providers and units/schedules listed on Member Version)

Service Options Using Resources In Community Environments
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APPENDIX J
Carepath Rev. 10/2018

Member Medicaid # Date;

Rev. 07112
KEY MEMBER OUTCOMES PLAN/RESPONSIBLE PARTY QUARTERLY REVIEWS
Key clinical indicators and lab values will regularly fall within MEMBER/CAREGIVER EDUCATION: GOALS:

E PCP i ialist. 1streviewperiod (_/ [ )
parameters acceptable to SOURCE PCP or treating specialist _ SOURCE PCPIPCP staff P (1)

met
___ SOURCE educational material -
__notmet

NOTE: Key clinical indicators and lab values deemed applicable
are determined and monitored for each member by the SOURCE
PCP, according to the member's diagnosis and current medical
condition. The CM role is to assist the member in carrying out PCP
orders, to facilifate achieving this goal.

The PCP will advise on any additional monitoring required for
each member.

Additional monitoring required, if applicable:

__ blood glucose

blood pressure

___other

MONITOR CLINICAL INDICATORS:
___SOURCE PCP (OV)

ADDITIONAL MONITORING REQUIRED:

___ Self-care

__ASSISTANCE REQUIRED

___informal caregiver

__ADH
___PSSaide
__ALS

__ RN provider:

2% reviewperiod{ / [/ ¥
__met

__notmet

3dreviewpericd( [/ [ )
__met

__notmet

4hreviewperiod( / [/ ).
__met

__notmet

Service Options Using Resources In Community Environments
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APPENDIX J
Carepath Rev. 10,2018

Member Medicaid # Date:
___weight {as indicator of illness, for CHF patients, efc.)
__ other
__labs
NOTES:
__ other
LMP

{ast menses for women of child bearing age

(Providers and unitsfschedules listed on Member Version)

Service Options Using Resources In Communify Environments
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APPENDIX J
Carepath Rev. 10/2018

Member Medicaid # Date:
KEY MEMBER QUTCOMES PLAN/RESPONSIBLE PARTY QUARTERLY REVIEWS
Member/caregiver understands MEMBER/CAREGIVER EDUCATION: GOALS:
and adheres to medication ___ SOURCE PCP/PCP staff
regimen (SEI.f -.or caregiver __ SOURCE educational material
report, physician/RN report or other 1st review period
observation by Case Manager). - (/I ¥
Sentinel events around met  not met

medications are discussed with

appropriate responsible parties.

MEDICATION ADMINISTRATION/MANAGEMENT:
___Self-care

informal caregiver

___ADH/DHC
__ALS

_ PSS aides (cueing)
___RN provider

Dates of Service:

OBTAINING MEDICATIONS:
__ Self-care
___informal caregiver

___phamacy delivery

___other

PHARMACY:

NOTES:

Sentinel events?

2nd review period

A N
_met _notmet

Sentinel evenis?

3rd review period

A A
_met _not met

Sentinel events?

Service Options Using Resources In Community Environments
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APPENDIX J
Carepath Rev. 10/2018

Member Medicaid #

Date:

(Providers and units/schedules listed on Member Version)

4th review period

(L I

_met _not met

Sentinel events?

Service Options Using Resources In Community Environments
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APPENDIX J
Carepath Rev. 10/2018

Member Medicaid # Date;
KEY MEMBER OUTCOMES PLAN/RESPONSIBLE PARTY QUARTERLY REVIEWS
Regular performance of ADLs | _ ASSISTANCE REQUIRED: (S=SELF; INF=informal support; PSS=PSS aide; HDM=home GOAL.S: '
and JADLs is not interrupted delfivered meals; ALS=altemative living service): Tstreview period (_/ [ _):
due to cognitive or functional met
impairments. o
__hot met

GOALS:

No observations by Case
Managers or reports from mbr.
fcaregiver/other providers
(including SOURCE PCP)
identifying problems with
ADLs, IADLs and/or patient
safety.

Sentinel events are discussed
with appropriate parties (exclude
falls).

bathing dressing eating transferring
toileting/continence turning/repositioning
errands chores financial mgt. meal prep.

—informal caregiver{s) providing assistance:

___home delivered meals
___ADH

__ALS

__ERS

___incontinence Carepath
__ PSSaide

Total hoursfweek: Indicate no. of hours:

2 reviewperiod( [/ [/ )
met

__Not met

9reviewperiod( [ /[ )
__met
__notmet

dhreviewperiod ( [ [/ )
_ met

__not mef

Service Options Using Resources fn Community Environments
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APPENDIX J
Carepath Rev. 10/2018

Member Medicaid #

Monday AM PM Thursday AM

Tuesday AM PM Frday AM

Wednesday AM PM  Saturday AM

Sunday AM PM

NOTES:

{Providers and unitsfschedules listed on Member Versicn)

Service Opfions Using Resources in Communify Environments
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APPENDIX J
Carepath Rev. 10/2018

Member Medicaid # Date;
Rev 7/1/03
KEY MEMBER OUTCOMES PLAN/RESPONSIBLE PARTY QUARTERLY REVIEWS
Prol_3Eef11 bEI.laViOi' will not place .the M\?mber at risk of ROUTINE AND PRN MONITORING AND EVALUATION by
social isolation, neglect or physical injury to SOURCE PCP for signs of changes in mental status
themselves or others. GOALS:

Diagnosis:

_depression __substance abuse
__bi-polardisorder ~ ___schizaphrenia
___Alzheimers other dementia
___other
GOALS:

A. Residential arrangements remain stable.

B, Mental health conditions or cognitive impairment will
be adequately managed by informal or paid caregivers.
Indicators of inadequately managed behavior include:

» hospitalization for condition
o discussion of potential institutionalization
s increased level of caregiver stress

¢ physical danger to self or others posed by
behavior

» discharge from a program or setvice due to
behavior

Examples of problem or symptomatic behavior:

MEMBER/CAREGIVER EDUCATION:
___SOURCE PCP

__other

__ongoing management of condition by mental health professional
provider: schedule

___supervision by informal caregiver(s):

___ALS for supervision and monitoring
___ PSS aides for supervision and monitoring
__day program for supervision and monitoring of mental stafus

when or if informal support is unavailable

1streview period ( /[ ):

A, _met _ notmet
B. _met notmet
C. _met _ notmet

Sentinel events?

2 reviewperiod{ [ / )%

A met notmet
B. _met _ notmet
C. _met notmet

Sentinel events?

Mreviewperiod ( [ /)

A __met notmet
B. _met _ notmet
C. _met notmet

Sentinel events?

4t review period (_/ [ ).
A _met _ notmet

Service Opfions Using Resources In Community Environments
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APPENDIX J
Carepath Rev. 10/2018

Member Medicaid # Date:
wandering impaired memory substance abuse provider: B met not met
profoundiy impaired judgment schedule: M T W Th F C. _ met not met
physical aggression - -

suicide attempts or threats

C. Sentinel events around behavior are discussed
with appropriate parties and process improvement
that wilt assist member to reside safely are
documented and put into action.

NOTES:

(Providers and units/schedules listed on Member Version)

Sentinel events?

Service Options Using Resources in Community Environments
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APPENDIX J
Carepath Rev. 10/2018

Member Medicaid # Date:
KEY MEMBER QUTCOMES PLAN/RESPONSIBLEPARTY QUARTERLY REVIEWS
MEMBER/CAREGIVEREDUCATION: GOALS:
Transfers and mobility will occur safely. __SOURCE PCPIPCP staif
__SOURCE educational material
__PCP is notified. Member gait, balance assessed, medication reviewed. . .
1st review period
GOALS: (4 1 X
Member has no falls due to __other
unsuccessful attempts to transfer. _met _ not met
Sentinel events around falls are ASSISTANCE REQUIRED: Sentinel events?

discussed with responsible parties.

___informal caregiver(s) to provide assistance with transfers and mobility:

___ PSS aide for assistance iffwhen informal support is unavailable
__ALS
___ADH program for assistance iffwhen informal support is unavailable

__Adaptive equipment as indicated, with training as required (specify):

__Home modifications as indicated {specify):

Znd review period

.7 I
_met _not met

Sentinel events?

3rd review period

( [ I ¥

_met _not met

Sentinel events?

Service Options Using Resotirces in Communify Environments
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Member

APPENDIX J
Carepath Rev. 10/2018

Medicaid # Date:

NOTES:

4th review period

Y A A

_met _not met

(Providers and units/schedules fisted on Member Version)

Sentinel events?

Service Opfions Using Resources In Community Environments
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APPENDIX J
Carepath Rev. 10/2018

Member Medicaid # Date:
KEY MEMBER OUTCOMES PLAN/RESPONSIBLE PARTY QUARTERLY REVIEWS
Informat caregivers will maintain a supportive role in GOALS:
the continued community residence of the SOURCE —Ongoing SOURCE case management/support service plan 18t review period ( [/ ):
Pt _ met
__hotmet
GOALS: ___Referral to support group o reviewperiod { [/ )

manager, etc.).

No reports or other indicators of caregiver
exhaustion (self-report, observed by case

___In-home respite

Extended Personal Support {(EPS) schedule:

__ Out-of-home respite

provider;

schedule;

___ADH for respite purposes for informal caregiver

NOTES:

{Providers and units/schedules listed on Member Version)

__met

__hotmet

Jreviewperiod( [/ /¥
__met
__hot met

4 reviewperiod {( [/ )
met

__not met

Service Options Using Resources In Community Environments
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APPENDIX J

Carepath Rev. 10/2018

Member Medicaid # Date:

KEY MEMBER OUTCOMES PLAN/RESPONSIBLE PARTY QUARTERLY REVIEWS
GOALS:
tstreviewperod(__/ [ )
_met
_notmet
2ndreviewpericd (__/ [ ¥
_ met
_notmet
drd reviewperiod(__/ [ )

GOALS: _met
_ not met
dthreviewperiod (/[
_met
_ ot met

GOALS:

Service Options Using Resaurces In Communily Environments
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APPENDIX J
Carepath Rev. 10/2018

Member Medicaid # Date;
1streviewperiod{ [ [
_met
_notmet
2ndreviewperiod{ [ [ )
_met
GOALS: _ not met
Jrdreviewperiod(___ [/ [ )
_met
_notmet
dthreviewperied(__/ [ )
_met
_not met

J20
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APPENDIXK MEMBER VERSION

Member:

Welcome to SOURCE!
Qur goals are helping you:
Stay as healthy as possible

AND
Continue living in your own home.

Your SOURCE CASE MANAGER:

SCURCE 24-hour Phone:

Your SOURCE DOCTOR:

Phone:

'Hospital for emergencies:

areas listed on this. sheet,

people whe may be he!plng you WIth each

threateriing emergency.

Service Options Using Resources In Community Environments

Besides treatmg you- when you're sick; y‘our SOURCE
doctor will give you ADVICE and. TREATMENT in the
“areas that -are  very
important: for your good-health. -Also- Iasted are any

Please cali 1Ihe SOURCE 24 hour phone Ilne before
going to ‘the emergency room unless lt is a- Ilfe-

Date:

Name Date

GOOD NUTRITION

Proper meals

HEALTHY SKIN

Checking skin for problems

Weight

KEEPING IT UNDER CONTROL

Blood pressure Blood sugar

_____Unsafe hehavior
Monitoring each: YOUR SOURCE DOCTOR

Others:

NOTES:

Member signature/date

Case Manager signature/date

L-1



APPENDIXK MEMBER VERSION

Member: Date:
TAKING MEDICINES PROPERLY TAKING CARE OF MY HOME AND MYSELF

Current medications: Contact your case manager or CLEANING
doctor's office.
Drug store used
Picking up medicines ERRANDS
Help with taking medicines LAUNDRY

BATHING/DRESSING

GETTING UP, DOWN AND AROUND SAFELY

EQUIPMENT

OTHER SUPPCORT

HELP from another person

SOURCE SUPPORT SERVICES

GETTING HELP IN AN EMERGENCY

Plan for getting help in an emergency:

MEDICAL CALL 911 FIRE CALL 911

HURRICANE OR OTHER NATURAL DISASTER: NOTES:

level 1

Service Options Using Resources In Communify Environments 12




APPENDIX L HOUSING, INCONTINENCE CAREPATHS
MEMBER DATE

APPENDIX L

Service Options Using Resources In Community Environments
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APPENDIX L HOUSING, INCONTINENCE CAREPATHS

MEMBER DATE
SOURCE
HOUSING, INCONTINENCE CAREPATHS
KEY MEMBER QUTCOMES PLAN/RESPONSIBLE PARTY FUNDING QUARTERLY REVIEWS
___Member preference is to explore relocating to
anew home.
Member will reside in housing that is safe, affordable MEASURES:
and accessible.
__Member preference is fo remain in existing doa . '
o home and explore repair options as feasible. Ttreview perid (/1 ):
Issues identified:
_met
. ___SOURCE RELOCATION ASSISTANCE: _ not met
___substandard physical structure
___unaffordable
; » ___Assess Member's own circumstances, 2Mreviewperiod (/1 _)
notaccessibie preferences and financial resources for housing.
—__geographic isolation
—_— ) _met
family/household dynamics __ldentify a contact person — if available — to not met
other explore housing options on behalf of the Member, -
if applicable.
___Offer list of housing resources maintained by 9reviewperiod(_ [/ [/
___For Members with inadequate informal
support, review available options.
met
GOALS: -
___Complete application process {gathering — notmet
necessary documentation).
Service Options Using Resources In Community Environments L-4




APPENDIX L HOUSING, INCONTINENCE CAREPATHS
MEMBER DATE

No reports or chservations of the above.

__Follow-up on application once submitted
{review waiting list if applicable, confact regularly
to check)

__Relocation checklist:

___security deposit
_ utilities
__transfer
___new service (deposit)

__change of address with Social Security,
DFCS, efc.

___nofification of providers

HOUSING Page 1

Service Opfions Using Resources In Community Environments L5




APPENDIX L HOUSING, INCONTINENCE CAREPATHS

MEMBER DATE
KEY MEMBER OUTCOMES PLAN/RESPONSIBLE PARTY FUNDING
Member will reside in housing that is safe, Moving arrangements:

affordable and accessible. (CONT'D, Page 2) family/informal support MEA

___ PSS aide; provider

1stre
Date moved: _m
Date refused to relocate: _ne
___HOME REPAIR, renter:
___Broadly describe nature of repairs 27 re
needed:
_m
___ sfructural
_no
___electrical
bi
___plumbing 3 g
__infestation
_my
heafing/coolin
_ g g o

___maijor accessibility modifications

___other

Service Options Using Resources In Community Environments L-4



APPENDIX L HOUSING, INCONTINENCE CAREPATHS
MEMBER DATE

___|dentify informal support fo provide assistance,
if available.

___Provide SOURCE resources to informal
support.

___Obtain permission to contact landlord if
applicable, if no informal support available for this
assistance.

Service Options Using Resources In Community Environments




APPENDIX L HOUSING, INCONTINENCE CAREPATHS

(394N0S) SustUUCIALT AJunWwon) Ul $83n0say Buisn suoid( 8o1Ales

¥-d

MEMBER DATE
KEY MEMBER OUTCOMES PLAN/RESPONSIBLE PARTY FUNDING QUARTERLY REVIEWS
Member will reside in safe, affordable and ___ldentify and contact landlord, describing nature
accessible housing. (CONT'D, page 3) of need repairs. MEASURES:
__ One-month follow-up
___Tepairs acceptable I ! 14 review period [ :
___Tepairs in progress [ ! et
___norepairs initiated i _ not met
___Notify appropriate authority:
__City Inspection Department_ /| / 2¥reviewperiod (/[ )
{structural, plumbing, wiring) _met
_ Health Department__ /_ [ {infestation, _ not met
sewage)
__ FireDepartment___ [/ JFereviewperiod(_ [/ [ )
(electrical, wiring, smoke alarmms) _met
_ not met
___One month follow-up with Member
____repairs in progress/completed
___repairs not initiated
__Re-contact appropriate authority
Service Options Using Resources In Community Environments L-6




MEMBER

APPENDIX L HOUSING, INCONTINENCE CAREPATHS
DATE

Final disposition:

___repairs made
__Tepairs not made

Member preference is to relocate (see
relocate plan)__

___Member preference is fo remain in home
under present conditions

Service Options Using Resources fn Community Environments




APPENDIX L HOUSING, INCONTINENCE CAREPATHS

MEMBER DATE
KEY MEMBER OUTCOMES PLAN/RESPONSIBLE PARTY FUNDING QUARTERLY REVIEWS
Member will reside in safe, affordable and ___HOME REPAIRS, owner:
accessible housing. (CONT'D, page 4) MEASURES:
__Review Member/family personal resources
for home repair 1streviewperiod (__/ [
_met
___lf unavailable, identify a family member _not met
capable of pursuing other options for Member
___Provide SOURCE collection of local resource 2Mreviewperiod{ [ /| ¥
information. _met
_hot met
____Broadly describe nature of repair work needed
___structural dreviewperiod ([ [ )
__ electrical _met
___plumbing _ not met
___infestation
__heating/cooling
___major accessibility modifications
__ other
Service Options Using Resources In Community Environments L-8




MEMBER

APPENDIX L. HOUSING, INCONTINENCE CAREPATHS
DATE

___Explore available funding from other sources:

Service Options Using Resources In Community Environments




MEMBER

APPENDIX L HOUSING, INCONTINENCE CAREPATHS

DATE

KEY MEMBER OUTCOMES

PLAN/RESPONSIBLE PARTY

FUNDING

Quarterly Reviews

Member will reside in safe, affordable and

accessible housing. (CONTD, page 5)

__One month follow-up

__repairs acceptable  /

l!—..,_ !"-'—

___repairsin progress [

___nhorepairsinitiated  /

|--._

___Re-contact appropriate funding source

__Final disposition:

__repairs made
__Tepairs not made
___Member preference is fo relocate

{see “Relocation” section)

Member preference is to remain in

home under present conditions

MEASURES:

15t review period (_/_/ ) :
__met

__hot met

2% review period (_/_/_):
__met

__not met

3 review period (_/_/_

__met

__hot met

Service Opfions Using Resources In Community Environments
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APPENDIX L HOUSING, INCONTINENCE CAREPATHS

MEMBER

DATE

KEY MEMBER OUTCOMES

PLAN/RESPONSIBLE

FUNDING

QUARTERLY REVIEWS

Member's incontinence will be managed to promote
skin integrity and adequate personal hygiene.

GOALS:

A. Member has no skin breakdowns or decubiti
requiring clinical intervention/wound care

B. Member maintains acceptable personal hygiene
{no perceptible odor, etc., and no reports by
Member or caregiver/provider/PCP).

C. Member has no infections/complications OR
frequency of infections decreased for persons
with catheter.

___paper continence products
supplier; Memberfinformal caregiver
___Community Benefits

___assistance by informal caregiver

__assistance by PSS aide
provider: schedule:
___catheterization
__in-and-out

assistance by informal caregiver

___assistance by LPN/RN
provider; schedule:
___in-dwelling

__assistance by informal caregiver

__assistance by RN/LPN
provider: schedule:
___external

__assistance by informal caregiver

MEASURES:

Sreviewperiod(__/ [ ) A
A

__met _notmet

_met _ notmet

_met _notmet

2¢reviewperiod (/[ [ y_A

_met _notmet

_met _ notmet
C.

