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1. introduction to NHTP/RTH

The Office of Community Programs under the Rhode Island Executive Office of Health and Human
Services, provides two programs for transitioning Medicaid eligible nursing home residents to the
community. The Nursing Home Transition Program {NHTP) has been in place since 2000 and over 200
individuals have been successfully transitioned to community living. During the first year of operation
from November 2011- 2012, the Money Follows the Person demonstration program (MFP) under the
name Rhode to Home (RTH) has transitioned over 40 individuals. The purpose of these programs is to
allow Rhode Island residents, who have been living in an institution, to experience more independence
and a better quality of life by returning to the community with the appropriate supports. Both the NHTP
and RTH programs are designed as person-centered programs, where the individual and his/her
family/guardian are involved in all stages of the assessment, plan development and care delivery
process.

As part of the state’s effort to rebalance the Long Term Care system and to enable Medicaid eligible
individuals the opportunity to receive the most appropriate services in the most appropriate and least
restrictive setting, the NHTP Program was developed as a contract for an 18 month project. The project
began in 2009 with the goal of transitioning 80 individuals from a nursing facility to a home and
community based setting. At the end of the contract period, the Office of Community Programs began
administering the program. The Staff consists of 4 nurses and 2 social workers. The nurses and social
workers work as a team to assess the individual, assist with securing housing , assist in transitioning the
individual to the community by arranging all necessary services, and provide short-term case. + .
management. To date, the case management has been for approximately 30 days, exeept in cases where
the case-is medically complex. The length of time an individual receives case management may be
extended in the future. Individuals in the RTH program receive the same assessment and transition
assistance, but the length of their case management is a full 365 days. In addition, they receive a 24-
hour emergency backup provider to fill in whenever any needed services or supports fail. The RTH staff
consists of one Transition Coordinater, one nurse, a part-time Housing Specialist and a Referral
Coordinator.

The RTH program is a 5-year federal rebalancing demonstration grant under the Affordable Care Act
(ACA}. Rhode Island was awarded this grant in 2011 and began transitioning nursing home residents in
the fall of 2011. The primary goal of this demonstration grant is to provide assistance to states to
balance their long-term care systems; eliminate barriers and mechanisms in State law, State Medicaid
plans, or State budgets that prevent or restrict the flexible use of Medicaid funds to enable Medicaid-
eligible individuals to receive long-term care in the settings of their choice; strengthen the ability of
Medicaid programs to assure continued provision of HCBS to those individuals who choose to transition
from institutions; and ensure that procedures are in place to provide quality assurance and continuous
guality improvement of HCBS. The Federal government provides enhanced federal match on the
expenditures for both home and community based services provided and administrative costs. The
enhanced federal match is used to further rebalance LTC services by reinvesting into community LTC



services and supports.

2. Determining NHTP and RTH eligibility -

Although many nursing home residents may be appropriate for transition to the community, they will
not alf be eligible under the NHTP or RTH programs. CMS has developed certain criteria to determine if a
nursing home resident is appropriate for transition under RTH. The following three criteria must be met;

1. individual must be a Medicaid beneficiary,

2. individual must be in a qualified institutional inpatient facility for a period of at least 90
consecutive days, and

3. individual must move to a qualified community residence.

For transitions under NHTP, only the first criteria need be met.
1. Individual must be a Medicaid beneficiary.

The process regarding eligibility for Long Term Care Medical Assistance (LTC MA) through Medicaid will
be outlined in Section 8 of this manual.

To be appropriate for RTH, an individual must already have LTC MA eligibility. An individual needs to
have LTC MA eligibility for at least one day to qualify for RTH. This means that if a person is awaiting a
decision on their Medicaid eligibility, they are eligible to transition as soon as they have one full day of
MA eligibifity. Some individuals may choose to leave the Nursing Home prior to their LTC MA-eligibility.
In these cases the individual would be returning to the community with skilled services, if determined
necessary, however there would be no HCBS. The individual may continue their application for HCBS
with the designated Long Term Care Field Office.

2. Individual must be in a qualified institutional inpatient facility for a period of at least 90
consecutive days.

Upon referral to the Office of Community Programs (OCP), an RTH Screening Form is completed by the
Referral Coordinator. This form prompts the Referral Coordinator to verify the information provided by
the referring Nursing Home on the OCP Referral Form. It contains a decision tree with elements
regarding the length and nature of the nursing home stay. An individual must have 90 consecutive days
of skilled nursing at a Nursing Home.

Stays for the primary purpose of short-term rehab, and paid for under Medicare, do not qualify for RTH.
In some cases, an individual’s initial reason for admission will be short-term rehab, but for other
reasons, their Nursing Home still will extend to 90 days or beyond 90 days. If the Nursing Home
admission was for short-term rehab and the Nursing Home stay was extended for other reasons, there
must be 90 days after the end of short-term rehab for the individual to gualify for RTH.

3. Individual must move to a qualified community residence.



When they are referred to the OCP Nursing Home Transition Program, some individuals already have
housing available to them and others do not. Some individuals will be interested in moving back to their
former house or apartment, or may have plans to move in with a family member. Other individuals may
have lost the housing they had prior to being admitted to the Nursing Home, or may not safely be able
to return to their prior housing situation. Whether an individual already has housing available or needs
assistance with obtaining housing, all housing must meet certain criteria outlined by CMS in order to be
considered a qualified community residence under RTH.

