CCW Plan of Care Team Signature and Verification Form
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Service reporting and responsibility of providers. Providers shall keep a detailed record of services rendered, reporting services
provided, and reporting objective progress for review each calendar month.

Team Participation. | have participated in the development of this plan, either by submitting service summaries or by attending the team
meeting.

Plan Completion. | understand that the Division has the final review of the plan, and if there are changes to the plan during the review
process, the case manager will notify all team members. | agree to implement the plan of care as requested by the Division.
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