_met _ notmet

d9reviewperiod( [ [ )
A,

Service Options Using Resources In Community Environments
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APPENDIX L HOUSING, INCONTINENCE CAREPATHS

MEMBER DATE
___assistance by PSS aide _ met _notmet
provider; schedule: B.
__ostomy __met  _notmet
___Memberfcaregiver education C.
__ SOURCE PCP _met _notmet
__ SOURCERN
___self-care dhreviewperod ([ /)
A
ist ired:
Assistance require met _notmet
___assistance by informal caregiver B
___assistance by PSS aide
__met _notmet
provider: schedule: °
___assistance by LPN/RN met _notmet
provider: schedule:

Service Options Using Resources In Community Environments L-12



APPENDIX M

CARE PATH VARIANCE REPORT

Carepath Variance Report
SOURCE Member:
Year/Quarter: Date:
__Comm __Skin _Clin__Meds __I/ADLs
__Trans/MOB
__Nutr'n __Behavior __Inf Support __Incontinence
Corrective Action Taken:
Year/Quarter Date:
__Comm _Skin __Clin _Meds _ I/ADLs
__Trans/MOB__
__Nuir'n __Behavior __Inf Support __Incontinence

Corrective Action Taken:

Rev. 07/08

Service Options Using Resources In Community Environments

M-1



APPENDIX M

CARE PATH VARIANCE REPORT

Date:

Year/Quarter

__Comm __Skin
__Trans/MOB

__Nutr'n __Behavior __

Corrective Action Taken:

_Clin _Meds _ If/ADLs

Inf Support __Incontinence

Date:

Year/Quarter

__Comm __Skin
__Trans/MOB

__Nutr'n __Behavior

Corrective Action Taken:

Rev. 07/08

_Clin _Meds _ /ADLs

Inf Support __Incontinence

Service Options Using Resources In Community Environments
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APPENDIX §
MDS-HC Assessment Version 9
Look for physically disabled individuals who are funclionally impaired, or who have acquired a cognitive loss, that resulfs in the need for assistance

Rev. 04/11 Note: Remember when assessing LOC with the Multi
Data Set — Home Care (MDS-HC) that the target population for
SOURCE are physically disabled individuals who are functionally
impaired, or who have acquired a cognitive loss, that results in the
need for assistance in the performance of the activities of daily
living (ADLs) and instrumental activities of daily living (IADLs);
these individuals must meet the Definition for Intermediate Nursing
Home LEVEL OF CARE.)

Rev. 07/08
Service Options Using Resources In Community Environments S-1



APPENDIX §
MDS-HC Assessment Version 9

Look for physically disabled individuals who are functionally impaired, or who have acquired a cognifive loss, thaf resuffs in the need for assistance

interRAI Home Care (HC)®
[CODE FOR LAST 3 DAYS, UNLESS OTHERWISE SPECIFIED]

/- 'SECTION'A. IDENTIFICATION INFORMATION
1. NAME . Piivde homne Iepalhnert ! rerfed room
. Board ard ca

. Bssisted Imng o semidndzpencent IMng

- 12, RESIDENTIAL / LIVING STATUS AT TIME OF ASSESSVENT

[]

1
%
VM 5 o ) MY (1) I W75 & e e S eyt sy home
2. GENDER 8. Setting forpersons with intellectual disabilty
1 Mal 5 Femd 7. Psychiatrichospital or unit
- Mele -Femde g Eomzle&e(wdhgr\lalt?m'é:utsheﬂﬁr) ED
orgdenn care &diity (nureing hotne
3. BRTHDATE HEEEE R T R b b e al i o)
3 worih Dey 1" Hospceiaulﬂyrpallsawecareunft
4. MARITAL STATUS 12.Acte cere hospital
1 Neverma’ned }3 %wwona‘ facity
3 ParherfSlg‘alﬁeml other
4. Widowed J.LMNG ARRANG ENMENT
5. Sepa'ated a. Lives
LY NATK)NATI‘?}UIEHCDENHF]ER[EKANPLE usa) 12 ﬂ;‘tﬁpwm Fpatirer coly
& Social § ecurity nu xouw!paltnerand cther(s)
| [ ] |___i | |___| | ; ] I 4 with child (nct spouse { parmer)
5. With pare }orgwrtilan(s}
h. Medicare number (or comparable railroad insurance S.".f\ﬁha incts:
nurnber) 7. With ctherrelatives

8. With nen-relefive(s)
b. Ascomparedto 90 DAYS AGO {(or since last

(R O O o

c¢. Medicaid number L .
[hple: "+ Fpendig, "W Fnot e Mediat! mecbient

L L L]
6. FACIUTY { AGENCY PROVIDER NUMBER DN
. Yes, other community residerce

Ll 5 Ves e o

7. CURRENTPAYMENT SOURCES [EXAMPLE - USA] 4.TME SINCE LAST HOSPITAL STAY
[Nvte: Biiing Oftice o indicate] Code for most recent instance I LAST9Q DAYS
G. Mo

e.g., moved in with another person, other moved in
0.No 1. Yes
c. Persan or relative feelsthat the person would be
hetter off fiving elzewhere

1. Yes 2 Bl hos dalmﬂnnwlhinmdays

o (n} &
& Medicaid 2. 151030 da@a&
b. Medicare 3 8to14 daz;s

nthe last daYs

¢. Self orfarily pavs for full cost 5 Noawir hogpital
d. Medicare with Medicaid ¢ o-payment -SECTION B, INTAKE AND INITIAL HISTORY
e, Private insurance Note: Corrplete at Adrmissior/FrstAssassment only

t. Other per diem . DATE CASE OPENED {this agency)

assesstent), person nowlives with someone new—

[]
]

]

8. REASONFORASSESSMENT (2[o] [ |- [ 1-L_ 1]
1%. ;‘?ﬁﬁﬁ“&n@t Year Morth Dety
7, Sgnisan changa I status resssssement . ETHNICITY AND RACE [EXAMPLE -USA]
5 Dlss:hargea&sessment coverslest 3 days of service 0.Ma 1. Ves
6. Discharde tracking orly ETHNICITY
7. Ciher—e g, research a. Hispanic orlatino
9, ASSESSMENT REFERENCE DATE RACE
[2]0] ] |—l I |—| b. Amesican Indian or Alaska Hative
“Ear Worth Dey c. Asian

o Black or Afiican American
e. Hative Hawaiian or other Pacific lstander
{. White

. PRIMARY LANGUAGE [EXAMPLE -USA]

1. Endigh
2. Spenith
3.French
4, Cther

. RESDENTIAL HISTORY OVER LAST5YEARS
Code forall settngs person lired i during S YEARS priorto
date case openedtem B}

0.Mo 1.Yes

a. Leng-termcare facility—e 4., rursinghome:

b, Board and care home, assisted living

c. Mental health residence—e.g., psychisricgrolp hame
d. Psychiatric hospital or unit

&, Setting for persons with intellectual digability

10. PERSON'S EXPRE SSED GOAL SOF CARE
Enter primary ol i boxes ot botiom

11. POSTAL / ZP CODE OF USUAL LMNG ARRANGENENT
[EXAMPLE - USA]
LLITPI-C0r ]

O orrm o

@ intarR0| 1934, 1995, 1997, 1999, 2002, 2005, 2006 (03 UPDATED MDS-HC 24 -, -
ot & &§ interRAL

Rev. 07/05
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APPENDIX S
MDS-HC Assessment Version 9

Look for physically disabled individuals who are functionally impaired, or who have acquired a cognitive loss, that rasulfs in the need for assistance

interRAI Home Care (HC}®

~TEON 11T i R 2T b derate dircuRy-—lrchen eenng romal conver-
SECTION C.: COGNITION = Lo S satlon, renuires gJiet seting o hear e

. COGNITIVE SKLLSFOR DAILY DECISION MAKING 3. Severe diffrcaRy—Ditiiculty in ¢ situations (g4, speaker
Mating decisonsregarding tasks of daly Ne—eg., when & hastotalk loudly orspeak very slowy; or person reports
et p or have meals, which clothesto wear or achsties to do that &l speech ismumbed)

9. independeni—b edsions consistert, reasonable, 4, No frearng

and safe o 4, VISION

Moditied independence—Som edifficulty in Ably to see Iy adequate loht (wRh glesses orwii other visnal
nevw situations onl applance nomnally Hsad,

1.

2. Minimally Jmpaired—In spedific recurring 0. Adequate—Seesfing detell, noudng regusr pentin
situations, decisions become poor or ynsafe; newvepapers /books
cles/ supervision necessary at thosa times 1. Minimat ditficu Ry—Seesiange print, kut nat

3. Moderately impaired—Decisions consistert requlee phintinn apers {bOokS D
poor arungafe; cues /supervision reguired at 2. wgdemte difficufy..Limited visiory mot b

. e
alltmes . el see'nev}%aper hegdlines, but can idertify chjedts
Severely impaired—ever or rarely makes 3. Severe diffco fiy—OHed identifcation in question,
dedsions . ) bu eyes sppeario bllowobjeds, sees only light,
¥o discerralife conscionsness, come [Skip fo colors, shepes

Section G} & . No vis o

4.
5.

2. NEMORY fRECALL ABILITY
Cade ity recali of what was amed or inown SECTION £. MOOD AND BEHAVIOR
0.Yes, memary OK 1. Menory prchlem 1. NDICATORS OF POSSIELE DEPRESSED, 4h0US, OR
a. Sporst-tqtantenmﬂym{uSeemsiappearsto recall SADMOOD
ater 3 mirutes

Code for jnaicalors abserved in tast 3 days irespectise of b
o ;?‘:7 o TNKE! PUhenever possEie 2ok persant

ot prasert L

1.Present but not exhikited in last 3 days

2,Exhikited on1-2 otlagt 3 days

3. Extibited dely in last 3 deys

a. Made ne%atiue statemnente~——a.q., "Nahihy matters
Wl rather be dead, Whatsthe bse; Regrel having
lved 5o fong, Letme die"

b. Persistent anger with seif or others—e.g., easly
arnoved, anyer at care received

c. Expressions, including non-verbal, of what appear
10 be unreslistic feare—a.¢,, Barofbeing abandoned,
being let g one being with others; irtenss fear of spedific
okiedis or situsions

b, Procedural mermoey QK —Cen periorm all or édmost &l
stepsina muliitask sequence wihout cues

c. Situational memory QK —Both: recoyrizes ceregvers
nanes ftaces frequertly encountzred AND knowslocaticn
ofplecas regulady visted (hedroom , dining room , adivty
rocen, therapy roin)

3. PERIODIC DISORDERED THMHKING OR AVARENESS
[Note: Accurate assessment requies consersations wih staft
family arotherswha have direct knowsedge of the persan’s
behdvioy overthis ime}

0. Behavior not present | } .
1. Behavicr present, congstent \ith wsal funcioning
2. Behaviorpresert, appesrsdifferert fom usua

(1 OO0

fundlioring (e .g., nevvonsst or worsening; different . Repetitive heakh con-plaints—e.g\;\‘,‘{:edstentlyseeks
tom afevwweeks ano) meedical attertion, inceasant concam with bady fndions
3. Easily distracted-—eq., episoces of dificuity paying e. Repetitve anxious ¢ laints/ concemns (nor-health

' related)—e 0., persistenily seeks attention /reassurance
recarding mdLIes,meais. laundry, dthing, reldicnstips
{. Sad, pained, orworried facial expressions—e.g.,
furroved hrow, congtant frosning
g. Crying, tearfulness
h. Recurrent staterment sthat something terribleis about D

toha —e.4., believes he or she is ehout 1o de have a
heeet % 9

i. Withdrawal from activities of interegt..e g, lang-gand- |:|

siterticn; g=ts sicetracked
b. Episodesof disorganized speech-—e.q. speach
is nonsersical, imelevant, or rambling fom sukjed to subjed; .
losestran oflthouet |
c. Mental function varies over the course of the day—
eg. sometines better, sometimes worse
4. ACUTE CHANGE IN KENTAL STATUSFROMPERSON'S
USUAL FUNCTIONRNG-¢.g, restessness, lethargy, difont .
to aronse, akered envionmental peweption
0. Mo 1.Yes

. CHANGE N DECISION MAKING A4S COMAGRED TO 90

1]

ing activites, keing wih family f fiends
Reduced social nteractions

™

.E S includi ertal, of alack of
DS o ST A e plcasurein|ffe anhedonia)—s 5., cont ancy arything | |
7. Mo chengs 8 Uncettsin anymore”
'SECTION D. COMMBNICATION AND VISION L B oD
MAKNG SELF UNDERSTOOD (Expression) 1.Natinladt 3 days, but oiten fesls that \ay

2.In1-2 of last 3 days
3.Dailyinthe last 3 days
8. Person could not (wouddd nat) respore
Ask "R the fawt 3 days, row often Rave you feRk.."

a. é#}tgfgdemt ar pleasuie in things you nonnally

Expreasing infdemation contentu. both verbal and nonwerbad
3, Undersioo d—Expresses ideas without difficulty
1. Usually uncerstood—Dificuly finding words ar
fnishing thoughtsBUT ifgventine, iz orno
prcan pling neduired i o
2. Ofter wnderstond—Lificulty inding words
or firishing thoughts AND prompting qs.a;a%freql.ireci
3. Sounarines vy cerston d—eklityislimite
to making concrete requests
4. Rarely or hever undetstood

b. Amuxibus, restiess, oruneasy?
c. Sad, dopressed, orropobss?

. . BEHAVIOR SYMPTOMS
2. ABLITY TO UNDERSTAND OTHERS (Cormprehiension) Cacts for indicators obsewed, iregpective afthe assimed
Undeestanding verbalinformation canlent (howvever atis wih canse
hearing applance nommally used) Q. Mot Presert

1. Present but not exhikited in last 3 days
2.Exhikited ori 1-2 of lact 3 days
3. Extibited delly In last 3 days’
a&. Wandering-.hioved wit no rafona puposs, ssemingly. D
ohliiousto needs or sakty
b. Uerba'; utbum—eg.,ot?ers were threetened, screame at, I:]
cursed a
c. Physical abuge—z.q., dhers wers hit, shoved, scretched, El
sexally abused
d. Socially inappropriate or disruptive behavior—eg,, mada
disryptive sounds o nojeas, sireamed out, smeared of threw
fond o foes, hoarded, rimm aged through otther's Belofgngs.
e. Inappropriate public gestual behavior or public disrobing

. Regists care—e gy, teking medcations fifjecions, ADL
assistmm,eatingg 9 i ‘:l

&) interrAll

0. Updaestands—Claar canprebension .
1. Usually onrderstands—Ivisses sone part fintent of
message BUT comprehersds most conversetion
. ften nuderstards—isses some pat fiptert
ofmessage BUT with repetiion o explamatica (]
can often comprehend conver sation
3. Sometinres understands—Respordzadeguatey o
sitngle, efract communication arly
4. Rarely o ever dnderstands
3. HEARNG
Abiy to hegr (wih heamng avplance nomally nsed)
0. ,ﬂdem_.s-te—_-Nopiificut{’ln rannal conversatien, social
interaction, listeringto ¥
1. ffnfral difficy Ry —Difleudtyin some envircaments
%e'g' when ?erson speakssotlyorismore than
feet [2 melers) anay)

ha

-

irterRAl HC p.2

Rev. 07/08
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APPENDIX S

MDS-HC Assessment Version 9
Look for physically disabled individuals who are functionally impaired, or who have acquired a cognitive loss, that resulls in the need for assistance

#-SECTION F. PSYCHOSQCIAL WELL-BEING
1. SOCIAL RELATIONSHPS
[Nofe; lheneverpossibie, ash person]
2' Rﬂew% 30d

Nlcee than
2.81630 days ngys it
3. 4180 7 deys amd
4.lnlagt 3 days
E}.l_.lnd?}atqdetmpire o
a. rn%ré:rcégtlm in social activikiesof long-standing
b, Vigit with a long-standing socidl relation or famity

member

c. Other nteraction with long-standing social relation or
family member—e 4., ielenhonz, e-nel

d. Conflict or anger with family orfriiends

e, Fearful of a farrily member or close acquaintance

. Heglected, abused, or mistreated

2. LONELY
Says orindeates that i 7 e feels lanely
0.No 1.¥es

3. CHANGEIN SOCIAL ACTMTIES N LAST 9GDAYS
OR SIHCE LAST ASSESSMENTIF LESS THAH 90 DAYS AGO}
ecine in leveiof patticipation in socky relgions, nccnpatonal ar
oiher preferved sotizdies
IF THERE WAS ADECLINE, person dstressad kythis fact
0. Mo deciine
1. Deding, rot distressend
2. Dedine, distressed
4, LENGTHOF TME ALONE DURING THE DA/ (MORNNG
AND AFTERNOON)
0.Lessthan{ bour
1.1-2 hears
2. Marethan 2 hours but less than 8 hours
3.8hows or nore
. MAJOR LIFE STRESSORS NLAST SODAYS ey, epizicke
severe persanalilhess, deah arsevere lhessofclse fami
membetftiend; lossofhome maforlossofincome/ aassts;victino
2 orlme such 38 rokbey or aseaid; fass of driving foenselcar
0. Mo 1. Yes

ECTION ‘G FUNCTIONAL STATUS

IADL SELF PERFORMANCE AND CAPACITY
Code for PERFORIMANCE in rotting activkies sivund the fome
or iy the commundy duing the LASTIDAYS

Code for CARAGITY bassdon presumed abifly tacary out zobis-
8y 85 hdependentlyy s possible, This wif requie “speculation?
fiy the assessor,
. independent-Nohelp, sstup, or superdsion
. Serfﬁ:v help oni] .p p op
. Supervisio n—-Oversight fouing i
. Limited gasistence—elp on me ocoasions
. Exonsive assistencow.Helptheoughout task,
hut perforns SD% or more of ask on awa
. Maximal assistance—Heih throughout tesk, but
perfonns less than S0% ofiask on 0w
. Total dependepce—Full perfonnence by others
during ertineg period

. ActieRy dio not occur—Duing entire period
{DOMNOT USE THIS CCDE IN SCORING CAPACITY]

a. Meal preparation—Howimees are prepared (e.g,,
plenning m eals, assambing ingredients, conking, séting |
ou food and utersils)

b, Ordinary housework—Howvordlinary work arcund
e house is perbnmed (e g., doing dishes, duding,
meking bedd, tidving up, laundry)

. Managing finanees—Howhillsare paid, checkbodk Is
haanced, household experses are budgeted, credt
card ecoourt is monitored

. Managing medications—+owmedcdicns are
mensged {e.g., remembeting to take medidnes, cpening
hettles, teking corredt drug dosages, dving irjedtions,
appldngointmerts)

. Phone use—Howidephone calls eremade or
received (nith assigive devices such as lamge numbers
ontelephore, amplificgion as nesdd

, Stairs—Howiull fight of dtairs ismanaged (12414
dairs)

Shopping—Howshopping is perbrmed or food end
heusstolGitems (e.y., Seleding items, peying monsy) -
ECLUDE TRANSPORTATICH

0 ®m G B0

PERFORMAKCE

o

=%

5]

-

e

interRAl Home Care (HC)®

h. Transportation—Howitavels by publictranspartation
énavigqting s?n{stem &Fa irigs fare) or diiving self
inchudding oeting ow othcuss, into and out of vehicles) [:]:]
. ADL SELF-PERFORMANCE
Consider alf episades over 3-day perid,

fallepisodesare getfonmafeme same kel score ADL ot that buel
Kany episodies atievel6, and clhers Bssdependert, score ADL asa D,

QRhenvise, focks oh the three most dependent episadesforalf
episties Eperformed fewerthan 3 times]. ¥ modt dependert
apisode 8§, score ADL as . £ not, score ADL a5 keast dependent
of those eplsodes i range 2-5,

0. ndependent-—io physical assistance, setug, or
supendsionin anyepisode X .

