                         

	Participant Name:
	Click here to enter text.
	List Service Changes:
	Click here to enter text.



Note: 	This form is required under Chapter 45, Section 22(e) of the Department of Health’s Medicaid Rules.  The case manager initiates and completes this checklist, then uploads it to the Electronic Medicaid Waiver System (EMWS) with the plan modification using the following naming convention:
Waiver initials.lastname.firstname.ProvChange.YYYY.MM.DD
This form is not required for Specialized Equipment or Environmental Modification requests.
	

	Task
	Date contacted, received, or completed

	1
	Participant Support Specialist [PSS] is contacted by the case manager within three (3)           business days if the participant and/or legal representative requests a change in providers or provider resignation.  If a provider is resigning, the 30-day written notice will be submitted to the participant and/or legal representative, case manager, and division staff. Upload document in to the document library.
	Click here to enter text.

	2
	The case manager reviews choice and provider lists with the participant and/or legal representative.  The case manager also reviews this transition process with the participant and/or legal representative.                          
	Click here to enter text. 

	3
	The case manager notifies the PSS of chosen provider(s).     
	Click here to enter text.
or ☐ N/A

	4
	The case manager coordinates the transition meeting and notifies all providers [current and new], the participant and/or legal representative, and the PSS at least two (2) weeks prior to the meeting.   
	Click here to enter text.
or ☐ N/A

	5
	The case manager obtains a release of information from the participant and/or legal representative to share the following information and sends copies to new provider(s):
a. Plan of Care including objectives/progress on objectives
b. Positive Behavior Support Plan (PBSP)
c. Seizure  reports and protocol
d. Mealtime guidelines
e. Positioning guidelines 
f. Summary of behavioral issues including incident reports
g. Summary of health and safety issues   
h. Other information identified      
	Click here to enter text.
or ☐ N/A

	
	
	☐
☐
☐
☐
☐
☐
☐
☐

	6
	The case manager reviews the following at the transition meeting:

a. Current assessments and recommendations
b. The entire plan of care
c. The summary of incident reports, seizure logs, current services, and progress made on  objectives       
d. Current schedules
e. Discuss IBA remaining for the year 
f. Discuss units for new providers to end of plan year 
	Click here to enter text.
or ☐ N/A

	
	
	☐
☐
☐

☐
☐
☐


[image: https://lh4.googleusercontent.com/0nHuD3Ef-WzC5Xr_Ce6L706ZU7CPUwUDchefqQPkxW17rgcgeiZD06U3rCUuuIL0BD4K5ZqWvxszPSypKtCWVVlXVrg2Fz11VhksaFwuguyogvPA0F0JZ544D2PA-jTHoazufkTn]
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	7
	The IPC team reviews and makes appropriate changes at the transition meeting to the following:
a. Date that the participant specific training will be completed with the new staff. 
b. Discuss any participant specific needs to ensure a smooth transition. History of difficult transitioning, etc. 
c. Discuss transportation.  Who is doing what and when? 
d. Discuss how the team will transfer finances and medications.  Who is responsible?  
e. Discuss if there will be any changes in cost of living.  Will room and board rates be different? Will board be included? Will there be any utility, cable, telephone expenses? If the provider requested the change, will the provider pay any installation fees for utilities, etc.?
f. Discuss who will ensure that the participant has all of their belongings when they move (including medications and funds held by the provider).  Who will facilitate the move? What will the move cost the participant? Discuss participant’s involvement in their move.
g. Discuss if the move will have and effect on the participant’s ability to continue current activities, i.e. bike riding, walks in the neighborhood, riding the bus, church, YMCA, etc. 
h. Note details of the physical move, such as dates, times, and who will               facilitate. 
	Click here to enter text.
or ☐ N/A

	
	
	☐

☐
b. ☐
Name:  

	
	
	☐



☐



☐


☐

	
	
	Time:  

	
	
	Date:   

	
	
	Who:  

	8
	A newly chosen provider of habilitation services will present to the team new objectives and schedules. The case manager must have these before submitting the plan modification.
	Click here to enter text.
or ☐ N/A

	9
	Case manager modifies the plan of care and uploads the transition checklist in the document library in the EMWS at least seven business days before the new services are expected to begin. The plan review PSS reviews and approves the modification.   The case manager updates the demographic and contact information in EMWS when the modification is completed.                                                  
	Click here to enter text.

	10
	Case manager is notified that the modification has been reviewed via EMWS and distributes the modified plan to all providers.                            
	Click here to enter text.

	11
	Participant starts services with new providers.        
	Click here to enter text.




	Signature of Approval
	Printed Name / Organization
	Signature Date
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