PAGE  
                            Developmental Services - PCP and Service Plan QA Form
                                                                                                                                                   Revised March, 2011

	First Date Received from Plan Coordinator:  
	     
	

	Region:
	     
	Consumer:
	     
	Plan Date:
	     
	

	Case Manager:
	     
	CM Agency or DHHS Regional Office:
	     

	Planning Process Coordinator:
	     
	PPC Agency:
	     

	Guardianship type:  Full Public
	 FORMCHECKBOX 

	Limited Public
	 FORMCHECKBOX 

	Full Private
	 FORMCHECKBOX 

	Limited Private
	 FORMCHECKBOX 

	N/A
	 FORMCHECKBOX 


	Guardian Name(s):
	     

	Board appointed Correspondent Name, if applicable:
	     

	Planning Process Choice:  Person Centered Plan
	 FORMCHECKBOX 

	Service Plan
	 FORMCHECKBOX 

	


1. Current version of required forms included:


a. Face Sheet: 




Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 








b. Needs/Desires Sheet



Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  N/A   FORMCHECKBOX 


c. Team Recommendations (Section 21 or 29)
Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  N/A   FORMCHECKBOX 


d. Interim Plans for Unmet Needs

Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  N/A   FORMCHECKBOX 




e. Continuing Services Sheet


Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


f. Attendance Notification Sheet


Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

Comments:       
2.  The Plan Face Sheet documents that the Grievance Process Insert was sent to the consumer/guardian
      with the completed plan.




Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
                                                       
3.  The plan includes a description/narrative of the planning meeting.

Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

Comments:      
4. The plan documents that preplanning took place.

Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

Comments:       
5. The plan documents participation in the planning process by:

a) The person


Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

b) The guardian


Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  N/A   FORMCHECKBOX 

c)  Family member(s)

Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  N/A   FORMCHECKBOX 

d) The case manager

Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

e) The advocate 

Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

f ) The correspondent

Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  N/A   FORMCHECKBOX 

g) If no for any of the above, explanation is noted
Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

Comments:       
6. The plan documents that Reportable Events were reviewed and considered.
                                                                                                                                Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  No RE   FORMCHECKBOX 
 
Comments:       
7. The plan documents follow-up on IST recommendations if an IST was held in the last 12 months.
Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  N/A   FORMCHECKBOX 
  
Comments:       
8. The plan documents all Continuing Services including target dates and the name of the individual responsible. 
Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
 
Comments:       
9. The planning document reflects that Needs have been identified.

 Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  
10. Needs not addressed in Continuing Services are reflected in an action plan.
Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
                
      The action plan(s) contains the following information:

      a) Target date for each action plan (when)




Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

      b) Name of person responsible for each action plan (who)


Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

      c) How the need is to be achieved





Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

Comments:       
11. The planning document reflects that Desires have been identified.

 Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  
12. Desires not addressed in Continuing Services are reflected in an action plan.
Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
 

      The action plan(s) contain the following information:

      a)Target date for each action plan (when)




Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  

      b) Name of person responsible for each action plan (who)


Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

      c) How the desire is to be achieved





Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

Comments:       
13. The planning document identifies all Unmet Needs.



Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  N/A   FORMCHECKBOX 

      a) There is a written Interim Plan for each unmet need.


Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

Comments:       
14. The plan identifies the person responsible to monitor medical/dental services.
 Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
 

15. The plan indentifies the name of the person responsible for updating the critical information and for reporting changes to the case manager.





Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

16. The plan includes a description of Section 13, Case Management services to be provided. Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  
17. The plan includes a clear description of Section 21, Section 29 Waiver services to be provided. 
      










Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  N/A   FORMCHECKBOX 

Comments:       
18. The Team Recommendation Form for waiver services is included in the plan.  
Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  N/A   FORMCHECKBOX 

Comments:       
19. Person responsible for monitoring consumer/guardian satisfaction with the quality of the plan and services is 
      identified in the Plan.






Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

Comments:       
20.  Plan is signed by case manager





Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

21.  Plan or approval letter is signed by consumer/guardian


Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
 

	1st review by Case Manager:
	     
	Date
	     

	​​2nd review  per agency or DHHS Office protocol:
	     
	Date
	     

	Final Review by DHHS QA:
	     
	Date
	     


PCP Tracking Form 
	 FORMCHECKBOX 
 Revision   FORMCHECKBOX 
 Comment
          FORMCHECKBOX 
 Phone    FORMCHECKBOX 
 Mail    FORMCHECKBOX 
 Other

	Request By:  FORMCHECKBOX 
 CM 1st review      FORMCHECKBOX 
 2nd Review   
Request sent to:                        

	 FORMCHECKBOX 
 Planning Document    FORMCHECKBOX 
 Review Form Q #      

	

	Date of Request:                    
Reason:       

	 FORMCHECKBOX 
 Resolved     

     
Initials
     
Date



	

	 FORMCHECKBOX 
 Revision   FORMCHECKBOX 
 Comment
          FORMCHECKBOX 
 Phone    FORMCHECKBOX 
 Mail    FORMCHECKBOX 
 Other

	Request By:  FORMCHECKBOX 
 CM 1st review      FORMCHECKBOX 
 2nd Review   
Request sent to:                      

	 FORMCHECKBOX 
 Planning Document    FORMCHECKBOX 
 Review Form Q #      

	

	Date of Request:                       
Reason:       

	 FORMCHECKBOX 
 Resolved     

     
Initials
     
Date



	

	 FORMCHECKBOX 
 Revision   FORMCHECKBOX 
 Comment
          FORMCHECKBOX 
 Phone    FORMCHECKBOX 
 Mail    FORMCHECKBOX 
 Other

	Request By:  FORMCHECKBOX 
 CM 1st review      FORMCHECKBOX 
 2nd Review   
Request sent to:                        

	 FORMCHECKBOX 
 Planning Document    FORMCHECKBOX 
 Review Form Q #      

	

	Date of Request:                    
Reason:      

	 FORMCHECKBOX 
 Resolved     

     
Initials
     
Date
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1