1. Independent, seup heip aniy—~ricle o device
provided or placed within reach, no physical assistance o
supendsion mirg episode

2. Sypervision—Oversight foung

3. Limited assistance—Guidzd mangtvering ofimbs,
phiysicaj guidance without teking weight

4. Extensive assista neaNeightbeaning support (induding
lifing limbs) by 1 helper where person sl performs50%
of meee of sublagks . , . .

5. Maximat assistance—Neight-besring suppord (induding
Iiting limbs) by 2+ helpers m-CRm-\Weight besting suppaort
for moreshan 50% of sublasks )

8. Total dependence—Full perfonnance by others duing
al episodes , ,

8. Actvity g0 not gocur during entire peried

&, Bathing—Howtakes a Lil-body beth f shover Incheles
hewtransfersin end out ofiub or shower AND howeach
pert ofhody is kethed: anns, wper snd lower legs, chest,
akulomen, perineal ares - EXCLLDE WASHING OF BACK
AND HAIR
b. Persomal hygiene—Howimanages persoral hygene,
inzuding comking hait, krushing teeth, shaving, applying
mekeup, wasting and drying face and hands «E XCLUDE
BATHS AND SHOWERS
c. Dressing upper body—Hovw ¢eszes and undresses D

(streat dethes, uncderaear) above the weist, Induding
progheses, aibdics, fasténers, pullavers, étc.

o

I3re¢m;ing|t lower body~.How cresses and urdresses
(streal dothes, Linderaear) tom the waist down Including
prosheses, oithotics, belts, pants, skilts, shoes, fisteners, elc.

. Waking—H ovwwalkshetween locationson samefloor []
Indocrs
1. Locomotion—Howmoves betweenlocations on same foo
(nalking of wheeling). Hfin wheelchair, selfsuffidency once
in cheir
. Transtertoilet—Howmavas o snd officilet of commoz
Toilet use—Howusesthe toilet roan (cr commodz, bedpan,
wing), deenses sl fafter toilet use er incortinert eplsode(s),
charges pad, manegesodomyor cahder, adusts I:l
chotives- EXCLUDE TRANSFER CN ANDOFF TOILET
i. Bedrmobility—Howmovesto snd foin !yinghmsiﬁon, tung I:l
from side to side, and postions body vhile inhed
J. Ealing—Howests and tinks (egandless of lill). Indudes
infake of owishmertt by diver medns (4., tthe f2eding, D
totat parenteral rutidtion

3. LOCOMOTION /ARLKING
a. Primary mode of locomation
0. Walking, no assistive device
1.Walking, uses assistive tevice—e g, cans, walker, [l
crutch, pushing wheelchair
2. YWheeithair, scooter
3. Betlbeund

b, Timed 4meter (13 foot) walk
|Lary out & straight unobstiidted cowrsa. Have person stand
in ghill position, Teet jud foucking start ine}
Thou say: "When Itoliyou bagin to walk =t a nonmal
pace Rl canedvaiker ¥ used) This & not atest of how
fastyouw caw swak. Stop when Helfyou tostop. ks this
cloa?" Sesessor may demonstrate test.
Thensavy "Begin to walk now" Stat stopwatch (or can
count secondsinhen firg faot falls. End count when ot

88, Refusadtodothe test

feils beyord 4-meter matk,
99, Moftested—e.q., does not walk anown

[+

=

Enferiime in sacoads, upto 30 seconds.
30. 30 or more s=conds to walk 4meters
T7. Stopped betre test complete

irterRA) HC p.3

Thensay: "Youmay stop how"
- -
& interRAI
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APPENDIX §
MDS-HC Assessment Version 9

Look for physicalfy disabled individuals who are functionally impaired, or who have acquired a cognitive loss, that resulfs in the need for assistance

interRAI Home Care {HC)®

¢. Distance walked-Faihesd ditance walked & one fime vithou
siting down inthe LAST 3DAY'S (vith suppott as needed)
0. Ditl et wnalk

1. Lessthan 15 fed {under 5 meters) SECTION | DISEASE DIAGNOSES
2.15-14Siaet¥549 meters) Disease code
3.150-299 ke 65+D-QQ meters) 0. Nat -
4, 300+ eet 4100+ maers) - NG prese: )
5. 472 wile orinore (1+ kilkeneters) 12 ggmg%ga%gg:ﬁﬂg&ﬁmﬂ%éugmg
o Distanco wheeled selfFartrest dsence whesked safe 5" Diagnosispresent ' merioret bed no eciv eatmert
orefine nthe includes indzperdent use
InGIoIZEG Wheslcheir) P 1. DISEASE DIAGNOSES
0. Wheeled by cthars VIS CUL OSKELETAL

1. Usad mototized wheeichalr fscooter a. Hip fracture during last 30 days (or sincelast

assessment if less than 30 days)

1. Other fracture during last 30 daye (or since last
ageassment if less than 30 days)

8. Did nct use wheelchair NEURODLOGICHL

4. ACTMTY LEVEL

T T . . L c. Alzhetmers diceage
B B o O ercise ar physical activityin LAST 3 d. Bementla other than Alzhéimers disea se
0. None e. Hemniplegia
1. Lessthan 1 hour [l |+ muniplesciesosis
2.1-2hours .
3. 34 hours g. Paraplegia
4. Morethan4 hours h. Parkinsan's disease
b.Inthe LAST 3 DAYS, number of days went aut of the l. Quadiplegia
house or building in which hefshé resides (mo matter J. Stroke/Cva

hewshar ihe periad) CARDING OR PULIVONARY
1. Did ﬂac\fsgo outin lest 3 ctays, bu usually goesout aver k., Coronary heart disease
a J-day pericd |. Chronic obstructive pulmonany disease
g laneys m. Congestive heart failure
5. PHYSICAL FUNCTION MPROVEMENT POTENTIAL ?{g‘iﬂym”
0.Mo 1.Yes .

0. Bipolar digsorder

p. Depression

. Schizophrenia

INFECTIONS

r. Pneumonia

5, Urinary tract infection in last 30 days

a. Person belieyes he [ she i$éapeue ofimproved
peiformancein physical funetion

b. Care professional believes person is capable of
improved performance in physical function

6. CHANGE IN ADL STATUS AS COMPARED TO 9BDAYS AGO,
OR SINCE LAST ASSESSVENT F LESS THAN S0DAYS AGO

Q. Improres
1. Mo chen tO Tgffeer
2. Dedlin .
3. Uncertan u. Disbetes mellitus
7. DRMING 2. QTHER DISEASE DIAGNOSES
a. Drovecar (vehicle) in the LAST S0 AYS Diagnosis Disease Code ICD code
O.No 1. Ves .

b, if drovein LAST 90 DAYS, a ssessor is awarethat
'E!}oi‘r’{lemehasanggﬁted that person limits OR stops
L)

0. No, or tives rot chive 1. Yeg
SECTION H.CONTINENCE " "
1. BLADDER CONTHENCE
0. Condinent—Complete ciatrel DOESNOT USE ary type
of catheter or other urinary collediion device
1. Condrof with any catheier orostomy overlastl das
2. Infrequen r.-’g ineontinent—Not incontinerd over
last 3'days, bu deeshave incontinert episodes
3. Qeeasionally Incopuneni—Lesshandaly ALLS )
4. Freguently incontinent—Laily hut sone cortrolpresent Q. Mo fallin led 9 days
5. fncontinent-pocorirol present 1,00 fall in Test 30 days, kut fel 310 days age D
&, Did no¥ occur—MNowing cotput fom bledder in (e 3 days % 1Qne fdiin lasifgilﬂ lj.f(il?sSl 200
2. URNARY COLLECTION DEVCE {Exclutie pais {briefs) o ormare Eisinias Jcays
0. Nore
1. Condhm catheter

2. Indvelling etheter
3. Cyslostomy, rephrostomy, urgdesostomy

3. BOWEL CONTINENCE

| 1
i dal t
b fa]
| |
J ]
|

| «l
Y
Ju]

}
I
<. [
|
J

[S%b Fagdassessedmonsthan M daysago or Fhisisivatassesoment
0.No

1. Yes
[tark] Na applicaiie (Irg assessent, ormore than D
30 days since last assessment)

0. Coutinewt—Compiete conbol; DCES MOT USE any fype of
ostemy device . ) 3. PROBLEMFREQUENCY
1. Controiwith ostomy—Contiol vith cdomy davice Cade forpresence i last 3dlays
2. Doy ot tineat—Not inoninent 0. Not presert
. hifrecquently incontine ironinent over ‘ doto 1t
lagt 3 days, but does have incoatinert eplsodes L Eﬁ?ﬁg%ﬂ%‘?g’é%ega‘%m 3 cays
vy f_-“"""m'g’ inconbnent_Lessthendaly @ rresert 3. Exhibited cn 2 oflast 3 days
. Frocuiently lncontine aily, it some (=52 - R ) £
5. .fmgfﬁneut—-—(\loecmmi presar\i K 4. Extibited dally in last 3 days
8. fid not ovenr—Mo bowne moveinent in the tast 3 days

irlerRAIHC 4 & interRAIl
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APPENDIX §
MDS-HC Assessment Version 9

Look for physically disabied individuals who are functionally impaired, or who have acquired a cognilive loss, that resuilis in the need for assisfance

5, FATIGUE

interRAI Home Care {(HC)®

BALANCE C. Cmgistema( of pan
a, Difficult nabie t ve seif to standing position 0 pain
u;a;;s?;clll & lomode nap 1. Singe episods duing last 3 days l:l
b. DiMMicult or unable to fum seif around andface the % m&m&m
opposite direction when standing

d. B realdhmg;hgam—-ﬂmes i LAST 3DAYS when person

c. Dizziness expetienced sudden, acute flare-ups of pain

. Unsteady gait 0.No 1.¥es

caroInG on puLnOnARY e e mament
e.Chestpain i . Noissue ofpein

1. Dificuwty clearing arway secretions . Paimnterzs%axeptab 2 to perscn; notregment
PSYCHIATRIC Al

arge in regimen requred
. Caﬂrdiedaﬂequatsiybythmpemcre inen D
. Cootrofled vhentherspeutic regimen Bllowved,

but not always followed &s o

g. Abnommal thought process—e g, bosening of
ered
. Therap%rhcreglmm Hllowe, b pain coniml not

assocations, biocking, fight of ideas, tangentialfy,
creumslartielt ¥

h. Bdusions—Fixed sz kefefs
i. Hallucinations—False sensoy percaptions

g S o SO

U
. Notrermpautc regimen being Dliowed for pat I
nﬂtadeqﬁt&yco‘?ﬁm lled ik pain P

NEVRQLGGICAL 7. ]NSTRHL]“’ OF CONDITIONS
j. Aphasta 1.Yes

., Cancitlons { diseases make cognitive, AllL, mood or
GISTATUS behavior patterns unstable (fuctuating, precatious,

k. Aecidrefmm—Reguryitaticn of exid from stomach to threat

I. Congtipation—No bowelmovementin 3 days or difficut
yasssye of hard stool

or deletiorating)

b, Experiencing an acute episode, ora flareup of a
recurrent of chironic problem

I I |

m. Diarthea c. End-stage disease, 6 of fewer monthsto live
0. Vorriting 8. SELF-REPORTED HEALTH
SLEFPPROBLENE Ask: "fg gg:;rla?t how would you rote Youritealh? !
o. Bilficuty falling asleep or st asleep; walin . =

too earfy; rest| msggs nogl-nrgfu eseg;eﬁ ae 12: 'C:;grod
p. Too much steep—Exosssive amourk of slesp hat 3. Roor

interferes with person's noemd fundlioring 8. Coulldnot (woud nat) respond

TOBACCO AND ALCOHOL

GTER N a. Smokestobacco daily
o, Aspiration 0, Na
r. Fever 12¥0t inlagt 3days, but (Sususly a deily smoker I:'

g. Gl or GU bleeding

t. Hygiee—Unususly poc hysiene, urkemd, disreveled b. Akcohol--Hidghest rumber of dinks in eny "single siting' in

LAST14DAYS

u. Peripheral edesm 113 !‘I\]Qm
4. DYSPNEA (Shertnessdhredh) 2,24 ‘___|
0. Absence of syinptom 3. 50rmome

1. et atrest, hut prosent vhen Fe'm"“edm"‘b’de SECTION K. ORAL AND NUTRITIONAL STATUS

2. 2bsent at sest, it present when performed nomal 1. HEIGHT AND WAEIGHT [NCHES AND POUNDS- COUNTRY
dereto-cla admhes SPECFIC]

3.F i
resen Record (a.) height In inches and (b) wegM inpodnds. Base weyht
on mostrecent measure in LASTSY

a. HT(in} D:] b WT (Ib) [:I:I:l

Inekilty Bto rc\z,mplae ronnat daly edivties —e ., ADLs, | ADLs
1. Mitinat—Dimnishad energy but ccnpletes rontet | |

mg-to-dﬁ)’ adiviies HUTRITIONAL ISSUES
rate—Duzto dinirished energy, UNAELE 1O 0.No 1. Yes
FINIEH nerind dayda.day aclivities a. Weight loss of 5% or morein LAST 30 DAYS, or 10%

3. Severp—Duzto dmirished eneryyy, UNAELE TO START
SOME nchmal daytodlay adivifes

4. Unrable to connnence any rorimiday o -day
activitios—Due o dminishad ensngy

6 PAINSYNMPTOMS
INoie: Alvays ash the persbn about pain fretpiency, intensly,
andcantiol Obserse person and ask others who are in con-
tactwhi the person]
a. Fr uency with which person complains or shows
ence of pain (including grimacing, teeth clenching,
moamng, withdrawal when touched, or cther nen-
uet%alﬁigns suggesting pain)
n

. Mo pai
1. Presentbulnd edikitedinlad 3 days

or mocein LAST 186 DAYS

b. Delwdrated or BUH /Cre ratio>25
[Rgh% caurdry spedifici L__]

c. Fluid inteke fessthan 1,000 cc per day (lessthan I:l
four B oz cupsiday)

¢, Fluid output exceeds input I::I

3 MODEOF NUTRITIONAL INTAKE

0. Normal—svallowns all types of fogds

1. Mbdified independert—e g, liqid|s sipped tehes
linited! =clidd bod, nzed for modticatian may ke unknown

2. Requires digt modification te swallow solid footd—
eg., mechanics det (e g., puree, minced, etc.) or cnly

paranteral feedings, such estdd perenteral rm'rhon(TPN)
. Activity did not occcur—Duwring ertlire period

2. Exhiritecion1-2 oflagt 3 da akie toingest spediic { foods
3. Exhbited daityin lasf 3 daysyb 3. #g{gmiaﬁﬁcsfﬁxﬂm to swalbw ligquids—eg., [l
b Inteln'ssﬁ_\,;oﬂi'gghw tevel of pain present 4. Canswaliow ouly puieed solids —AND—thickeied

) liquids
1. b 5. Cambined oral and parenteral or e Geding
;e F AL -,

- - . iat 1. Bbdominaife edin [ e .
4. Times vhen painis herible or excucting & P&rentem.ffeedmgony—ln des lltymes of

9

interRAT HC p3 @;} interRAIl
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APPENDIX §
MDS-HC Assessment

Version 9

Look for physicaily disabled individuals who are functionally impaired, or who have acquired a cognitive loss, thaf resulfs in the need for assistance

interRAl Home

4, DENTALORORAL :
0.Mo 1. Yes

a. Wears a denture {(resnovable prosthesis)

b, Has broken, fragmented, loose, ac otherwise non-
intactnaturalteeth
c. Reporis having dny mouth
d, Reports difficutty chewing
SUSECTIONL. SKIN:CONDITION -
. MOST SEVERE PRESSURE ULCER
0.No pressuns ulcer
1.8nyarea ofperastert skinredness
2.Parfial loss of skin la 5{\;&
3.Deep craters in the skin

4, Breeks in skin exposing musde o bore
5.Motendeable, e g, nedoticesther predmnnnart

2. PRK)REEESSLRE ULCER
.ho

Py

1. Yes

3. PRESENCE OF SKH ULCER GTHER THAN PRESSURE
W CERwwe.9, venousuker, aemainker, miedvenous-
atensi nier, dabetl foot wleer

O.Mo 1, Yes

4. MAJOR SKIN PROBLEMS—e.g, ksions, 2nd or 3rd
degree bums healny sigical vDunds
0.No 1.Yes

5, SKHN TEARS OR CUTS—Ciherthan swgery
0.Mo t.Yes

6. OTHER SKIN CONDITIONS OR CHANGES N SKHN
CONDITION—-c.g, Lrulses rashes, fching, moling, herpes rade
Inlertriyo, eczema

O.Mo 1.Yes

7. FOOT PROBLEMS—eg., hunions hammertoes, overapping
toes structueal probiems, nfections, ulcers
0. No oot preilams ) )
1. Foot prcidlemns, no limitaizn in welking
2 Foet pmtjems lirnit wedXi
3. Foct pechlems prevent welking
4.Foot pmblem 8, tes rot walk for cthar reasons

SECHION M. MEDICATIONS 7 0 o 2

. LUIST OF ALL MEDICATIONS

List aif active presenstions, and any non-prescribed (arer the
counter) medications taken in the LAST3 DAYS

QR W o ome

1

Care (MC)®
g, Computer-entered drug code s-a'll’)(c::cr

a.Hame bBose cUnit dRoute eFreq TPRH  code

JNQTE: Aid addiional lres, asnecessary, br otherdrugzizien)
[Abbreviztions are Country Specklic forUnk, Rovte, Frequency]

2 ALLERGY TO ANY DRLIG

0.No koown ¢y slergles 1. Yes I:,

3. ADHERENT WATH MEDICATIONS PRESCRIBED BY PHYSICIAN

0. Alwaysadherent

1. Adhetent BO% oftime or more

2, Brherent lessthen 60% oftime, lndudlngfa ure to
Lrchase presaibed medication:

8. Nomedicatiors prescribed

SECTION N. TREATMENT AND PROCEDURES

PREVENTION
0.No 1.Yes
. Blood pressure measured in LAST YEAR

. Colonoscopytestin LASTS YEARS
Dental examin LAST YEAR

Eve examin LAST YEAR

Hearing examiin LAST2 YEARS

. Influenza vaccine in LAST YEAR

Marmsnogram or breast examin LAST 2 YEARS
(for wormen) |

. Pneurmovax vaccingin LAST 5 VEARS or afierage 65

E

. TREATMENTS AND PROG RAMS RECENED ORSCI-EDU..ED

N THEELAST 3DAYS (OR SMNCE LAST ASSESSMENT F
LESS THAN 3 DAYS)

