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Instructions

The Case Manager and the Participant’s Plan of Care team shall complete this form if a provider is implementing staffing changes due to the staffing flexibility allowed by the Behavioral Health Division Bulletin dated February 27, 2014.  Support and staffing variances for any participant must become a part of the plan of care, and the team must be informed and trained on any agreed upon supervision changes listed on this form.  This completed and signed form must be added to the person’s plan of care with each provider and uploaded into the document library of Electronic Medicaid Waiver System (EMWS) by June 1, 2014.
	Participant Name:
	     
	Waiver Program:
	     

	Case Manager Name:
	
	ICAP Service Score:
	     

	Case Manager Org:
	     
	Date of Current ICAP:
	     

	List each habilitation service and provider pertinent to this form:

	Habilitation Service:
	     
	Provider:
	     

	Habilitation Service:
	     
	Provider:
	     

	Mark current approved tiered level of support:

	Note: A participant receiving intensive or highly intensive support will not be allowed flexible or lower staffing ratios.

	
	High Support
	Frequent verbal prompting or guidance, physical assistance for specific activities (i.e. eating, dressing, or bathing, or community outings), and periodic intensive or high support is needed because of severe and persistent behaviors where some physical intervention may be required at times. Staff must be within a safe proximity at all times as specified in the plan of care, supporting two (2) participants during most of the day. This level assumes staff will be available on-site to provide specific support as specified in the plan, be responsive to a person’s needs during relaxed times and more intense situations, and as needed during sleeping hours. 

	
	Moderate Support
	Some physical assistance or support with other activities of daily living and direct support is needed while in certain habilitation and community activities. The participant may have indirect staff support available in another room of the provider’s facility or by phone for brief periods during sedentary activities, as specified in this form. The participant is able to accomplish most activities of daily living through verbal assistance or by utilizing checklists and respond to verbal redirection for behavioral concerns. He/she may receive some intensive support as specified in the plan of care. Staff is within a safe proximity at all times as specified in the plan, supporting three (3) participants during most of the day in the habilitation service. Staff must be available on-site to provide sufficient periodic intensive or high support to the participant during the day per the plan and as needed during sleeping hours. 

	
	Intermittent Support

	Periodic support for an individual, who is able to manage most activities of daily living independently, but may need periodic verbal prompting, monitoring, support, or assistance. The participant may have some periods of unsupervised time at home or in the community and receives limited intensive support, as specified in the plan of care. One (1) staff must support four (4) participants during most waking hours in the habilitation service. Staff must be available on-site per the plan (24 hours a day, if needed) to provide sufficient periodic intensive or high support and monitoring to the participant as needed per the plan. 

	How many participants are typically in the home?
	     
	How many staff are routinely assigned?
	     

	How many participants are typically in the day service with this participant?
	     
	How many staff are routinely assigned?
	     

	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:  
	     

	Explanation for different supervision level.  

	When using a lower staffing ratio for parts of the service day, the provider must describe how:

a. Health and safety needs of the participant will continue to be met;
b. Individualized choice and community integrated activities will be met; 
c. Staff members will be able to respond during any behavioral episodes or health emergencies; and 
d. Outcomes for individualized habilitation goals will be achieved.

	a.      
b.      
c.      
d.      

	Team Approval Signatures

	In signing this document, I understand and approve of the decrease in staffing levels periodically. I have been assured that staffing has been planned to meet all of the health and safety needs of this participant, along with unique and individualized supports for community integrated activities, behavioral supports, and habilitation goals.  I also understand that this participant will continue to receive the same level of support as defined by the service level description listed on the first page of this form.

	Provider Signature     Date
	Provider Signature     Date
	Provider Signature     Date

	Case Manager Signature     Date
	Participant or Legal Representative Signature


Date

	Comments by any party:
	     


NOTE: For services the participant participates in that vary during different days of the week due to classes, volunteer activities, clubs, or other specific, but routine events, please add that clarification to the bottom of this form.
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