Medication Assistance and Conflict of Interest Disclosure
(Form for participants whose next plan begins 2-1-2010 to 6-30-2010)

Instructions:  These sections are part of the revised Plan of Care forms starting 7-1-09.  If a participant’s plan begins 2-1-2010 through 6-30-2010, this form shall be completed during a team meeting before December 1, 2009. It shall be placed in the participant’s master file and distributed to team members. These sections will not be on his/her current plan of care, but are needed due to other provider requirements in these areas.  Use the IPC instructions for assistance in completing these sections, if needed.
Participant Name:       
Plan Start Date:         Waiver:  FORMCHECKBOX 
 ABI  FORMCHECKBOX 
 Adult​​​​  FORMCHECKBOX 
 Child          
	MEDICATION ASSISTANCE 

Check all that apply and explain as necessary.


Verify that participant needs:
 FORMCHECKBOX 
 zero assistance with medications from providers.  If marked, do not complete this section.
 FORMCHECKBOX 
 provider assistance with medications.

 FORMCHECKBOX 
 skilled nursing assistance only.

 FORMCHECKBOX 
 both provider assistance and skilled nursing assistance.  If marked, provide delineation between the provider duties and the skilled nursing only duties:       
 Mark assistance needed, then include instructions for provider(s) or skilled nurse:
	 FORMCHECKBOX 

	Physical Assistance:      

	 FORMCHECKBOX 

	Package Assistance:       

	 FORMCHECKBOX 

	Verbal Prompts:       

	 FORMCHECKBOX 

	Visual monitoring:       

	 FORMCHECKBOX 

	Demonstration needed:       

	 FORMCHECKBOX 

	Storage, Access, and Documentation:      

	 FORMCHECKBOX 

	Other assistance:      

	Safety plan for assisting me with meds:       

	Health education needs pertinent to my age or condition:      


Effective:       

	Annual Conflict of Interest Disclosure


A conflict of interest is a situation in which an individual has competing or conflicting interests or loyalties.  

If a case manager is providing other services on my plan, or the organization the case manager works for provides other services, it can be a conflict of interest. This applies to me:  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
 
If yes, then address the following questions:
· How will the case manager assure the development of the plan of care is in my best interest?      
· How is the case manager going to assure monitoring the implementation of the plan of care is in my best interest?      
· How does the case manager assure my choice of providers?      
	Signature
	Printed 

name
	Relationship/

Service Provided
	Phone and Fax Number
	E-mail Address
	Date

	
	     
	Participant
	     
     
	     
	     

	
	     
	Guardian 
	     
     
	     
	     

	
	     
	Case Manager
	     
     
	     
	     


Effective:       
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