0, Net ortdeved AND did not ooour

1. Ordered, nd imtlemerted

{Nate: Use computerized records § possible; hand enteronl when 2. 12 of st 3 days
absofiily necessaty] TIEAT}I.?;EDawm kst 3 days
Fu;leach drug record &. Chematherapy D h. Tracheostormy care
@ Hame . Diakysis I. Transfusion
h. Dose—Apasitive riember syuch as05, 8,180,300, D J. Ventilator or respirator
[Wote: Never wite a zero byitselfater ‘s degimal point (6 mg). ¢ Infect ountroi—
Blwerysuse a a0 before a decmal point (0.X ma)) ua"l':irciil k. Wound care
¢. Unk—Codz ush t’ne fcllcw PROGRANE i
T T e R
Liters Alilter Uni¥s o gs m.Palliative care program
%Mlcrog)ﬂan} oz (g’un:xajJ OTH (Olher) f. Radiation a Tuning!rem;ﬁagn?m D
d. Route of administration—Cog: usng the follwu list 9. Suctioning program
PO By mouhorsl) FEC (Redal) ET (Ertersel Tub&‘,g
g’. (?tming.lﬁl)l ) LOP (TE? hcﬂ) ™ (Tlansdannal 9. FORMAL CARE
ram uscular ation . :
Uil e ohKhe  f Dyst) i Tesmintes @) oot 7ons |
Sub-Q (ubadenous) (a—mm n’g?asmmea c:—!z o BOmSEIn, i s o
&, Freq—Cots the nunber ofiimesper day, week, ormorththe $an 7 days) invalding ;ﬁ u hs‘l

medication is administersd usingthe i:llowng list

Doy

Q1H weryhnur) 50 (5times daly) a.Home health sides
very 2 holirs, Q20 (Every cther day) b.Horme nurse
Q:sH very 3 Roum QiD (Every3days) . .
Q4H oUrs We: ¢, Homemaldng semvices
Q6H very 8 hours! 2W (2 fimes weehly
gaiH {Every S hours, % 3 Emes \n.eemy d.Meals
a MES Wes] i
BHY (2t bectin ?) B (5 fmes weski e.Physical therony
BID fines dal [ fines \weakly f. Occupationaltherapy
mdu 3 wes%; J] ghr:! “nggvely menth) 4. Speechlanguage pathology and audiiogy
ap (ﬁunes u:iatly{ GTH (Othar} " services
i PRN h. Psychotogical therapy (b any licensed
' 0. Mo 1. Yes mental heatth professional)
interRAI HC pk

&§ interRAl|
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APPENDIX §
MDS-HC Assessment Version 9

Look for physically disabled individuals who are functionally impaired, or who have acquired a cognitive loss, thaf resulfs in the need for assistance

interRAlI Home Care {HC)®

4, HOSPITAL USE, EMERGENCY ROOM LISE, PHYSICIAN WISl , LIVESIN APARTMENT OR HOUSE RE.EENGINEERED
Code for nim ber of thn es during the LASTIC DAYS (or ACCESSBLE FOR PERSONSWATH DISABLITIES
since g assessment i LESS THANSQ DAYS) 0.Mo 1, Yes

a. [npatient acute hospital with ovemight stay OUTSDE ENVIRONMENT
b. g‘me;gancy roornvisit (not counting overnight 0.Mo 1. Yes

a. Avalability of anergency assistance—e 3. ielephane, E

ay
¢. Physician visit (orauthorized assistant or Sl response

practitioner)
5. PHYSICALLY RESTRANED L inbs rostrained, ussd b. Accessibliityto grocery store without assistance
hed rails reshained b chalwhen sty €. Availability of home delivery of groceries
0. Mo 1.Yes . EINANCES

i [ON:0:] SR LR AR L of Binded funddy chby e last 30 d, de tracle off
= SECTION.0- RESPONSIBILITY. - R e%%%ummgngm?ﬁﬁﬁ%ﬁm edeq%i%%des'ge.ee? ¢
+ LEGAL(LUAFDIAN [EXANPLE—USA}

chithing, prescobed medications sufficiert home heator cooling;
hecessan heath cans
O.Mo 1. Yes

ECTION P. SOCIAL SUPPORTS | SECTION R. DISCHARGE POTENTIAL AND

1 TWO KEY HFORMAL HELPERS RS,
. Relationship to person : OVERALL STATUS

1. Chiled or chilcHinJaw ONE OR MORE CARE G OALS METNTHE LAST 9DDAYS
(OR SINCE LAST ASSESSMENT F LESSTHAN S0DAYS)

D.No 1. Yes

2.Spouse
3. Partner / signivcant ather
4., Parent fouanchen

5. Siking . OVERAL L SELF-SUFFICENCY HAS CHANGED SIGNIFICANTLY
6. Othee relative AS COMPAREDTO STATUS OF 90 DAYS AGO (OR SINCE
g (flré?g‘r? LAST ADS?ESSNEWNT I[I‘:S‘(L:EtSSSEBNg]]DAYS)
.Impl ipto Section
9. No znfmna helper i i
h.Lives with pesson 5. ggtgji?a ed_ls{lpm Sedions] D

0.No
1. Yes, G murihsor less

1 CODE FOLLQVWING THREE ITEIS IF ‘LE TERIORATED™ |
2. Yes, more than 5 menthe INLAST QDAYS - OTHERWISE SKP TO SECTION S

8. No irformal helper
AREAS OF INFORIVIRL HELP DURNNG LAST3 DAYS Halpe: . NUMBEROF 10 ADL AREAS INWHICH PERSON

0.Mo 1. Yes 8. Mo infermal helper MSNDE_PENDEHTMTO DETERIORATION |:E:|
c. IADL heip . NUVBER OF 8 IADI. PERFORMANCE AREASN
. ADL help WHCH PERSONWASINDEPENDENT PRIORTO []
2. INFORMALHELPER STATUS DETERIORATION
0.Ho 1.Yes . TIME OF ONSET OF THE PRECIPITATING EVENT OR

PROBLEMRELATED TO DETERIORATION

8. Informal helper(g) is unable to continue in caring .
0. Within 1ast 7 days

activities—e 0., declire in hesth ofhelper mekesit

difficuti{e mrﬂnu—" 1.Blo14 days ago
b, Primary informal helper expresses feelings of - 2.15t030 days aco |:|
distress, anger, or depression 3, 311050 da

4. Micre than 60 Eysdays ago

A R s Al N §: No Cleer precitaiing evert
3. HOURS OF INFORMAL CARE AND ACTNE MONITORNG SECTION S. DISCHARGE

DURNG LAST 3DAYS [hate: Complete Sectian S at Discharge anl

For Instrumental and personal activiies of daily . LASY DAY OF STAY

Mving in the LAST 3 DAYS, ndicate the tolal

nueber of hours of he reoeived from allfamiky, ... | 2 | 0 i | |“““"| | I‘“"“l | |
friends, and neighbors Year Morth Dery

4, STRONG fiND SUPPORTNE RELATIONSHIP VATH
FAMLY
0.No 1.Yes

. RESDENTIAL f LIVING STATUS AT TRME OF ASSESSMENT

. Privile home Feparbmert f rerted room
2. Board and care

: J . Assisted ving or semidncg Endentlmn
i | ERUIRGNMENTAL ASSESSMENT " et haa!r]"?rea hrce—g era gcgn:uphgmg
1. HOME ENVRORMENT - St hfgrmpeetgoggﬁmmelleg?ﬁ%gbnd? "
Cote torany of iowing that make home exvionment hazarions . ?sydmaﬁ' chospital er unit
ar uninhialitable (ittempornnly in nstitiion, base assessmentah . Homeless (with or wth:iut shelter) I:D
howme L;&rt;) v % éﬂ—%ﬁﬁgﬁ g:re halrtr(numing home}
o s
a. Disrepair of thehome—e.g., hezerdous dutter, {1, Hlospice fac.;!‘rlw%éallhawe care unit
inacttige or o ighting in Mng rocen ,sle=ping ocm, 1 3 C ecchwed fglsﬁ
Kiteha, tllet, comidors, haies 1n foor, lesking pipes i3 crre ondl facilty
b, Squdid Condition-e.g., exiremely ditty, ineddion byrds . 15, Deoeased

ar bugs
c. Imadequate heating or cooling—e.g. toohd in summer, .
taa coldinwinter
d. Lack of personal safefy~e g, feer of videncs, sefely
arobim in ooirg o madhox or 'vlsttlﬂg neichbors, heaw
traficin strest

g, Limited ac cess to home or rooms in home—sa.q.,
dificLity erterirg or leaving hame, unakle to dimb deifs,

SIGNATURE OF PERSON COORDINATNG / COMPLETING
THE ASSESSMENT

1. Signature (sign on above line)
2. Date aszesement signed as complete

dificutty meneuvering wikin rol:ms nomﬂlngsaﬂhwg"l | 2 | 0 | ! |_| l |—| I |
nesded Year Warth Day
interRA[ HC p7 eﬁ intefRA'@
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APPENDIX T

Completeness: (Printed)

MDS-HC Participants
SOURCE Program
Participant Agency Relationship to Applicant Date
RN Who Reviewed MDS HC for Consistency & RN signature Date:

Rev. 01/19

Service Options Using Resources In Community Environments

Appendix T needs to be signed and dated by R.N. SOP is within 10 business days of completion of the MDS-HC and uploaded with packet to AHS.
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APPENDIX U1
SOURCE MONTHLY CONTACT SHEET

l I

Tips for Appendix Ul

Tips for completing Appendix U for Monthly Reviews

Before calling member; fill out Column A, Review chart for any phone calls, notes, variances, sentinel evenis, service
problems. Make notes of any follow up information you may need from the member. Pull most recent medication
record. Move back and forth between columns Band C while speaking with member.

Complete section D with thoughtiul review on conversation with member taking into consideration variances/ sentinels.
Review non-urgent issues including new medications during Case Management supervisory review. Escalate problems
to PCP conferences as needed. Urgent matters should be discussed and handled per individual agency guidelines.

Tips for completing Appendix U for Quarterly Reviews:

Before visiting member fill out Column A. Review member’s chart for any phone calls, notes, variances, sentinel
events, service problems. Make notes of any follow up information you may need from the member. Review Carepath
and use columns B and C for short summaries. Take copy of Medication Record to confirm with member.

Complete section D with thoughtful review on conversation with member taking into consideration variances/ sentinels.
Review non-urgent issues including new medications during Case Management supervisory review. Escalate problems
to PCP conferences as needed. Urgent matters should be discussed and handled per individual agency guidelines

Per Policy: Case Managers and Carepaths are at the core of concurrent review in SOURCE. To reach the
program’s stated goals, Case Managers initiate and facilitate communication with SOURCE
members/caregivers, Primary Care Providers, program supervisors, and if applicable, providers; Carepaths
provide guidance and formal structure for the concurrent review process.

U3
Service Oplions Using Resources In Community Environments



APPENDIX U1
SOURCE MONTHLY CONTACT SHEET

M Supervisar Signalure and Date {quarierly) ’

Service Options Using Resources In Community Environments
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APPENDIX U2
SOURCE QUARTERLY ALTERNATE /ANNUAL CONTACT SHEET

Tips for Appendix U2
U2 can be used instead of appendix U for quarterly visits. Always use U2 for Annual contact with members

Quarterly visits:
Before speaking with member, Fill out Column iabeled Process and Pull/ copy a recent medication list.

Review chart for any phone calls, notes, variances, sentinef events, service problems. Pull Carepath to review with
member. Make notes of any information you may need from the member.

Complete quarterly objectives with member while reviewing Carepath. Complete monitoring notes with thoughtful
review with member taking into consideration variances/ sentinels. Review non-urgent issues including new
medications during Case Management supervisory review, Escalate problems to PCP conferences as needed.
Urgent matters should be discussed and handled per individual agency guidelines.

Per Policy: Case Managers and Carepaths are at the core of concurrent review in SOURCE. To reach the
program'’s stated goals, Case Managers initiate and facilitate communication with SOURCE
members/caregivers, Primary Care Providers, program supervisors, and if applicable, providers; Carepaths
provide guidance and formal structure for the concurrent review process.

A Annual visits:
See guidelines above for quarterly visits and also complete the areas marked with triangle symbol.

U2-2
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PCP CONFERENCE

Member’s
Name:

APPENDIX U3

SOURCE BI-ANNUAL PCP CONTACT SHEET

Date of last PCP
Contact

Date of Birth:

Current Services:

PCP recommendations for prevention

Significant Diagnosis:

PCP:

ER Visits/ Hospitalizations? Yes No Why?

Document all member deficits.
Use Check if Goal is met for Area, Circle if not met, N/A ifnotapplicable. Comments from Agency and

PCP are encouraged.

J Keeping PCP Appointments

rce

Review Carepath, record for any changes made.

Dict/Weight

PCP

Behavior Issues

PCP

ADL/IADL Needs

PCP.

Medication Compliance
pep - - -

Fails/Mobility Issues

uy

Clinical indicators ~ list and give current range
(lab, vfs)

PCP
is Flu/Pneumonia/ Other Vaceine Due? Y N

J Skin Cave/Breakdowns

PCP

4 Caregiver Issues
PP

J Continence [ssues
PCP

SENTINEL gvems? vy
Is Medical Appt. or referral needed to address
Sentinel/Variances?

Attach, Confirm/ List medications with PCP office. * = new medications:

PCP Notes, Comments/Goals for member;

Member Health complainis/ risks that may be due fo
Medication actions, kisthere so PCP may assess.
Such as FallER/ weakness/Dizziness,
olher,
CM received H&P, notes,
fabs needed
PCP signed Contact
v Major Changes/Concerns in Functional Status: Yes No Sheet
v Physical itive?
hysical or cognitive Other:
PCP Signature MIYPA/NP Date
CM Signature Date Case Management Supervisor Signature Date
Service Options Using Resources in Community Environmenis U3



APPENDIX U3
SOURCE QUARTERLY ALTERNATE /ANNUAL CONTACT SHEET

Tips for Appendix U3 PCP Contact Form

Use this form to prepare and suminarize case management areas of interest to medical providers
bi-annually. Look back at six months and one year and include items such as:
1. Indicate if the visit is the annval visit where member will be reassessed for the
program?
2. Document which home and community services member receives (case management is a
given)
3. Does the member have or now need disease management tracking? See Policy section
1310.
4. Were most of appointments with the PCP kept? Were most of appointments with the
specialist kept? (Write in N/A if no specialist visits needed).
5. Review member chart and estimate number of emergency department visits and
hospitalizations.
8. Review member chart to see if variances occurred. Circle the section and write a brief
note on variance (resolved, in progress, etc) under the correct areas.
Were diet goals met? Was there any variance? Short note to indicate progress if a
variance was reported (ie resolved or ongoing?)
Are there any skin breakdowns or poorly healing wounds? Locations and variances

are self -explanatory.
Clinical Goals: if any routine medical tests are followed by the member for health
conditions, are they

within acceptable ranges for the re-evaluation? (BP stands for blood pressure, FSBS
stands for fasting blood sugar, O2 is oxygen management) These are common tests
followed. Enter tests yvou and PCP feel are critical.
ADL /IADL goals for transfers and mobility. Fill out as
indicated. Behavioral Issues: Complete as indicated.
Caregiver Support Issues, Fill out as indicated.

7. Please list all current medications or attach medication list.

a. If member has medications, are they taking them as indicated?
8. Any significant sentinel events this year? If yes, just indicate type ie abuse, fall, neglect

ete. Please encourage PCP to jot comments, notes, and goals on form.
8. If any areas not reviewed, document why it was not reviewed.

10. PCP and Case management signs form.

11. If there is an annual re-evaluation due for the member within 3 months, go over
information in black box with PCP.
% It’s very important to confirm if PCP agrees that member has ADL and/or IADL
deficits and the etiology or diagnosis that is causing the deficits.
% You may inform the PCP that for SOURCE, those deficits must be due to a physical
deficit or a cognitive loss and rise to Nursing Home Level of Care which is determined
by standardized assessment tools, and team review of all pertinent information on the
member,
If PCP has questions, have an agency R.N. or supervisor speak to PCP

Service Options Using Resources In Community Environments U32



APPENDIX V
SOURCE Referral Form

Rev. 01/09

SOURCE Member Date

Social Security No. Medicaid No.
Address Phone No.

Medicare No.

SOURCE Level Diagnosis Code

SOURCE Enhanced Case Management Authorization No

Directions to home

Primary Contact and Relationship

Primary Contact Phone
Number(s) Address

Service Requested:

Adult Day Health Frequency

Level 1 Fufl Day Level Il Full Day

Level 1 Partial Day Level Il Partial Day
Physical Therapy

Speech Therapy

Provider
Alternative Living Service Provider

Group Model Family Model

Respite Services Frequency

Out of Home Respite {12 hours)
Out of Home Respite {8 hours maximum, 3 hours minimum)

Provider
Personal Support Services Frequency Extended Personal Support
Services {may also be used for in-home respite 2-3 times per week)

Frequency

Service Options Using Resources In Community Environments V-1



APPENDIXV
SOURCE Referral Form

Appendix F is good through date:

Member is under administrative review. Please continue services until:

Service Options Using Resources in Community Environments



APPENDIXV
SOURCE Referral Form

Provider
Emergency Response System Provider
Installment Monitoring Monthly
Home Delivered Meals Provider
Frequency

Medicaid Home Health (75 units of service)

Skilled Nursing Visit
Physical Therapy Visit
Occupational Therapy Visit
Medical Social Services
Home Health Aide

Provider

Services to Begin:

Comments:

SOURCE Site

Signature Date

Title

Service Options Using Resources in Community Environments
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APPENDIX W
MIF

SOURCE Member Information Form

_Provider to Case Manager _Case Manager to Provider
Rev.
(1)2,‘: fgw Initial _Change _Discharge _FYl Response required? _YES _NO

rovider Name
Member Name Medicaid No.
Servicetype:” _ADH  _ALS _ERS _HDM _HDS _PSS _EPS
Initial

Service offered? No — Reason

YES, Date services initiated

Frequency/Units

Change/FYl
_Recommendation for change in service _Change in frequency/units by case manager
_Change in mbr's. Health/ffunctional status _Change of physician/CM
_Hospitalization _Other
_Senvice not delivered _FYl
Explanation:
Effective date of change:
Discharge

Discharge Reason
Date of Discharge
COMMENTS:
Prior Authorization Dates: --———--- {0 PA#
Signature Date
Title Phone,
Signature Date
Title Phone

Service Options Using Resources in Community Environments
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APPENDIXW
MIF

SOURCE Member information Form

The SOURCE Member Information Form (MIF) conveys information between the site and participating
service providers. The form serves as documentation of interactions on behalf of individual SOURCE
members and may be initiated by either case management or service provider staff. The form confirms key
exchanges (new admissions, service level changes, hospitalizations, efc.) but also should be used to
identify issues that potentially jeopardize a SOURCE member’s ability to continue living in the community.

MIF Instructions:

1. Indicate entity-initiating MIF (site or provider) with a checkmark.

2. Indicate nature of the communication with a checkmark (Initial, Change, FY1 or Discharge}

3. Complete demographic and service type information as indicated.
4, INITIAL: Check either No or yes, with additional information requested.
If yes, record frequency/units in space provided.
5. CHANGE/FYI:  Indicate the nature of the communication with a checkmark.
Explain and date ALL items checked in the space provided.
6. DISCHARGE: Never complete this section without first communicating by phone or in person

with the site or provider to attempt to resolve the issue prompting discharge.

7. COMMENTS: Record any additional relevant information.
8. SIGNATURE: indicate staff member sending the MIF, the date sent and staff member's fifle.

