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POC Demographic and Billing Information
Waiver Type:
                            
Authorization Type:
If Modification, select:  
 Form Completion Date:
Level of Care Dates:
Start:
End:
 Person Centered Plan of Care Dates:
Start:
 End:

                           
                               
                               
                           
SIS Assessment Date:
HRST Assessment Date:
Participant Information
Name:  Last:
              First:  
Middle Init.
Medicaid ID#:    
          Social:
            Medicare ID:
 DOB:
Address Street:
City:  
State:
ZIP:
County:
       Phone:
Living Arrangement:
Relation:
Relation Type:
Primary Disability Diagnosis and Code (ICD Code):              
Additional DX Code:   
Additional DX Code:   
Additional DX Code:   
Primary Diagnosis Age of Onset:      
IQ Score:  
or
        Unspecified Intellectual  Disability:
Name:  Last:
              First:  
Middle Init.
Does the Guardian live in the same home as the Participant?
                          Relationship:
Legal Status:  
Address Street:
City:  
State:
ZIP:
County:
       Phone:
Agency Name:  
           Provider #:
Case Manager                Last Name:
         First Name:
Email:
       Phone:
              Fax:
Case Manager Supervisor       Last:
         First Name:
Email:
       Phone:
              Fax:
By signing and dating below, I certify that the information contained in this SCL POC document and any attached supplemental documentation is accurate and that I have made an informed choice when selecting the providers/employees to provide each service.
Signature
Case Manager:
Date:
Requested POC Year Unit Totals        
Requested POC Year Dollar Totals      
Community Guide
Consultative Clinical and Therapeutic
Person Centered Coach
Respite
Environmental Accessibility
Goods and Services
Natural Supports Training
Vehicle Adaptation
Case Management
Service and Code
Start Date
End Date
Provider Name
Provider  #
Frequency
Units
MOD
Community Guide Services (Traditional or PDS)
Service and Code  
Provider Name    
Provider #
  Start Date
End Date
Days
Frequency
Units
Hourly Wage
Unit Rate
Employee Name
Employee Relation
Total Units
MOD
                                                                               Total Units of  Community Guide requested: 
-Community Transition
Service and Code  
Start Date
End Date
Provider Name
Provider #
PA Sub-Total
List items included for these prior authorization dates.  For mod., to add new items, click Add Row and enter new Prior Auth dates and items.
Item Description
Units Needed
Cost Per Unit
Total per Line
MOD
Consultative Clinical and Therapeutic Services
Service and Code  
Provider Name      
Provider #
  Start Date
End Date
Days
Frequency
Units
Total Units
MOD
                                                                                               Total Consultative clinical and therapeutic units requested per POC period:  
Day Training/Supported Employment Services
Service and Code
Provider Name      
Provider #
  Start Date
End Date
Days
Frequency
Units
Employee Name
Relation
Estimated Units
Hourly Rate
Unit Rate
MOD for Service Request Line:
-Environmental Accessibility
Service and Code  
Start Date
End Date
Provider Name
Provider #
Cost
Business that will provide service:  
Phone Number:
Address (Street):
City:
State:
Zip:
                                                                                 Effective Dates of Quote:    Start Date :
                                         End Date:
 Below, detail out exact services being provided.         
MOD
Total of Environmental Accessibility requested this POC period:
-Goods and Services
                        
Service and Code  
Start Date
End Date
Provider Name  
Provider #
PA Sub-Total
List items included for these prior authorization dates.  For mod., to add new items, click Add Row and enter new Prior Auth dates and items.
Item Description
Units Needed
Cost Per Unit
Total per Line
MOD
Total Goods and Services requested per this POC period:
- Natural Support Training
Service and Code  
Start Date
End Date
Provider Name
Provider #
Cost
Type of Training:
Name and Title of Trainer:
Are other SCL participants attending this same training that also have a prior authorization to share in the cost of the training?   If selected, list names below.
List the Objectives of the Training:
MOD
Cumulative Natural Supports Training Requested:         
Person Centered Coach Services
Service and Code            

                                 
                                    Service and Code 
                                       
                                           
                                       
                                        
                                       
                                           
                                       
                                    
Provider Name
Provider #
  Start Date
End Date
Days
Frequency
Units
Total Units
MOD
                                                                                                                                               Total Units of Person Centered Coach requested:    
Residential Services
Service and Code
Start Date
End Date
Provider Name
Provider  #
Frequency
Units
MOD
Respite Services (Traditional or PDS)
Service and Code  
Provider Name      
Provider #
  Start Date
End Date
Days
Frequency  
Units
Total Units
Employee Name
Relation
Estimated Units
Hourly Rate  
Unit Rate  
MOD for Service Request Line:
                                                                                                         Total Units of  Respite requested:  
-Specialized Medical Equipment
                        
Service and Code  
Start Date
End Date
Provider Name
Provider #
PA Sub-Total
List items included for these prior authorization dates.  For mod., to add new items, click Add Row and enter new Prior Auth dates and items.
Item Description
Units Needed
Cost Per Unit
Total per Line
MOD
-Shared Living   
Service and Code  
Start Date
End Date
Provider Name  
Provider #
Monthly room and board cost:
Months Needed
  Cost per Month multiplied by # of Months Requested:
Caregiver's Name:
Relation:
Below, provide a specific breakdown of monthly room and board expenses.  
MOD
          
