SUPERVISION LEVEL AND/OR INTERVENTION REQUEST 

(Fill out form if requesting a more extensive supervision level or intervention)

Supervision levels in relation to the tiered rate system only apply to Residential Habilitation and Day Habilitation services.  Intervention Services only apply to Residential and Day Habilitation.  It is not necessary to complete this form if a more extensive supervision level was approved the previous year. However, the plan of care must support the more extensive supervision level. The habilitation provider is responsible for filling out this form, but the case manager submits it to the Division with the plan of care or modification.  Descriptions for supervision levels and possible intervention usage are available in the IPC instructions.  If this request will result in exceeding the IBA, the Extraordinary Care forms must also be prepared and submitted to the Division before the request can be considered.
Participant Name:       
     ICAP Service Score:                   Date of Current ICAP:       

 FORMCHECKBOX 
  Residential Habilitation 
 FORMCHECKBOX 
 Day Habilitation
1. The ICAP Service Score indicates a setting with the following staffing ratio:

 FORMCHECKBOX 
  ICAP Service Score of 1-22:  Staffing ratio of 1:1 or Intensive Supervision


 FORMCHECKBOX 
  ICAP Service Score of 23-49:  Staffing ratio of 1:2 or High Supervision

 FORMCHECKBOX 
  ICAP Service Score of 50-64:  Staffing ratio of 1:3 or Medium Supervision

 FORMCHECKBOX 
  ICAP Service Score of 65 or Higher:  Staffing ratio of 1:4 or Low Supervision
2.  A more appropriate staffing ratio:

 FORMCHECKBOX 
  1:1  Intensive Supervision
 FORMCHECKBOX 
  1:3  Medium Supervision  
 FORMCHECKBOX 
  1:2  High Supervision


 FORMCHECKBOX 
  1:4  Low Supervision

 FORMCHECKBOX 
  Supervision level as indicated above with additional Intervention Hours

3. Explanation for different supervision level:      
4.  Describe how the requested supervision level will meet the particpant’s health and safety needs:       
a. How many participants in the home or day habilitation setting?       

b. How many staff are routinely assigned to that setting?       

c. If additional staff would be available for parts of the day, describe the type of activity, the number of staff assigned, and the length of time:       
5.  How will the additional supervision be documented?       
6.  Will intervention hours help to meet the participant’s needs in this setting?
 FORMCHECKBOX 
   No, additional hours are not needed.

 FORMCHECKBOX 
   Yes, the participant will need       hours each day / week / episode (circle timeframe).  
        For a total of       for the plan year.
a. If Yes, explain how intervention hours will be utilized and describe proposed frequency:        
____________________________________

__________________________________

Provider Signature                             Date


Division Signature  

    Date







 FORMCHECKBOX 
   Approved

 FORMCHECKBOX 
   Denied

Division Comments: __________________________________________________________________________________________
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