NOTE: The agency receiving the MIF must acknowledge receipt of the MIF in writing, sign, date and
return the MIF fo the agency which generated the MIF within three (3) business days.

Service Options Using Resources in Communily Environments W-2



APPENDIX X SOURCE's
UNIVERSAL Member WAIVER TRANSFER FORM (Non-Electronic)

SOURCE Program Member's:
1. LOC Authorization Number: Expiration Date:

2. Member Name
DOB:

{Last, First, ML)
Soc. Sec. No. Medicaid#

3. Other Contact Information:

4, Member transfer from (Ageney A} Information:

Agency Name: Provider D#

County

Care coordinator/ CM / Contact person

Email Telephone ()

Current Waiver type (CCSP/SOURCE/NOW-COMP/ICWP/GAPP) Last service date

Member's addrass

County State Zip

5. Member transfer to {Agency B) Informatiom

Agency Name: Provider ID#

County

Care coordinator/ CM / Contact person

Email Telephone { )

Waiver type (CCSP/SOURCE/NOW-COMP/ICWP/GAPP} (circle)

Member's address

County State Zip

Telephone { )

Service Options Using Resources In Community Environments
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APPENDIX X
SOURCE MEMBER TRANSFERS

Instructions:

Purpose: The member transfer form is used fo transfer case records and to notify AHS of transfer.
Who Completes/Mhen Completed
Transferring Agency A:

The current case managetr/care coordinator completes the member transfer form. [t
accompanies the original case record of the Iast year of service to the receiving agency.

Original agency is responsible for providing one year of copied records to the receiving agency
(Agency B).

Receiving Agency B This receiving agency uses those records for historical reference and
picks up monthly contacts, service, and care path reviews from the previous dates and related
standards of promptness. An RN review and case note is required within 10 days in the case
of a change of address that impacts caregiver availability, environmental issues related to
service delivery, or needs of the member.

Sending to AHS:
Transfer from Agency A:

The AHS review nurse will receive the transfer form via Contact Us message — use Current Agency's
{Agency A} Level of Care Prior Authorization request number to pull up the Contact Us note. As long as the
transfer form is filled out in its entirety (with the addition of the receiving agency's email address}, only the
current Agency A needs to perform this task. Agency A should include documentation of the transfer such
as a CCNF in CCSP or a MIF / Z discharge letter from SOURCE.

Transfer to Agency B:

IF there are transfer issues that still need to be addressed, it may make sense for the “transferred to"
agency B to attach the transfer form again with clarifying information to AHS via contact us as outlined
above,

Instructions:

Service Options Using Resources In Community Environments X-2



APPENDIX X
SOURCE MEMBER TRANSFERS

Enter the current LOC Prior Authorization Number and Expiration Date of the LOC PA issued by
AHS

Enter member's name (last name, first, and middle initial) and Date of Birth.
Enter member's social security number.

Enter member's Medicaid number.

Other contact information that may be helpful can be entered here such as a note or a family contact.

Member transfer from Agency A Information::
{Current member’s (Agency A) information)

Enter name of current agency and provider ID

Enter name of care coordinator, Case Manager or Contact person's email address, name, and phone.

Enter the Last Day Agency A will give service to the client. AHS will end the LOC PA for agency A
on this date. The service PA should end on this date.

Enter or circle the Member's current Waiver type for Agency A

Enter member's Contact information when with Agency A. Include: Address, City, County, State, Zip
code

Enter Member's Phone number when with Agency A

Member transfer to Agency B Informatiom
(Receiving Agency (Agency B) Information)

Enter agency name and provider 1D of agency B, the agency the member is transferring to.

Enter Agency B contact information: email address, name, and direct phone number of the contact
person who is responsible for coordinating the transfer to the new agency or new site.

Circle or write in the new Agency B's Waiver Type (CCSP/SOURCE/NOW/COMP/ICWP)
If the member has a new address or new phone number, enter here,

A copy is maintained in the transferring WAIVER agency file.
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APPENDIX X
SOURCE MEMBER TRANSFERS
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APPENDIXY
SOURCE Hospitalization Tracking Form

Patient: Date of admission:
Hospital Date of discharge:
1._____Room no. and Case Manager assigned

2._____Contact Case Manager (beeper or voice mail, etc.)/date(s):
___Date of actual contact with Case Manager

___Follow-up with social worker if indicated/date

__Admitting Diagnosis

. Discharge diagnosis

__ Programed date of discharge

___ REQUEST NOTIFICATION PRIOR TO MEMBER DISCHARGE for coordination
__Faxcurrent SOURCE services and PCP to Case Manager

__Notify SOURCE PCP of hospitalization / {

3.___Contact additional Case Manager if Member moves

4, Contact family/informal support date:

5. MIF(s) to ali providers if indicated___ ERS__ PSS/skilled__ HDM _HDS
6. __ Attend Case Conference if indicated
NOTES:
___Copy of discharge summary received

____SOURCE notified prior to discharge
___MiF sent to providers to resume services; service plan adjusted

CHECK ANY “NOT MET” UPON HOSPITALIZATION:

__ _COMM "__ SKIN __HOUSING __|/ABL ___TRANS/MOB
___NUTR'N CLIN __MEDS __ BEHAVIOR  ___INF.SUPPOR
__INCONTINENCE

Service Options Using Resources In Communily Environments
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APPENDIXZ
NOTICE OF DENIAL, TERMINATION or REDUCTION in SOURCE Services

1. To SEN Xxx-x%x- Date:

Your participation in the SOURCE Program has been given careful consideration. In accordance with the Code
of Federal Regulation, 42 CFR 441.301(b) (i} (i} and 441.302(c) (2), the following determination has been
made:

1 2.Decision to Reduce Services: you have been determined to require fewer services because

OR

1 3.Decision to Terminate or Deny Services: You do not meet the eligibility requirements as found in
the Elderly and Disabled 1915-¢c Home and Community Based Services Medicaid Waiver as outlined
in Section 701 in the Georgia Department of Community Health Manual, Part Il Policies and
Procedures for Service Options Using Resources in Community Environments (SOURCE).

You do not meet the eligibility requirements because (check as many as apply)

1 a) You don't Receive full Medicaid (this excludes SLMB, QMB, or QI Medicaid)/ or full
Medicaid under SSI ar Public Law categories
Contact your local DFCS and ask if you are eligible for waiver Medicaid

J b) You did not have SSI. You must contact Social Security at 1-800-772-1213

1 ¢) You are an excluded member of Medicaid because you are, at the time of application or
enroliment you are:
J A Member with retroactive eligibility only or presumptive eligibility
J A Member in an institution, including skilled nursing faciiities, hospital swing bed units,
in patient hospice, intermediate care facilities for people with developmental
disabilities, or correctional institutions in the Georgia Famifies program
J A Child enrolled in the Medical Services Program administered by the Georgia
Division of Public Health (Children's Medical Services) or receiving services under Title
V (CMS funding)
| A'Member in another waiver program (CCSP, Independent Care Waiver, the NOW
and COMP Waiver Programs or the Georgia Pediatric Program (GAPP)
| A Child whose care is coordinated under the PRTF program
| A member of a federally- recognized Indian Tribe
1 d) You did not Meet the 1915-c Waiver target population guidelines see- section 801.3 of the
SOURCE manual: Your primary diagnosis or your primary needs are psychiatric or related to
a developmental disability rather than medical needs

Rev. 04113 Last revision 9/10/18 Continue onto next page
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Page 1

To

APPENDIX Z
NOTICE OF DENIAL, TERMINATION or REDUCTION in SOURCE Services

APPENDIX Z (continued)

f Your cost of medically necessary services that can be provided by SOURCE is higher than
the Medicaid cost of nursing facility care
g) You are not cooperative with enrollment in SOURCE (Member did not (have/do/ complete/
refuses efc.)
h) You don't live in / or have moved from a SOURCE Enhanced Case
Management's designated service area
i) You don't have the capability, with assistance from SOURCE and/or informal caregivers, of
safely residing in the community {with consideration for a recipient's right to take calculated
risks in how and where he or she lives)
|} You are an applicant who has all needs met by your informal support
k) You failed to meet requirements at inifial screening:

1 Your DON-R (determination of need-revised) score was too low to meet

admission requirements

1 You don't have unmet needs

} Other

If you disagree with this decision, you may request a fair hearing. You have thirty days
(30) from the date of this letter to request a hearing in writing.

Department of Community Health
Legal Services Section

2 Peachtree Street, NW 40" Floor
Atlanta, GA 30303-3159

4, Call your SOURCE Case Manager or Care Agency if you do not understand this letter. Call;

Name of Case Manager/Other Agency Phone

5. Appendix | in table format enclosed? Yes  No

Page 2
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APPENDIX Z
NOTICE OF DENIAL, TERMINATION or REDUCTION in SOURCE Services

Instructions for agency completion of Appendix Z
Agency Use ONLY
Appendix Z is a mandatory form that must be used as formatted by DCH.

t.  Fillin member's name, last 4 digits of Social security number, and date
2. Check this option if you are reducing services. Write in the reason for the reduction in
Services.
i. Then: Skip to #4 and give the member contact information
3. Check this option if denying or terminating services. Then see pyramid to complete a-j.
4, Always complete #4.
5. Indicate whether Appendix | is enclosed (must be fable format)

A

To fill out a-f of Appendix Z, Start with Step | and while looking at
' the member letter, check all that apply for this member:

Step IV:Does the member meet
Intermediate Nursing Home Level of Care?

Step !lI: Does member need/ want /able to
receive SOURCE services?

Step U: Does the member meet Target Pop? ]

Step |:Does member meet basic
eligibility’?

|.Basic eligibilify choices:

Check a-c if any of these apply for the member:

a) You do not receive full Medicaid or Full Medicaid under SSI or Public Law categories
b) You did not have SSI. You must contact Social Security at 1-800-772-1213
¢) You are an excluded member of Medicaid (check why the member is excluded)

[.Target population choice!

Did the member not meet criteria for SOURCE because they are not the target population for
this waiver—i.e.:

Go to and check #d if the member is under age 65 years and their primary diagnoses that
are causing problems is mental illness or mental retardation.

Service Options Using Resources in Community Environments Z-3



APPENDIXZ
NOTICE OF DENIAL, TERMINATION or REDUCTION in SOURCE Services

Step Il Other choices:

Check -l if any of these applies to the member.
Note: Detail the reason for non-compliance if #g is selected, be
specific.

Note: Fill in the details for | if any other reasons apply.

Sten IV Intermediate Nursing Home level of care;

All denials for not meeting Intermediate Nursing Home Level of care, come from the decision made
by Alliant Health Solutions. That information is mailed to the member directly from Alliant Health
Solutions. Follow up with the member regarding their decision to appeal the decision or not. Assist
as needed with the denial.

Service Options Using Resources In Community Environments Z-4



APPENDIXZ
NOTICE OF DENIAL, TERMINATION or REDUCTION in SOURCE Services

GRORGIA DEPARTMENT OF
CoMMuNITY HEALTH

‘§

1

AT
4

NOTICE OF YOUR RIGHT TC A HEARING

You have the right to a hearing regarding this decision. To have a hearing, you must ask for one in writing. Your
request for a hearing, along with a copy of the adverse action letter, must be received within thirty (30) days of
the date of the letter. Please mail your request for a hearing to:

Depariment of Community Health

Legal Services Section
Two Peachtree Street, NW-40t Floor
Atlanta, Georgia 30303-3159

The Office of State Administrative Hearings will notify you of the time, place and date of your hearing.
An Administrative Law Judge will hold the hearing, In the hearing, you may speak for yourself or let
a friend or family member to speak for you. You also may ask a lawyer to represent you. You may be
able to obtain legal help at no cost. If you desire an attorney to help you, you may call one of the
following telephone numbers:

1. Georgia Legal Services Program 2. Georgia Advocacy Office
1-800-498-9469 1-800-537-2329
(Statewide legal services, EXCEPT (Statewide advocacy for persons
for the counties served by Aflanta with disabilities or mental iliness)
Legal Aid)

3. Atlanta Legal Aid 4, State Ombudsman Office
404-377-0701 (Dekalb/Gwinnett Counties) 1-888-454-5826
770-528-2565 (Cobb County) {Nursing Home or Personal
404-524-5811 (Fulton County) Care Home}

404-669-0233 (So. Fulton/Clayton County)
678-376-4545 (Gwinnett County)
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APPENDIX Z
Case Management Discharge Planning for SOURCE
Complete and provide a copy to the member no later than 15 days following a SOURCE involuntarily discharge

Section A:
Member's Name: Medicaid number; Today's Date:
Member's Address:
Discharge Planning Received by {name/relationship); Date: /1
Mail In Person (check or circle)
Follow-up Date: I Mail In Person Phene {check or circle)

Case Manager's name/title (print).
Case Manager's Signalure;

SOURCE Agency Name and phone number/extension:

SECTION | Formal Info- Services Received or Recommended (Circle/Select all that apply or enter N/A)

Service Frequency/Units Provider Contact Information Availability/cost of service
(Name/Phone Number) after discharge from
SOURCE

Personal Support

Home Delivered Meals

Emergency Response System

Adult Day Health

Alternative Living Services

Skilled Nursing Services

SECTION Il Community Resources ~ Plan must include additional Community Resources specific to member needs. Select all
that apply, complete contact information and include any special conditions or availability. Suggestions are given in the ()
brackets but be creative and specific for member. “See Attachment” with a copied list of general resources can be given in
addition to, but will not substitute for this form if member has needs.

Service Contact Information (Name/Phone Number) Special Conditions/ Comments

J Personal Support (DAS,
Churches, Family)
] Home Delivered Meals

(food banks, stamps, senior
services)
J Emergency Response

System {Cell phone, local
discounted company,
Walmart, Splash)

1 Adult Day Health (Senior
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APPENDIX Z
Case Management Discharge Planning for SOURCE

Gomplete and provide a copy to the memberno later than 15 days following a SOURCE involuntarily discharge
Day Activities)
] Alternative Living Services

Service Options Using Resources In Community Environments Z-8




APPENDIX Z
Case Management Discharge Planning for SOURCE
Complete and provide a copy to the member no later than 15 days following a SOURCE involuntarily discharge

Skilted Nursing Service (set
up with Medieaid through
PCP)

Transportation (Disabled
County specific transport)
NOW/COMP if member
has MR or Devetopmental
Delay

DFCS if losing eligibility
GAPP/ Local Health Dept
programs if child in need

— - | E—

DBHDD if mentai health
issues

APS as needed
Pharmacy /Medication set

up needs
Other specify (i.e. cnergy
assistance)

Instructions: Discharge planning is required for all members with involuntary discharge fram SOURCE services (except for Nursing
Home) . SOURCE requires appropriate and specific plan be given to member or member's family. Source requires Case
Management give assistance with applications for other services. The process is as follows:

Notify member and ascertain what the member needs after discharge. Complete Section A of form.

If member does not have any needs, document the information in Section | and give a general list of community
resources for Section Il (only appropriate if member does not have any needs).

If member has specific needs, give formal (Section 1) and community support specific information (Section I1).
Document on this form.

Adter form is completed: Make copy for member records. Mail to member or present in person.

Follow up in 7 to 10 work days to make sure member and or family understands information and questions are
answered. Document all contacts to family on discharge planning.

Special attention and tracking of this process is imperative when member must apply for other services; assist
and document assistance to member with this process.

— | SN W  N— | IS [

Present this form and alf discharge information to the Department of Community Health (DCH) with DCH request for
member records or upon notification from the DCH staff or attorney.
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Member's DOB/Age:

Address Where Member Resides:
SOURCE CM Agency Name:

CM Address:

Provider #:

Name of Supervisor/Manager:

Repn _. S

APPENDIX AA
DEATH, SIGNIFICANT INJURY OR CRITICAL INCIDENT REPORT
SOURCE SENTINEL EVENTS

__ (TYPEIFPOSSIBLE
Member Name:

Significant Diagnosis:
City:

SOURCE Manager:

Which Agency Involved? Name & Address:

Location Where Event Occurred:

Contact Phone:

i Beath— HeadH oy Hi

Fracture {)Suicide () APS
Referred {) Fall () Accident

Phone Number:
County

Office Hours
Contact Phone:
Type of Provider:

Date Event Occurred:

Date CM Agency Notified:

Type of Death, Injury or Incident; (see Table
AA)

Place Cccurred:

Name of Person Discovering
Event:

Cause: (i.e. push, fall)

Address: {if different from residence)

Description: (i.e. fracture}

CONTRIBUTING FACTORS: INITIAL RESPONSE:
Lack of Supervision; Paralysis: Balance Deficit: Incontinence:; Family Involved:
Cognitive Impairment: Medication: Iliness: Pain: Hospital: ER:
Progressive Muscular Disease; Poor Vision: Gait Deficit: Pelice; MD Visit:

Progressive Neurological Disease:

Failed to use assistive device:

Mental Hesith Eval:

Other:

Family Notified:

CARE COORDINATION INTERVENTIONS:

Service Options Using Resources In Community Environments

Add New Services: MD/PCP Review Meds: Notified MD: Family Notified: {in nofes)
Eye Exam Referral: Case Conference: Family [nvolved:
Safety Assessment: Request Therapy Order: Reassessment: Other:
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APPENDIX AA
DEATH, SIGNIFICANT INJURY OR CRITICAL INCIDENT REPORT
SOURCE SENTINEL EVENTS

Crder/Repair Assistive Device: Temp Services Increase: Safety Ed:

OUTCOME OF EVENT: ONLY when the final oufcome is known

Meamber Name and Medicaid {D:

Date Foliow-up Reguested: Date Follow-up Received:

SOURCE Manager Notes: Follow-up Notes: SOURCE Manager Name:

Detafled summary including information heipful to understand event, adverse outcomes & follaw-up of event;

ACTION PLAN and PROCESS IMPROVEMENT:

How fo prevent in the future?

What processes were instituted o evaluale the effectiveness of the aciion plan?

MEDIA EVENT?

if s0, name of media and contact person and phone:

OTHER PERSON OR SERVICES NOTIFIED:

Title Yes No Name Date

Time

Supenvisor:

Service Options Using Resources in Community Environments
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APPENDIX AA
DEATH, SIGNIFICANT INJURY OR CRITICAL INCIDENT REPORT
SOURCE SENTINEL EVENTS

Primary Physician:

Familyfor Guardian:

APS/ Police report number (nan
mandatory to add this line to your form
untit 1/1/2015)

DCH:

Other;

Signature of Case Manager:

Report Sentinel Events by:

Mailing or faxing the Sentinel Event Report upon completion and phone call if indicated to:

Phone: Date:

SOURCE Program Sentinel Event
2 Peachtree Street NW, 37" Floor
Atlanta, GA 30303

Phone: 404-463-1104

Fax: 404-656-8366

Reminder, if member has an APS referral, a sentinel event and police reporting is needed.