-Transportation Nonresidential   
Service and Code  
Start Date
End Date
Provider Name  
Provider #
Number of calendar months of transportation being requested:
Cost per Month:
Total Cost:
Below, specify instances where this service will be utilized.  Also specify the name of the Vendor/s and/or the Individual/s that will be providing this service.  For individuals, include their relation.
MOD
          
- Vehicle Adaptation
Service and Code  
Start Date
End Date
Provider Name
Provider #
Cost
Business that will provide service:  
Phone Number:
Address (Street):
City:
State:
Zip:
                                                                                 Effective Dates of Quote:    Start Date :
                                         End Date:
 Below, detail out exact services being provided.         
MOD
Total of Vehicle Adaptation requested this POC period:
Additional Traditional Services
Service and Code            

                                 
                                    Service and Code 
                                       
                                           
                                       
                                        
                                       
                                           
                                       
                                    
Provider Name
Provider #
  Start Date
End Date
Days
Frequency
Units
MOD
-Additional PDS Hourly Wage Services
Service and Code
Provider Name    
Provider #
  Start Date
End Date
Days
Frequency
Units
Employee Name
Relation
Estimated Units
Hourly Rate
Unit Rate
MOD for Service Request Line:
                    
Exceptional Supports -
Exceptional Supports - Traditional Services
Service and Code
Provider Name
Provider Number
  Start Date
End Date
Days
Frequency
Units
Unit Rate
 Cost Per Frequency  
Total
Total Units:
MOD
              
Exceptional Supports (Rate) - PDS
Service and Code
Provider Name
Provider Number
  Start Date  
End Date
Days
Frequency
Units
Unit Rate
Service Hourly Rate
Total Units
Total
Employee Name
Relation
Estimated Units
Hourly Rate
Unit Rate
MOD for Service Request Line:
Exceptional Supports (Units) - PDS
Service and Code
Provider Name
Provider Number
  Start Date
End Date
Days
Frequency
Units
Total Units
Employee Name
Relation
Estimated Units
Hourly Rate  
Unit Rate  
MOD for Service Request Line:
Modifications        
       Briefly state what is being modified in the Plan of Care that requires a change to a current Prior Authorization.                                
Modification Date:
SCL Initial Level of Care Form
Participant Information
Name:  Last:
              First:  
Middle Init.
Medicaid ID:
          Social:
            Medicare ID:
 DOB:
Address Street:
City:  
State:
ZIP:
County:
       Phone:
Primary Disability Diagnosis and Code (ICD Code):              
Additional DX Code:    
Additional DX Code:   
DX Axis II
Additional DX Code:   
DX Axis III
Primary Diagnosis Age of Onset:      
IQ Score:  
or
        Unspecified Intellectual  Disability:
Agency Name:  
           Provider #:
Case Manager                Last Name:
         First Name:
Email:
       Phone:
              Fax:
Case Manager Supervisor       Last:
         First Name:
Email:
       Phone:
              Fax:
Place a check by all documentation included:
Required:
Long Term Care Facilities and Home and Community Based Program Certification Form, MAP-350
Results of a physical examination that was conducted within the last twelve (12) months
Life story which is less than one (1) year old
MAP-24C documenting a participant's status change
Appropriate diagnostic tools such as impairment indices, psychological, adaptive behavior testing or school testing records
Copy of Allocation Letter
MAP 530 - (Narrative not required for Initial LOC)
MAP 531
If Available:
Supports Intensity Scale (SIS)                     
Health Risk Screening Tool (HRST)
Collateral history from persons significant to the participant
Medical history or relevant assessments
Signature
Case Manager:
Date:
SCL Level of Care Recertification Form
(Attach current SIS "My Support Profile" and current Life Story)
 Form Completion Date:
Level of Care Dates:
Start:
End:
Participant Information
Name:  Last:
              First:  
Middle Init.
Medicaid ID:
          Social:
            Medicare ID:
 DOB:
Address Street:
City:  
State:
ZIP:
County:
       Phone:
Primary Disability Diagnosis and Code (ICD Code):              
Additional DX Code:   
Additional DX Code:   
Additional DX Code:   
Age of Onset:    
IQ Score:
or
Unspecified Intellectual  Disability:
Name:  Last:
              First:  
Middle Init.
Relationship:
Does the Guardian live in the same home as the Participant?
Legal Status:  
Address Street:
City:  
State:
ZIP:
County:
       Phone:
Agency Name:  
           Provider #:
Case Manager                Last Name:
         First Name:
Email:
       Phone:
              Fax:
Case Manager Supervisor       Last:
         First Name:
Email:
       Phone:
              Fax:
I, the case manager, have reviewed the current SIS with the Person Centered Team and agree that the current SIS assessment is an accurate reflection of the participant's needs.
 
Case Manager Additional Comments if applicable:        
Signature
Case Manager:
Date:
*
*
*
*
*
*
*
*
*
*
*
*
*
*
*
*
*
*
0
*
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