Service Options Using Resources In Communify Environments

AA-3




APPENDIX AA
DEATH, SIGNIFICANT INJURY OR CRITICAL INCIDENT REPORT
SOURCE SENTINEL EVENTS

Sentinel Event REPORT
Instructions

Revised: 04/11 Purpose: The care coordinator uses the Sentinel Report in the SCURCE program fo report
Significant Injury, Unexpected Death or other critical incidents involving SOURCE members

Note: Reporting Sentinel events to DCH, Adult Protective Services, local law enforcement, and Long-Term
Care Ombudsman is needed within 1 business day of the notification of the event,

Table AA
Sentinel events include (see Section 1411 of SOURCE manual):

Significant physical injuries / unexpected death

Alleged criminal acts by staff against a member

Alleged criminal acts which are reporied to the police by a person who receives services

Elopement or Member missing without authority or permission and without others' knowledge of whereabouts

Financial exploitation or mismanagement of member furds

The intentional or willful damage to properly by a member that would severely impact operational activities or the

health and safety of the member or others

«  Whether by & member or staff person on duty or other person, any threat of physical assaults, or behavior so
bizarre or dissuptive that i places others in a reasonable risk of harm or, in fact, causes harm

« inappropriate sexual contact or attempted contact by a staff person (on or off duty), volunteer or visitor, directed at a

member

Unauthorized or inappropriate touching of a member such as pushing, sriking, slapping, pinching, beating, fondling

Use of physical or chemical restraints

Withhalding food, water, or medications unless the member has requested the withholding

Psychological or emotional abuse (i.e., verbal berating, harassment, intimidation, or threats of punishment or

deprivalion)

Isolating member from member's representative, family, fiends, or activities

» Inadequate assistance with parsonal care, changing bed linen, laundry, efc.

s Leaving member alone for long pericds of time {when inappropriate for member's

mental/physical well-being)

a & 2 & & a2

Failure to provide basic care or seek medical care

Purpose: The care manager uses the Sentinel Report in the SOURCE program to report Serious Injury,
Unexpected Death or other critical incidents involving SOURCE members.

Note: Unless the incident occurs in a hospital or rehab centers, all other incidents as outlined below are o
be reported.

Incidents that resuit in serious injury or unexpected death are to be reported.

Emotional/ financiall sexual abuse and criminal acts are to be reported.

Report these incidents in case notes:

Incidents that occur in hospitals or rehab centers are to be documented in the case notes only
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APPENDIX AA
DEATH, SIGNIFICANT INJURY OR CRITICAL INCIDENT REPORT
SOURCE SENTINEL EVENTS

Who Complates/When completed: The SOURCE Care Management care coordinator completes the form
within five business day of event notification. All reports received the previous month shall be completed
with additional information and known outcomes no later than the 15% of the following month {Police/
Forensic follow-up information may take longer).

Provider Incident Reports: The SOURCE Case Management Agency is responsible for obtaining these
reporis for all critical incidents that occur in ALS or ADH facilities or where provider staff is present at the
time of the incident. The incident report identifies member appropriate interventions fo decrease the risk of a
recurrent incident that may result in serious injury or unexpected death.

Instructions:

*

Service Options Using Resources In Community Environments

Give date report is filled out, member name, Medicaid number, Date of Birth, Age and any
significant related diagnosis.

Give Member resident address including city and state, county and phone number of
member.

Identify SOURCE Case Management (CM} agency name address and provider [D in the
box, Add SOURCE Case manager name and contact information. Include location where
event occurred (if different address there will be a place later for this address), date event
occurred and date that the SOURCE Case Management agency was notified. If a provider
service agency is involved give name and address, check type of provider, a contact phone
and supervisor/manager name.

Death, Significant Injury, Critical Incident. Type of Death, Significant Injury, Critical event;
Use wording from table AA to identify the event (i.e. fall, significant physical injury,
unexpected death, alleged criminal acts-- police report filed by family efc).

Death, injury or incident is for a short definition of the event (i.e. broken leg, minor injury,
elopement, abuse, stolen jewelry, house fire efc.)

Cause may be accident, pushed, etc.

Place where Death, Injury or Incident Occurred. this is the location where event occurred:
Be specific where event accurred if possible, i.e. “member’s house, bedroom” *Other-- see
Case management notes” can also be used.

Address: Give address if different from home address.

Name of person discovering problem: give name of service personnel or SOURCE
provider agency (and their title) that discovered, witnessed or first reported the member's
event.

Contributing Factors: ldentify all that may be applicable with regard to the incident being
reported. Cognitive Impairment applies to members with dementia, traumatic brain injury,
brain tumors or any other diseasesfinjuries that impairs cognition. Progressive Muscular
Disease refers to diseases such as Multiple Sclerosis, Parkinson’s Disease, Muscular
Dystrophy, Huntington's Disease etc. Progressive Neurological Diseases include ALS, Post-

AAS



APPENDIX AA
DEATH, SIGNIFICANT INJURY OR CRITICAL INCIDENT REPORT
SOURCE SENTINEL EVENTS

Polic Syndrome, Progressive Spinal or Muscular Atrophy efc., Other, please specify (may
give details in Case management notes if needed).

. Initial Response: Check all that apply. Family Involvement means the family took
responsibifity for seeking medical care, staying with the member after the incident etc.
Family notified, indicates family was called. Other, please specify in CM notes on 23 page.

. SOURCE Care Coordination Interventions: This should relate to what the SOURCE case
manager identified as contributing factors. Family involvement should be indicated if the
support system increases its responsibility in the care of the member for ADLs and/or IADLs.
In the case of safety education, the notes should include what education was provided and
who was educated. If other is checked documentation should specify what other intervention
was initiated.

. Qutcome: Update the incident record by identifying outcome only when the outcome is
known.

. Date Follow Up Requested. Enter date provider incident report or other items requested as
a follow up to the incident. Document in incident report notes what was requested and from
whom. Date Follow Up Received: Record date requested item was received.

SOURCE Manger Notes: List in narrative form the incident and injuries sustained by the
member. Documentation should include the specific area of the body affected.
Documentation of Who, What, Where, How will give the most concise accounting of the
incident. Document information about events leading up to the incident.

Update: Document in narrative format follow up activities/findings and resolution to the
critical incident. Include results of the member record review and provide information
Witness: Include the full name of the witness (es), relationship to member and contact
information in narrative if not listed elsewhere.

Action Plan and Process Improvement: Define process to reduce risk here if not already
documented and follow-up time frames for evaluating effectiveness of processes used to reduce
risk.

Media Event: fill out if news services involved.

. Other services/ persons notified of Incident. Document, here orin the SOURCE
manager notes, the date SOURCE notified individuals such as physician, nurse, family or
agencies/organizations including DCH. Document notification of Area Agency on Aging
immediately or no later than one business day upon learning of the incident as appropriate.

Note: The Georgia Depariment of Community Health, Healthcare Facilities

Regulations services {HFR) and local Long-Term Care Ombudsman (LTCO} are notified when the critical
incident occurs in a PCH/ALS facility. For members not living in fong term care facilities, Adult Protective
Services is notified of critical incidents when the suspected cause of the incident may be the result of abuse,
neglect or exploitation. As of 2013, there is a [egislative change where Police must be concurrently notified.
Others are contacted as appropriate.
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APPENDIX BB

SOURCE Discharge Summary
{Rev. 10/15)
SOURCE Member: Date of Discharge:
Discharging Agency:
Discharge due to:
___death ___nhursing home (facility)
___moved from service area ___lost eligibility ___member choice
___involuntary/non-compliance Hospice

___other

SOURCE member discharged from:

___home ___hospital { ) ___personal care home

Primary reason for nursing home placement (if applicable}:

___increased cognitive impairment ___increased physical impairment
__increased medical acuity ___informal support issue
___other

Referrals (if applicable):
___CCsP ___Icwp ___Hospice ___home health ___ MRWP

___other

Brief discharge summary:

Indicate all key outcomes not met at time of discharge {refers to Carepath}):

___COmMMm __SKIN ___MEDS _ HWADLs ___TRANS/MOB

___NUTR'N __CLIN __BEHAVIOR ___INF. SUPPORT

Service Oplions Using Resources in Community Environments BB-1



APPENDIX BB
SOURCE Discharge Summary

Discharge Planning Policy Statement

Upon discharging the member, the Case Manager will complete the SOURCE Discharge Summary Form in
its entirety (Appendix BB}, and Appendix Z (7-8) to be filed in the member’s chart.

Service Options Using Resources In Community Environments BB-2



APPENDIX GG
SOURCE Billing

SOURCE Billing

SOURCE Reimbursed Services
Adult Day Health
Personal Support {PSS)
Extended Personal Support

Alternative Living Services (ALS)
Home Delivered Meals {HDM})
Home Delivered Services (HDS)
Emergency Response Services {(ERS)
Nursing Visits

Case Management

Provider Billing

The DXC is the third-party administrator for Georgia's Medicaid and PeachCare for Kids programs.

Providers will enter claims via the web at http://mmis.georgia.gov
Customer Interaction Center: 1-800-766-4456

Customer Service Representative Availability: 8am- 7pm Monday thru Friday
Interactive Voice Response System Availability: 24 hrs day, 7 days a week

Written Correspondence: HP, P.O. Box 105200, Tucker, GA 30085-5200

Service Options Using Resources In Community Environments CC-1



APPENDIXCC
SOURCE Billing

Procedures for Completing CMS 1500 (Web Portal or WINASAP)
Completion of the CMS1500 (Items not required by Georgia DMA are not included in these instructions)

This section provides specific instructions for completing the CMS Insurance Claim Form
(CMSHCFA-1500) [12-90]. A sample invoice is included for your reference.

Health Insurance Coverage

Check Medicaid box for the patient's coverage.

Insured's |.D. Number

Enter the Recipient Client Number exactly as it appears on the recipient's Patient's
Name exactly as it appears on the patient's current Medical Assistance Eligibility
Certification (last name first).

Patient's Birth Date and Sex

Patient relationship to insured

Patient Status

Other Insured's Name

SOURCE Enhanced Case Management {authorization) provider number in the
first Referring ID field.

A reasonable effort must be made to collect all benefits from other third-party coverage.
Federal regulations require that Medicaid be the payer of last resort. (See Chapter 300 of
the Policies and Procedures Manual applicable to all providers.)

o C o O

C C O 0O 0

When a liable third-party carrier is identified within the computer system, the services billed
to Medicaid will be denied. The information necessary to bill the third-party carrier will be
provided as part of the Remittance Advice on the Third-Party Carrier Page.
¢ Other Insured’s Palicy or Group~ Number
» If the recipient has other third-party coverage for these services, enter the
policy or group number.
e Name of Referring Physician
= Enter the name of the physician or other source that referred the patient.
Leave blank if there is no referral.
¢ Enter the SOURCE Enhanced Case Management Authorization Number
in fields Refer to Provider field and Referral ID field

Dates of Service (DOS) - CRITICAL ELEMENT FOR CORRECT PAYMENT
Enter period of time that procedure/service occurred. If billing a partial month of service,
enter the first day of the service in the "FROM” space and the last day of service in the

“TO" space.

It billing a full month of service, enter the first day of the month in the “FROM" space and
the last day of the month in the “TO" space.

Service Options Using Resources in Community Environments CC-2



APPENDIXCC
SOURCE Billing

The date(s) in this box must contain month, day and year in MM/DD/YY format (e.g., enter
February 1 to February 28, 2003, as 02/01/2003 to 02/28/2003).

Claims for dates of service spanning more than one calendar month MUST be billed on
separate invoices so that the Capitation (MCP) rate will be paid correctly.

NOTE: Monthly Professional Capitation Billing

If you are billing for the full capitation fee, the date of service will be the first day of the
month and the last day of the month.

If the patient was not under your care for the full month, you must bill only for the portion of
the month the patient was under your care.

Place of Service (P.0.S.}

Type of Service (T.0.S.)

Procedures code

Diagnosis Code

Charges

Enter the product of your “usual and customary” charge for the procedure multiplied times
the units of service.

Days or Units

A "1" must always be entered when billing for Capitation (MCP) rate. For other services, enter the number of
times the service was performed.

Note:
If you are billing more than one (1) unit for the same procedure code on the same date of
service, please use one (1) line on the CMS 1500 and infield G list your total units. If you

use more than one line, the system will consider the subsequent lines a duplicate and will
deny them.

Total Charge
Enter the total of the charges listed for each line.

Amount Paid
Enter the amount received from third party. If not applicable, leave blank.

Balance Due
Enter the submitted charge less any third-party payment received.

Signature of Physician or Supplies Including Degrees or Credentials

The provider must sign or signature stamp each claim for services rendered and enter the
date.

Unsigned invoice forms cannot be accepted for processing.

Name and Address of Facility Where Services Rendered
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APPENDIX CC
SOURCE Billing

Enter the full name, location (city) and Medicaid Provider number (if Medicaid  enrolled)
of the facility where billed services were performed.

Physician’s Supplier's Billing Name. Address. Zip-Code and Phone Number

a. Enter the provider's name and address. Providers must notify the HP provider
Enroliment Unit in writing of address changes.

Service Options Using Resources In Community Environments CC+4



APPENDIXCC
SOURCE Billing

General Claims Submission Policy for Ordering, Prescribing, or Referring {OPR)
Providers

The Affordable Care Act (ACA) requires physicians and other eligible practitioners who
order, prescribe and refer items or services for Medicaid beneficiaries to be enrolled in
the Georgia Medicaid Program. As a result, CMS expanded the claim editing
requirements in Section 1833(q) of the Social Security Act and the providers’ definitions
in sections 1861-r and 1842(b){(18)C. Therefore, claims for services that are ordered,
prescribed, or referred must indicate who the ordering, prescribing, or referring (OPR)
practitioner is.* The department will utilize an enrolled OPR provider identification
number for this purpose. Any OPR physicians or other eligible practitioners who are
NOT already enrolled in Medicaid as participating (i.e., billing) providers must enroll
separately as OPR Providers.

Also, the National Provider Identifier (NP1} of the OPR Provider must be included on the
claim submitted by the participating, i.e., rendering, provider. If the NP of the OPR
Provider noted on the Georgia Medicaid claim is associated with a provider who is not
enrolled in the Georgia Medicaid program, the claim cannot be paid.

The following resources are available for more information:

e Access the depariment’'s DCH-i newsletter and FAQs at
http.//dch.georgia.gov/publications

» Search to see if a provider is enrolled at
hitps://www.mmis.georgia.goviportal/default. aspx

Click on Provider Enrollment/Provider Contract Status. Enter Provider ID or NPI
and provider's last name.

e Access a provider listing at
hittps://www.mmis.georgia.gov/portal/PubAccess. Provider%20Information/Provid
er%20Notices/tabld/53/Default.aspx

Click on Georgia Medicaid FFS Provider Listing or OPR Only Provider Listing

*For COS 930 this would be the NPI of the provider who signs the Appendix F
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APPENDIXDD
SQOURCE National Codes and Rates

Effective 10/1/2005 Rev. Effective 10/2014

Old Description National | Description Modifier | Rate
Code Code
Home Delivered Nursing care, in home, | TD Provider Specific (51t
Y3801 Services; Nursing T1030 by registered nurse unit of service)
Visit
Home Delivered Physical therapy, in Provider Specific {51st
Y3802 Services; Physical S9131 home, per diem unit of service)
T Therapy
Home Delivered Speech therapy, in the Provider Specific {51st
¥3803 Services; Speech 59128 home, per diem unit of service)
Therapy
Home Delivered Occupational therapy, in Provider Specific
¥3804 Services; 59129 the home, per diem 51st unit of servi
Occupational Therapy (o1t unit of service)
Home Delivered Social work visit, in the Provider Specific (51st
Y3805 Services; Medical 39127 home, per diem unit of service)
Social Services
Home Delivered Home health aide or Provider Specific {51st
¥3808 Services; Home T1021 certified nurse assistant, unit of service)
Health Aide per visit
Adult Day Health Day care services, $55.62 per day
Y3725 L.evel | Fuli Day 55102 adult, per diem minimum § hours
Adult day Health Day care services, $33.37 per day
Y3726 Level | Partial Day $5101 adult, per half day minimum 3 hours
Physical therapy in the $44.15 per visit
home, per diem;
services delivered under
an outpatient physical
yazag | AdultDay Health; 39131 therapy plan of care P
—— Physical Therapy
Adult Day Health; Speech therapy, in the $44.15 per visit
Y3750 Speech Therapy 59128 home, per diem; GN
services delivered under
Service Options Using Resources In Community Environments DD-1




APPENDIXDD

SOURCE National Codes and Rates

an outpatient speech
therapy plan of care

Adult Day Health;
Occupational Therapy

89129

Occupational therapy, in
the home, per diem;
services delivered under
an outpatient
occupational therapy
plan

GO

$44.15 per visit

Adult Day Health
Level Il Full Day

55102

Day care Services,
adult, per diem:
intermediate fevel of
care

TF

$69.53 per day

Adult Day Health
Level Il Partial Day

S5101

Day care services,
adult, per half day;
intermediate level of
care

TF

$41.73 per day

Alternative Living
Services - Group
Model

T1020

Personal care services,
per diem, not for an
inpatient or resident of a
hospital, nursing facility,
ICF/MR or IMD, part of
the individualized plan
of treatment (code may
not be used fo identify
services provided by
home health aide or
certified nurse
assistant); Group
Setting

HQ

$50.00 per day

Y3625

Alternative Living
Services — Family
Model

T1020

Personal care services,
per diem, not for an
inpatient or resident of a
hospital, nursing facility,
ICFIMR, or IMD, part of
the individualized plan
of treatment {code may
not be used fo identify
services provided by
home health aide or
certified nurse
assistant);
Individualized service

TT

$50.00 per day
(payment to the
individual model home
must be no less than
$15.25 per day)

Service Options Using Resources In Community Environments
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APPENDIXDD

SOURCE National Codes and Rates

provided to more than
patient in same setting

Unskilled respite care,

$42.57 per night

Y3600 Out of Home Respite 35151 pot hospi.ce, per diem; TF minimum 12 hours
(12 hours) intermediate level of
care
Unskilled respite care, $3.00 per unit, 32 units
V3715 Out of Home Respite $5150 ngt hospice, per 15 (8 .hour‘s).maximum, 12
(hourly) minutes units minimum (3
hours)
Personal care services, $10.14 per 30 minutes
per 30 minutes, not for units. 30 minutes
an inpatient or resident equal 1 unit. (not to
T of a hospital, nursing exceed 5 units or 2.5
facility, [ICF/IMR, or IMD, hours per visit)
part of the individualized
plan of treatment (code
yagap | [ersonal Support T1021 may not be used 1o U-1
Service identify services
provided by home
health aide or certified
nurse assistant)
Personal care services. $9.02 per 30 minutes
Per 30 minutes, not for an equal 1 unit. {Not to
inpatient or resident of a exceed 48units a day)
hospital, nursing facility,
Extended Personal ICF/MR or IMD, part of the Not to exceed 720
Y3840 Support T1021 individualized plan of ¥ units/ Month (360
E— treatment {code may not hours/15 days)
be used to identify
services provided by home
health aide or certified
Service Options Using Resources In Community Environments DD-3
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SOURCE Natfional Codes and Rates

nurse assistant)
intermediate level of care

Emergency response $36.69 per month
Emergency Response system; service fee, per
Y3829 Monitoring (Monthly) 55161 month {excludes
installation and testing)
Emergency response $9.17 per week
Emergency Response system, waiver services;
Y3824 Monitoring {Weekly) 12025 not otherwise specified us
(NOS)
Emergency response Up to $110.10 one
Y3825 Emergency Response S5160 system; installation and installment
Installment .
testing
52 Home Delivered S5170 Home Delivered Meals $6.Tf4 per meal
Meals maximum 21 per week
. . Nursing care, in the $65.00 per visit/ only
Y3850 Sk”k?d Nursing T1030 home by a registered one visit per day
Services RN X .
nurse per diem maximum
_ . Nursing care in home, $50.00 per visit
yogst | Skilled Nursing 71031 by licensed practical
Services LPN nurse per diem
SOURCE CM fee T2022 SE $192.27 per month

Service Options Using Resources In Community Environments
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Case management Provider Main Offices

Ace Care Management

Contact Person: Ruchelle Thomas, ruchelle.thomas@acecaremgmt.com
Ph: 844-937-4223, Fax; 844-937-4223 ((follow prompts)

50 Hurt Plaza SE

Atlanta, Georgia 30303

Counties: Cherokee, Clayton, Cobb, Dekalb, Douglas, Fayette, Forsyth, Fulton, Gwinnett, Henry, Newton,
Paulding, Rockdale, Spalding, and Walton

Albany ARC

Contact Person: Shon Houston, Asst. Program Director, BHS, MS

(229) 883-2334; Fax: (229) 883-2710

2200 Stuart Ave., Albany, Georgia 31707

Counties: Baker, Calhoun, Clay, Colquitt, Decatur, Dougherty, Early, Grady, Lee, Miller, Mitchell, Seminole,
Terrell, Thomas, Worth

Columbus Regional Healthcare System

Contact Person: Jenny Dowdy, RN

(706) 571-19486; Fax: (706) 660-6279

1900 10% Avenue, Columbus GA, 31901

Counties: Chattahoochee, Harris, Marion, Muscogee, Talbot, Stewart, Meriwether, Upson, Pike, Taylor,
Troup

Crisp Care Management

Contact Person: Jimmie Smith, Program Manager

229 276-2126 Fax: 229-271-4669

910 North 5% Street, Cordele, GA 31015

Counties: Crisp, Dooly, Macon, Pulaski, Sumter, Wilcox

Corners of Care SOURCE

Contact Person: Juanita Benjamin, Owner/Administrator
803-226-0236 or 1-800-811-7534

Fax: 803-226-0335 or 1-888-316-9859

37 Varden Dr., Suite F

Aiken, South Carolina

29803

P. O. Box 5569

Augusta, Georgia 30906

County: Burke, Columbia, Richmond
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Case management Provider Main Offices

Crossroads Community SOURCE

Contact person: Todd Sichelstiel (tsichelstiel@cc-source.net)
Office; 478-224-8677

Fax: 478-988-0093
1203 Ball Street, Perry, Georgia 32069

Counties: Bibb, Bleckley, Crawford, Crisp, Dodge, Dooly, Houston, Jones, Laurens, Macon, Monroe, Peach,
Pulaski, Sumter, Taylor, Telfair, Twiggs, Wilcox, Wilkinson

Diversified Resources Inc.

Contact Person; Owner/Administrators: Pat Albritton or Kathy Yarbrough 812- 285-3089 or 1-800-283-0041
Case Manager Supervisor: Donna Robinson, RN, BEN

Fax: 912 285-0367

147 Knight Avenue Circle

P. 0. Box 1099 (31502)

Waycross, Georgia 31503

Counties: Atkinson, Brantley, Camden, Charlton, Clinch, Coffee, Glynn, Liberty, Long, Mcintosh, Pierce and
Ware

Tifton Office

Contact Person: Cindy Foreman, RN, CM Supervisor

229- 386-9296 or 800-575-7004

1411 US Highway 41 North

P.O. Box 7614

Tifton, Georgia 31793

Counties: Ben Hill, Colquitt, lrwin, Tift, Turner, Wilcox and Worth

Valdosta Office

Contact Person; Caroline McGovern, RN CM Supervisor

229-253-9995 or 800-706-9674

2700C N. Oak Street

Valdosta, Ga. 31602

Counties: Berrien, Brooks, Cook, Echols, Lanier, Lowndes and Thomas

Camilla Office

Contract Person: Caroline McGovern, RN CM Supervisor
229-522-3161 or 888-597-3511
Fax: 229-522-3161

Counties: Baker, Calhoun, Decatur, Dougherty, Early, Grady, Lee, Miller, Mitchell, Seminocle, Terrell, and
Thomas

Faith Health Services of GA Inc.
Contact, Yelena LaPlace
770-416-1910
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Case management Provider Main Offices
Fax: 770-925-1448
5325 Qakbrook Pkwy, Norcross, GA, 30093
Counties: Fulton, Cobb, Clayton, Dekalb, Forsyth, Gwinnett, Rockdale

Legacy Link Inc

Contact: Amy Allen

Contact: Dianne Dodgins

770-538-2668; 770-538-2669

4080 Mundy Mill Road, Gakwood, GA 30566

Counties: Banks, Barrow, Cherokee, Clark, Dawson, Elbert, Forsyth, Frankiin, Gwinneit, Habersham, Hall,
Hart, Jackson, Lumpkin, Madison, Rabun, Stephens, Towns, Union, White

Rome Office

Contact;

678-252-3000; Link Fax: 706-622.2399
901 N. Broad Street, suite 200

Rome, Georgia 30161

Counties: Bartow, Catoosa, Chattooga, Dade, Fannin, Floyd, Gilmer, Gordon, Haralson, Murray, Paulding,
Pickens, Polk, Walker, and Whitfield

~

Next Step Care

Corporate Office

Christie Shaw, MHSA, Director of Operations
15 Merritt Street

F.0. Box 952

Hawkinsville, GA 31036

Ph: 478-621-2070

Referral

Intake

10 South Broad Street, P.O. Box 25 Butler, GA
31006 Lou Ann Moulton, Assistant Director of
Referral Intake Ph: 478-862-5886

Alt Number: 888-762-

2420

Fax: (478} 862-

9111

E-mail:

info@nextstepcare.org
Next Step Care Offices

Albany

Administrator: Gladys Bussey, LPN

Ph: 888-762-2420

Fax: 229-431-0525

507 N Jefferson St, Albany, GA 31701

Counties: Ben Hill, Crisp, Dooly, Dougherty, Irwin, Lee, Sumter, Terrell, Tumner, Wilcox, Worth Irwin
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Case management Provider Main Offices

Augusta

Administrator: Edwina

Wright

Ph: 888-762-2420

Fax: 706-737-0250

2100 Central Avenue Suite #5, Augusta 30804
Counties: Burke, Columbia, Richmond

Athens

Administrator; Steven Johnston,

BS Ph: 888-762-2420

Fax: 706-543-8293

405 Gaines School Rd., Athens, GA 30605

Counties: Banks, Barrow, Clark, Elbert, Franklin, Habersham, Hart, Jackson, Madison, Oconee,
Ogletharpe, Rabun, Stephens, Towns, White

Butler

Administrator: Claire Locke, MFS

Ph: 888-762-2420

Fax: 478-862-4844

12 South Broad Street, P.O. Box 89 Butler, GA 31006

Counties: Crawford, Macon, Marion, Peach, Pike, Schiey, Spaulding, Talbot, Taylor, Upson

Columbus

Administrator: Ronda Phillips

Ph: 888-762-2420

Fax: 706-257-1006

6531 Effingham Way, Suite K, Columbus, GA 31909

Counties: Chattahoochee, Clay, Harris, Muscogee, Quitman, Randolph, Stewart, Webster

Conyers

Administrator: Shanika Warren

Ph: 888-762-2420

Fax: 770- 388 - 7539

1506 Kiendike Road, Conyers, Ga. 30094

Counties: Rockdale, Walton, Newton, Henry, Dekalb

Duluth

Administrator: Steven Johnston, BS

Ph: 888-762-2420

Fax: 770-717-2692

2825 Breckenridge Blvd., Suite 130, Duluth, GA 30096

Counties: Gwinnett, Fannin, Gilmer, Pickens, Cherokee, Union, Lumpkin, Dawson, Forsyth, Hall

Eatonton

Administrator: Edwina Wright
Ph: 888-762-2420

Fax: 706-485-4159
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Case management Provider Main Offices

951 Harmony Rd, Suite 104, Eatonton, GA 31024
Counties: Baldwin, Greene, Hancock, Jasper, Lincoln, McDuffie, Morgan, Putnam, Taliaferro,
Warren, Wilkes

Macon

Administrator: Claire Locke, MFS

Ph: 888-762-2420

Fax: 478-621-7538

2000 A Northside Crossing Macon, GA 31210
Counties: Bleckley, Bibb, Jones, Monroe,
Dodge, Butts, Lamar, Pulaski, Houston,
Twiggs, Butts, Lamar

Metter

Administrator: Melinda Howell, LPN

Ph: 888-762-2420

Fax: 912-685-7640

58 SE Broad Street, P.O. Box 631 Metter, GA 30439

Counties: Bulloch, Candler, Emanuel, Evans, Jeff Davis, Jenkins, Montgomery, Screven, Tattnall,
Telfair, Toombs, Treutlen, Wheeler, Appling, Atkinson, Bacon, Brantley, Bryan, Camden,
Charlton, Chatham, Clinch, Coffee, Effingham, Glynn, Liberty, Long, Mclntosh, Pierce, Ware,
Wayne

Rome

Administrator: Michael Barton, BS

Ph: 888-762-2420

Fax: 706-378-1330

413 Shorter Ave., Suite 111, Rome, GA 30165

Counties: Bartow, Catoosa, Chattooga, Cobb, Dade, Floyd, Gordon, Haralson, Murray, Paulding,
Polk, Walker, Whitfield

Thomasville

Administrator: Shonnell Rogers

Ph: 888-762-2420

Fax: 229-227- 6156

14004 Hwy. 19 S. Suite 101, Thomasville, GA 31757

Counties: Baker, Brooks, Calhoun, Colquitt, Decatur, Dougherty, Early, Grady, Miller, Mitchell,
Seminole, Thomas, Tift, Berrien, Cook, Lanier, Lowndes, Echols

Tyrone

Administrator: Brenda Nelson, RN, BSHA

Ph: 888-762-2420

Fax: 770-742-0913

602 Dogwood Trail, Suite A, Tyrone, GA 30290

Counties: Carroll, Coweta, Douglas, Fayette, Heard, Meriwether, Troup, Fulton, Clayton
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Case management Provider Main Offices
Wrightsville

Administrator: Olivia Humphrey

Ph: 888-762-2420

Fax: 478- 864-9423

8647 Marcus Street, Wrightsville, GA 31096

Counties: Glascock, jefferson, Johnson, Laurens, Washington, Wilkinson

St. Joseph's/Candler Health System

Savannah Office

Contact Person: Terri Davis or Jackie Immel

912-819-1520 or 866-218-2259

Fax 912-819-1548

1900 Abercorn Street, Savannah, GA 31401

Counties: Bryan, Bulloch, Candler, Chatham, Effingham, Liberty, McIntosh

Baxley Office
Contact Person: Jilda Brown

866-835-0709 or 912-367-6108

Fax 912-367-0392

68 North Oak St. Suite E Street, Baxley, GA 31513

Counties: Appling, Bacon, Evans, Jeff Davis, Long, Montgomery, Tattnall, Toombs, Wayne

Visiting Nurse Source

Contact; Edie Kilpatrick

5775 Glenridge Drive, NE Suite E375 Atlanta,

GA 30328

Ph: 404-581-4782; Fax: 404-527-0606

Counties: Barrow, Bartow, Butts, Chattooga, Cherokee, Clayton, Cobb, Coweta, DeKalb,
Douglas, Fayette, Floyd, Forsyth, Fulton, Gordon, Gwinnett, Hall,, Haralson, Henry, Jasper, Newton, Paulding,
Pickens, Polk, Rockdale, Spalding, Walton

Trinity Case Management Source

Contact Person: Administrator: Sonja Lockett, BS
(706) 507-5510 or (706) 507-5517
Fax: {706) 507-5550
5510 Veterans Parkway Suite 103
Columbus, Ga. 31904
Counties: Chattahoochee, Clay, Harris, Muscogee, Meriwether, Marion, Quitman, Randolph, Stewart,
Talbot, and Webster

PruittHealth Home First

Regional Directors

Jane Addison — North Peach
800-632-2101

6050 Appalachian Highway
Blue Ridge, Georgia 30513
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Case management Provider Main Offices
igaddison@pruitthealth.com

Charles Teasley ~ South Peach
770- 925-1143

1626 Jergens Court.

Norcross, GA 30093
chteasley@pruitthealth.com

Albany Home First

Contact Person: Alicia Cheatham, Acheatham@gpruitthealth.com

Ph: 229-878-0128, Fax; 229-878-1093

202 North Westover Blvd.

Albany, Georgia 31707

Ben Hill, Bleckley, Chattahocchee, Clay, Crips, Dodge, Dooly, Daugherty, Irwin, Lee, Macon, Marion,
Muscogee, Pulaski, Quitman, Randolph, Schley, Stewart, Sumter, Telfair, Tift, Turner, Webster, Wilcox,
Worth

Athens Home First

Contact Person: Teresa Lucas. tucas@pruitthealth.com

706-549-3315, Fax; 706-543-3841

1751 Meriweather Drive

Watkinsville, Georgia 30677

Counties: Banks, Barrow, Clarke, Elbert, Franklin, Greene, Habersham, Hart, Jackscn, Madison,
Morgan, Cconee, Oglethorpe, Stephens, Walton

Atlanta Home First

Contact Person: Charles Teasley, chteasley@pruitthealth.com

770-925-1143 Fax: 678 533-6488

1626 Jeurgens Court

Norcross GA 30093

Counties: Carroll, Clayton, Cobb, Coweta, DeKalb, Douglas, Fayette, Forsyth, Fulton, Gwinnett, Hall,
Haralson, Heard, Henry, Newton, Paulding, Polk, Rockdale, Troup

Augusta Home First

Contact Person: Brenda Braddock, bbraddock@pruihealth.com

706-651-1535, Fax: 706 863-8401

1220 Augusta West Parkway

Augusta, Georgia 30909

Counties: Burke, Columbia, Emanual, Glascock, Hancock, Jefferson, Jenkins, Lincoln, McDuffie,
Richmond, Screven, Taliaferro, Warren, Washington, Wilkes

Blue Ridge Home First

Contact Person: Jane Addison, RN jgaddisen@pruitthealth.com

708-258-5300, Fax 706-632-0028

6050 Appalachian Hwy

Blue Ridge, GA 30513

Counties: Bartow, Catoosa, Cherokee, Chattooga, Dade, Dawson, Fannin, Floyd, Gilmer, Gordon,
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Case management Provider Main Offices
Lumpkin, Murray, Pickens, Rabun, Towns, Union, Walker, White, Whitfield

Macon Home First

Contact Person: Mildred O'Neal moneal@pruitthealth.com

478-474-0979 Fax: 478-474-2068

6060 Lakeside Commons Drive

Macon, GA 31210

Counties: Baldwin, Bibb, Butts, Crawford, Harris, Houston, Jasper, Johnson, Jones, Lamar,
Laurens, Meriweather, Monroe, Montgomery, Peach, Pike, Putnam, Spaulding, Talbot, Taylor,
Treutlen, Twiggs, Upson, Wheeler, Wilkinson

Savannah Home First

Contact Person: Mary Cuff, meuffi@pruitthealth.com

Ph: 912-925-9181, Fax: 912-925-034

9100 White Bluff Road, Ste. 303

Savannah, Georgia 31406

Counties: Appling, Bacon, Brantley, Bryan, Bulloch, Camden, Candler, Charlefon, Chatham,

Effingham, Evans, Glynn, Liberty, Long, Mclntosh, Pierce, Tattnall, Toombs Wayne

Valdosta Home First

Contact Person: Trina Still tstill@pruitthealth.com

229-241-8750 Fax: 229-241-8940

312 Canna Drive

Valdosta, Georgia 31602

Counties; Atkinson, Berrien, Brooks, Clinch, Coffee, Colquitt, Cook, Echols, Jeif Davis, Lanier, Lowndes,
Thomas, Ware

On My Watch

Contact Person: Lisa Peden
800-689-5123, Fax: 7063540837
1711 Prince Ave

Athens, Georgia 30606

Counties: Barrow, Clarke, Elbert, Greene, Jackson, Jasper, Madison, Morgan, Newion, Oconee,
Oglethorpe, Walton
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APPENDIXFF
Enhanced Primary Care Case Management Application

Application For Enhanced Primary Care Case Management Applicants

l. Applicant Basic Information

1. Name of Company:
Street Address:

Mailing Address:

Telephone Number Fax Number:
2. Type of Organization (please check):
Public

Private Non-Profit

Private for Profit
Other (please specify )
3. Date the organization was established: (Only Established Companies will be

considered)

4. Location of proposed SOURCE program if different than above.

Street Address:

Mailing Address:
Telephone Number: Fax Number:

5. Contact Person for this application.

Name:
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APPENDIX FF
Enhanced Primary Care Case Management Application

Title

Telephone Number: Fax Number:

ll. General Directions:

A To ensure that applications are given appropriate consideration, responses to the
SOURCE Provider Enrollment Application must be typed or computer-generated, concise
and relate to the Policies and Procedures of SOURCE. Attachments should clearly identify
which specific question is being addressed. Failure to submit a clear, well organized,
complete application may delay enroliment and the application will be returned to the
applicant.

[Il.Company Background Information:

Business Experience — All applicant's companies must have experience in case
management and disease management for a minimum of twenty-four months prior to
making application for enroliment in SOURCE., Example ICWP Case management
Agency.

All applicants must have business management experience, managing 5 or more
employees, in the health care field, for a minimum of twelve (12) consecutive months prior
io making application for enrollment in SOURCE.

Applicants must give assurance of conflict free case management. Details will be provided
by DCH. Email to Lstewart@dch.ga.gov

In order to be a SOURCE Case Management Agency, please document the following:

1.A minimum of two years of experience providing case management and
disease management services and oversight
A)Briefly summarize your company's experience with case management, home and
community based services, and disease management programs. More in-depth
questions will be asked below. Include types of services provided, fund sources for the
services, and the dates during which the services were provided.
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APPENDIX FF
Enhanced Primary Care Case Management Application

Next, please give a comprehensive documentation of;

aa. CASE MANAGEMENT EXPERIENCE:

NOTE: Please read description of Case Management Components located in
section 806 of the SOURCE manual. Applicant must have at least 2 years of
experience in providing case management services and oversite. Please describe
your experfence as it refates to the following key elements:

Assessment and Reassessment

Development and periodic revision of specific care plan
Referral and related activities

Monitoring and Follow-up activities

Working with other service agencies

Financial responsibilities

bb. DISEASE MANAGEMENT EXPERIENCE:

NOTE: Please read description of Disease Management Monitoring located in
section 1310 of the SOURCE manual. Applicant must have at least 2 years of
experience in providing Disease Management monitoring and oversight. Applicant
should describe the following:

. Disease management stratification and intervention process
. Tracking mechanism associated with the stratification process.
. How improvement or decline is tracked and followed

Provide names, addresses, and telephone numbers of three references who
are familiar with your professional experience.

2} Document your company's 12 months backaround of business experience and
oversight of 5 or more employees in the health care field.

Include what the business does, employees managed, type of services provided, financial
obligations, and date the business opened.
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APPENDIX FF
Enhanced Primary Care Case Management Application

3) The ability to meet the State's electronic data reporting requirements

Document the ability to file electronically and submit data electronically.

V. I‘Etwork Development:
Proposed Service Area

List the counties you are proposing fo serve in the table below. Your network coverage
must be appropriate for the demographics of each county. For example, Medicaid
Transit has a set one-way mileage limit, so it would not be appropriate to expect a
large county like Gwinnett to have only one service provider. Choice for the member
must also be considered.

Primary Care Providers:

List your Primary Care Providers by Name and office. There must be at least two
Primary Care Provider agreeing to work in each rural county that is proposed- situated
to assure choice and access; An appropriate network (to assure choice and access for
members) of Primary Care Provider is needed in urban areas, consider logistics in
your choice.

List all Primary Care Providers proposed tc be enrolled in the program. Indicate which
counties each will serve in table below.

1. List the proposed days and counties the physicians will be responsible for covering
in a table format. Include the physical address (es) the provider will use to service
the clients in each county.

2. Provide written confirmation from each physician attesting that s/he will act in this
capacity* and for the specified day and counties if the program is approved. *Use
detailed information from sections 802 and 1302 so that duties and responsibilities
are clearly documented. Confirm with Physician that PCP for member will meet on
specified day/ time with Case Manager bi-annually. Detail how SOURCE Case
Managers can assist in meeting health care goals.

Acute Care Provider

List all hospitals that will provide acute care services for members enrolled with the
program. The must be at least one hospital that will serve each county in the
proposed service area.

1. Please list the name of County matched to the Hospital(s) in a table format below.
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APPENDIXFF
Enhanced Primary Care Case Management Application

2. You must provide written confirmation from each hospital attesting that it will act to
coordinate care with your agency and members and for the counties specified if
the program is approved. See Section 1403 in this manual for language to include
in the attestation.

i, From this discussion with the Acute Care provider, describe how the
program will work with Acute Care Providers admission and/or discharge
departments and

il. How will the company track emergency room visits and hospitalizations

County Physician Address Days for client Acute
appointments Care
Hospital
with
Confract
\'A Program Structure

a. Attach organizational chart(s) for the organization and the program (if
different). Al positions related to the SOURCE program must be included (e.g.,
program manager, case management supervisor, case managers, registered
nurse, etc.). The lines of authority must be clear.

b. Attach job descriptions for all positions related to the program and resumes, if
available.

¢. Document the number of people in each position you will hire per member.

d. Provide a written agreement with the person who will serve as the Medical Director
of the program. Describe how the person will provide the clinical oversight
required for the program. The Medical Director's resume must be included with
those attached in response to item #2 above.
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Enhanced Primary Care Case Management Application

VI, Hours of Operation

Provide the normal operating hours and days for the SOURCE office. Describe how a
24-hour a day/seven days per week/365 days per year on-call system will be
maintained. Desciibe how timeliness to calls and response to problems is
documented and reviewed. Assigned personnel for this task must be appropriate for
the health fragile clientele population served.

VIl Service Provider Network Development

A. Home and Community Based Services (HCBS) Providers

1. As of July 1%, 2013, SOURCE opened enroliment to all current CCSP HCBS providers in
goed standing. Compliance with increased performance expectations is expected for all
SOURCE providers to achieve optimal health states for SOURCE members.

Document how a multitude of providers will be used in a rotation pattern for your
agency.

Document how conflict of interest could oceur and will be aveided with the Service
Provider Community.

VIl.  Forms/Documentation

Forms that must be used are referenced in the SOURCE Manual. Attach copies of all
other forms that will be used by the program for each of the functions listed below and
any other forms that will be used that are not listed in the manwual. Do not send copies
of the SOURCE manual mandatory forms.

Screening
Assessment

Program Admission

Developing and Implementing EPCCM Carepaths
Robust Disease Management tools

Referrals for all Medicaid reimbursed HCBS

PCP Contacts

Provider Contacts, monitoring
Case Manager Hire and Training

Case Manager Supervisor Hire and Training
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APPENDIXFF

Enhanced Primary Care Case Management Application
RN/ LPN Hire and Training

Robust Community Resources for Discharged members

Community Resource list for non-Medicaid reimbursed services

IX. Policies and Procedures

Provide copies of site-specific policies and procedures for screening, assessment,
admissions, Carepath development and implementation, referral for HCBS services,
member contacts (scheduled and PRN), provider contacts (scheduled and PRN}),
disease management, HIPAA compliance, appeals, and measures to meet unfunded
member needs.

Please Note: The policies and procedures must be agency specific. Do not submit
copies of the policies in the SOURCE manual.

X. Provider and Service Oversight

Describe how the program will provide oversight to assure that members are receiving
the services ordered and that Carepath goals are being monitored on a regular basis.

Describe how the program will correct and monitor deficiencies in services and
variances in Carepath goals.

Provide all forms that will be used to organize and complete this task.
Xl Billing

Describe who will be responsible for billing Medicaid for the case management fee and
the process for oversight of billing. Give assurance that billing provider has read and
will keep current with PART | POLICIES AND PROCEDURES FOR
MEDICAID/PEACHCARE FORKIDS
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APPENDIXFF
Enhanced Primary Care Case Management Application

Xl Quality Assurance

Describe in writing how quality assurance and performance will be monitored and
measured, Description of QA process should include but not limited to: monitoring
roles and responsibilities of case managers; HCBS providers; and Primary Care
Providers. Describe how poor quality or performance will be handled and
documented, including provider termination and member notification and
reassignment. Describe how member satisfaction surveys will be carried out. Provide
copies of tools that will be used in this process.

Signature and Title Date Submitted

Mail completed application and a copy of the completed Provider Enroliment Application located on
the Hewlett Packard website{ mmis.georgia.gov } to:

Department of Community Health

2 Peachtree Street NW

37t floor, ¢fo SOURCE Program Specialist
Atlanta, GA 30017
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APPENDIX GG
EPCCM Expansion Application

The name and telephone number for the contact person for the application.

-The full address of the new office and telephone number for the new office, if available.
-Days and hours of operation for the new office

-Specification of the counties to be served by the new office.

-Demographics that support unmet need for SOURCE services in the area to be served.

-Documentation that the applicant has a written agreement with a physician to be the Medical Director for
the new office. Include Medical Director Resume

-Documentation that the applicant has written agreements with Primary Care Providers sufficient to cover
potential member enrollment throughout the geographic area to be served by the office. Provide the names
of all physicians, a copy of their written agreements, and a delineation of counties to be served by each
physician.

-Documentation that the applicant has a written agreement with a physician to serve as the medical director
for the new office,

-Documentation that the applicant has written agreements with HCBS providers sufficient to cover potential
member enroliment throughout the geographic area to be served by the office. There must be a written
agreement for at least one provider for each SOURCE service.

-Documentation that the applicant has written agreements with acute care providers sufficient to cover the
entire geographic area to be served by the office. Provide the names of all acute care facilities, a copy of
their written agreements, and a delineation of counties to be served by each facility.

-A staffing plan, including an organization chart for the new office that documents adequate staffing to meet
the requirements for the case manager and case management functions.

-Written job descriptions for all positions in the new office.

-An organization chart delineating the relationship of the new office to the approved SOURCE site that
documents adequate oversight by the SOURCE site for the new office.

-Documentation of an after-hours on-call system for contacting case managers and Primary Care Providers,
including a toll-free 24-hour phone number.

-Copies of site-specific policies and procedures for screening, assessment, admissions, Carepath
development and implementation, referral for HCBS services, member contacts {scheduled and PRN),
provider contacts (scheduled and PRN), disease management, HIPAA compliance, appeals, and measures
to meet unfunded member needs.
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EPCCM Expansion Application

Please Note: The policies and procedures must be site specific. Do not submit copies of the policies in the
SOURCE manual. If the site has previously submitted all of the above policies and none has changed since
the last submission, the site may state that and simply refer to its initial submission.

NOTE: There will be an audit requirement for any Case Management agency that requests an expansion of
their service area, A negative audit can result in a denial of the expansion and a ban on new admissions
applied as corrective action until the agency regains compliance. Providers seeking expansion are required to
be in compliance with all applicable laws, rules, regulations, policies and procedures of all services the provider
is currently enrolled to provide. DCH will not process an expansion request for a provider against whom there
are unresolved complaints/deficiencies cited by Utilization Review/ Program Integrity or other licensing or
regulatory agencies
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APPENDIX HH

PROVIDER COMPLAINT LOG

Suspension of Referrals as Corrective Action

1The CM agency may ask for referrals to be suspended when appropriate documentation supports
this action. DCH will review the documentation sent and send the suspension letter to the provider.

A. Reasons for Suspending Referrals

A provider may have referrals suspended for reasons including, but not limited to:

Provider fails to accept referrals

Provider fails to provide services as required by the comprehensive care plan

Provider refuses to accept member because one or more of other needed services are
brokered to another provider

Provider overcharges members for services

Provider fails to refund fees

Provider has a documented history of confirmed numerous complaints related to member
carefissues

Provider agency has allegations of member abuse, neglect, exploitation, and/or fraud
Provider fails to attend 2 or more meetings in a year.

B. Definition of Suspension of Member Referrals

When a provider agency is suspended by DCH from referrals, Case Management agencies will not
broker any SOURCE members to the provider agency and will not refer new SOURCE referrals to the
provider agency for a specific period of time. The provider agency may continue providing services to
SOURCE members currently brokered to the agency.

C. Procedure for Suspension of referrals

The Department of Community Health will notify the provider in writing that the provider agency has
been suspended from the active provider list and that all referrals have been suspended and the
reason(s) for the corrective action. The written notice will include the effective date of the removal
from the rotation fist/suspension of referrals, the duration of the corrective action, and the appeal
process should the provider disagree with the corrective action imposed. DCH will work with the
provider an the written plan of corrective action.
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The duration of the suspension of referrals wift be imposed for a specific period of time. For the first
offense, a minimum of three (3) months will be imposed; for subsequent offenses, a minimum of six (6)
months will be imposed.

Note: DCH may request a written plan of correction from the service provider. DCH may shorten or
lengthen the duration of the corrective action, depending upon the reason for the action.

D. Due Process (See also section 1409)

The provider shall have ten (10} days from the date of the written notice of removal from suspension
of referrals to submit a written request for an Administrative Review. All requests for reviews must be
submitted to

2 Peachtree Street NW
37t floor SOURCE:;

Atianta, GA 30303
this address should be specified in the corrective action notice to the provider

SOURCE Case Management Agencies will utilize the Complaint Log in this section to document all
complaints from members/representatives.

1. Fill out the form for each provider for which a complaint is received. This form is not time limited
and should remain going. Do not fill out a complaint form until a complaint is received.

2. Review the complaint log with the providers at each Provider Conference to ensure conversation
around problems reparted.

3. Notify DCH immediately of any complaints of abuse, neglect, or exploitation. Notify DCH of
numerous complaints that have not been corrected by the provider. DCH will review and take action
needed for providers needing corrective action.
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Abuse, Neglect, Exploration

Missed visits

Task not performed/not adequate

Aide Late

Aide not staying time ordered

HCBS Provider:

APPENDIX HH
Case Management Complaint Log For SOURCE

Complaint Log Categories:

No RN Supervision

Lack of Communication from Provider

Provider fails to provide services as ordered on Care PLan
Provider overcharges for services
Provider fails to refund fees

Other: Specify

Date

Nature of Complaint

Client

Caller

CM

CM Intervention/Comments

DCH Intervention

Cuicome/date

Supervisor Signature
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APPENDIX JJ
Case Management Agency Monthly Report

1.Agency Name: 2.Report Month:

3.Submitted by: 4. Today's Date/ Year:

Provide member counts for the report month as follows:

5. Previous Month Total Members:

6. Members Admitted during report month:
7. Members Discharged during report month:
8. Current Active Members:

8a. Unduplicated Members with yearly “Flu Shot”
8b Total members who received “flu shot” (add 8a + any members from previous
months as applicable.
9. Unduplicated total
10. Reason(s) Discharged (include number for each)-

Nursing Facility:
Deceased:

Moved out of Service Area:
Hospice:

Member Choice:
Non-Compliance:

Lost SSI/Related Eligibility:
Lost Level Of Care

Other (specify):

Wait List Data:

11. Total Number on the Wait List:
12. Wait List Report by DON-R Score:

DON-R Score # Members on WL DON-R Score # Members on WL

Programmalic report is due fo: Department of Communily Health, Division of Medicaid, SOURCE Program Specialist no later than
the 15* of the month folfowing the report month. EPCMM agencies with muitiple locations will complete one programmatic report.

JJ1
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Instructions for SOURCE monthly report:

The purpose of the report is to keep track of how many active members your SOURCE site
currently serves {(members locked into your site), how many unduplicated members the Site has
served to date, track the reason why members discharge from the program, and track the number
of members in process to receive service.

Instructions:
1. Agency Name

Insert the SOURCE case agency name here.
2. Report month,

The month the data gathered and submitted for the report. Member information gathered in April
would equal an April Report Month.

3. Submitted by
Who is responsible for this data or who compiled the report.
4. Today’s Date and Year
The date the report is submitted.
5. Previous month total
Represents the current number of members active on the previous month report.
6. Members Admitted during report month

Number of new members who became locked into your site during the month. { This includes
anyone locked in during the repori month who were retro locked back to a previous month.}

7. Members Discharged during report month
If you sent in a discharge and DCH closed the span.
8. Current Active Members

Active members equal #5 + #6 - #7. (Number of members locked into your site as of the last day
of the report month)

8a. Members unduplicated who received 2014-2015 influenza vaccine the month of the report

8b. All members who received infiuenza vaccine for this season. Season starts July of the calendar
year to June 30t of next calendar vear.

JJ2
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9. Unduplicated total equals #5 (previous month total} + #6 (members admitted during report
month)

10. Reason(s) Discharged (include number for each

Self explanatory. Numbers must equal number discharged.

Wait List Data {WL)
11. Total Number on Wait List:

Anyone screened during the report month and any members pending lock in from previous
months. If score is less than 15, there is no need to put on the waiting list.

12. Wait List Report by DON-R Score
The agency may devise a span of scores to group member data on this list or report by individual
score.

JJ3
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APPENDIX KK
DETERMINATION OF NEED- REVISED {DON-R)

Date: Member Name
Important Diagnosis:
Caregiver {CG) name:
Column A Column B Comments:
Function Level of Impairment Unmet Need for | If scores 1-3 explain why client needs assistance ie
Care bad leg, weak arm, dementia etc
1. Eating
2. Bathing
3. Grooming
4, Dressing

5. Transferring

6. Continence

Service Options Using Resources In Community Environments

Column A Functional Impairment

Score 0 - Perfesms or can perform all essential components of
the activity, with or without an assistive device, such that:

. No significant impairment of function remains; » Activity is
not required by the client « Client may benefit from but dogs not
require verbal or physical assistance.

Scote 1 - Performs or can perfomn most essential components of
the activity with or without an assistive device, but some
impairment of function remains such that client recuires some
verbal or physical assistance in some or &l compenents of the
activity,

This includes clients who: e Experience minor, infermittent
fatigue in performing the activity; or » Take longer than would be
required for an unimpaired person; « Require some verhal
prompting to complete the task

Score 2 - Cannct perform most of the essential components of
the aclivity, even with an assistive device, and for requires a
great deal of verbal or physical assistance to accomplish the
activity. This includes clients who:
o Experience frequent fatigue or minor exertion in
perfoming the activily; » Take an excessive amount of
time o perform the activity; @ Must perform the activity
much more frequently than an unimpaired perscne
Require frequent verbal prompting to complete the
task.
3 - Cannot perform the activity and requires someone else to
perfomt the fask, although applicant may be able to assist in
smaf ways; or requires constant physical assistance.

Column B: Unmet Need for Care

Score 0 - The applicant’s need for assistance is met to the
exient that the applicant is at no risk to health or safety if
additional assistance is not acquired; or the applicant has no
need for assistance; or additional assistance will not benefit
the applicant.

Score 1 - The applicant’s need for assistance is met most of
{he time, or there is minimal risk 1o the health and safety of
the applicant if additional assistance is not acquired.

Score 2 - The applicant’s need for assistance is not met
most of the time, or there is moderate risk to the health and
safety of the applicant if additionad assistance is not acquired.

Score 3 - The applicant’s need for assistance is seldom or
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DETERMINATION OF NEED- REVISED (DON-R)

Member's Name:

Function

Colums

LGl

Column B

Unmet
Need

Comments:

If scores 1-3 give reason why client needs assistance i bad
leg, weak arm, dementia etc

7. Managing Money

8. Telephoning

9. Preparing Meals

10. Laundry

11. Housework

12. Quiside Home

13. Routine Heaith

14. Special Health

15, Being Alo ne

Total 1-6 (ADL)

Total 7-15 (IADL)

Total 1-15 (ADL+
IADL)

Service Opfions Using Resources In Community Environments July 1, 2017

Column A Functional Impairment

Score 0 - Performs or can perform all essential components of the
activity, with or without an assistive device, such that:

. Na significant impaiment of function remains; » Activity is not
required by the client » Client may benefit from but does not require
verbal or physical assistance.

Score 1 - Performs or can perform most essential companents of the
activity with or without an assistive device, but seme impaimment of
functicn remains such that client requires some verbal or physical
assistance in some or all components of the acfivily.

This includes clients who: & Experience minoe, infermittent fatigue in
performing the activity; or » Take langer than would be required for an
unimpaired perscn; e Require some verbal prompting to complete
the task

Score 2 - Cannot perform most of the essential compenents of the
activity, even with an assistive device, and for requires a great deaf of
verbal or physical assistance to accomplish the activity. This includes
clients who:
. Experience frequent fatigue or minor exertion in
performing the activity; e Take an excessive amount of time
to perferm the activity, e Must perform the activity much
maore frequently than an unimpaired persone  Require
frequent verbal prompting te complete the task.
3 - Gannot parform the activity and requires someone else to perform
the task, although applicant may be able fo assist in small ways; or
requires constant physical assistance.

Columin B: Unmet Need for Care

Score 0 - The applicant's need for assistance is met to the extent

that the applicaat is at no risk fo heatth or safely if additional
assistance is not acquired; or the applicant has no need for
assistance; or additional assistance will not benefit the applicant.

Score 1 - The applicant's need for assistance is met most of the
time, or there is minimat risk to the health and safety of the applicant
if additional assistance is not acquired.

Score 2 - The appficant's need for assistance is not met most of the
time, or there is moderate risk to the health and safety of the
applicant if addifional assistance is not acquired.

Score 3 - The applicant's need for assistance is seldom or never
met; or there is severe risk o the health and safely of the applicant
that would require acute medical intervention if additionat assistance
is not acquieed.
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APPENDIX KK
DETERMINATION CF NEED- REVISED (DON-R)

Tool to determine appropriateness for services based on the applicant's medical and financial status.

When Completed: The screening and intake is completed within three business days of receiving the
referral or inquiry.

Inform applicant of screening process before you begin.

Instructions for completion of the Determination Of Need-Revised (DON-R) Functional Assessment are
outlined below.

DETERMINATION OF NEED - REVISED FUNCTIONAL ASSESSMENT (DON-R}

The Determination of Need (DON) defines the factors which help determing a person'’s functional capacity
and any unmet need for assistance in dealing with these impairments. The DON-R allows for independent
assessment of both impairment in functioning on Basic Activities of Daily Living (BADL) and Instrumental
Activities of Daily Living (IADL) and the need for assistance io compensate for these impairments.

Assess hoth