A Qualified Residence must meet the following requirements:

» Home owned or [eased by individual or the individual’s family individual or

e An apartment with an individual lease, with lockable access and egress, and which includes
living, sleeping, bathing and cooking areas which the individual or the individual’s family
representative has domain and control and include the following provisions:

6]

The dwelling must have a lease that is considered a legal document by al! parties
signing or referenced in the lease. The lease may be signed by someone other than
the individual or the individual’s family representative.
The lease must not name anyone other than the RTH individual or a family
representative as having domain and control over living, sleeping, bathing, and . ...
cooking areas of the dwelling. ‘
The building must give access to the community. For example, in order to assure
security, safety or privacy, many apartment complexes have gates, multiple doors,
or security guard checkpoints leading to an exit on the street outside of the
complex. Each tenant or their family representative must be provided a key,
identification card, or keypunch number to easily get in ar out of a complex or
facility 24 hours a day. -
The apartment in which the RTH individual resides must comport with federal fair
housing guidelines.
To be a qualified residence under RTH, leases should not:
= Include rules and/or regulations from a service agency as conditions of
tenancy or include a requirement to receive services from a specific
company; '
= Require notification of periods of absence, e.g. a person who is absent from
a facility for more than 15 consecutive days, or discuss transfer to a nursing -«
facility or hospital;
* Include provisions for being admitted, discharged, or transferred out of or
into a facility; or
" Reserve the right to assign apartments and change apartment assignments,
or, ;

¢ Aresidence, in a community residential setting, in which no more than four unrelated
individuals reside.



3. Referral Process and Team Assignment

When a Nursing Home Transition referral first comes in to the OCP, a Screening Form is completed to
direct the referral to the appropriate team—NHTP or RTH. It is not always clear initially if the individual
will be RTH eligible, but the screening form addresses such questions as the length of stay in the nursing
home, the nature of the nursing home stay and Medicaid eligibility.

Based on the outcome of the RTH Screening Form, the referral will be assigned to either the NHTP team
or the RTH team. Each referral will be assigned to a pair of clinical staff, consisting of a social worker and
a nurse. The Referral Coordinator will prepare each file based on the outcome of the Screening Form,
and will provide all applicable documents that the team will need to work the case. The Referral
Coordinator will also print out certain screens from InRhodes, as applicable, and information relating to
any involvement with protective services will be included. Each file will include a Case File Checklist,
which is the place to record the dates that forms were completed and submitted.

The OCP/RTH nurse will meet with the individual in the Nursing Home and will explore w1th the
individual the followmg toplcs ‘

* Nursing Home-Stay including the reasons why they were admitted, where they wef-e fiving
before, how the decisiorr was made to move into the Nursing Home, who made the .
decisions and why this particular Nursing Home was selected.

* Services and Benefits- supports or services provided by provider agencies, famdy and
friends prior to Nursing Home admiission, likes and dislikes about the Nursing Home and
what social and recreational activities they enjoy or have participated in, and their interest
in moving out of the Nursing Home.

*_ Potential Individual’s Visior-of Community Residences such as where they would live, prior

" experience working with care givers and personal care/home health providers, needed
- assistance for transition, their major concerns or fears about transition into the community,
real or perceived barriers to living in the community.

* Issues Related to Successful Transition including eligibility for Medicaid/RTH, available and
affordable housing, existing financial resources and their ability to manage them, legal or
criminal issues, ability to access primary and specialty medical care, existing support system,
medical and behavioral health conditions, consumer awareness and skills, consumer
connection to the community, factors that may endanger the health and safety of the
consumer and engaging guardians, when assigned.

FORMS: OCP Referral Form, RTH Screening Form, Protective Services History Form, Case File Checklist

4. ADRC/Options Counseling



5. Assessments and Care Planning

Assessments

Because not every individual who will transition is Medicaid eligible at the time of OCP referral, and
because, in some cases, the OCP referral comes in only days before an individual is due to be discharged,
the OCP/RTH nurse and the Transition Coordinator (TC)/Social Worker (SW) will need to prioritize their
caseload. Priority should be given to those individuals who are due to be transitioned right away and
those individuals who already Medicaid eligible. Those without Medicaid eligibility will normally be
lower on the list for scheduling an assessment; however, if the clinical staff are going to be at a
particular nursing home (NH) to meet with other individuals, it would be a good idea for the OCP/RTH
nurse to complete an assessment on & person whose Medicaid eligibility is pending. That way, once their
Medicaid comes through, the individual’s assessment will already be completeAand the NHTP/RTH staff's
time will be used most efficiently.

Once the individual has been determined to be Medicaid eligible {or based on prioritization of caseload)
the OCP/RTH Nurse will then conduct a comprehensive assessment that will consist of the following.
components: (As explained above, the assessment may take place prior to MA eligibility.)

e Comprehensive Transition Aéseésment (CTA) This assessment includes the following
~ elements as well as some not listed here: referral source, individual identifying data,
informal support systems, residence and living arrangements, home based services
receiving, functional abilities/ADL assessment, behavioral health assessment, fall risk,
hearing and vision assessment, diet, dental problems, height/weight, health care providers,
medical issues, skin integrity, pain, diabetes, labs and immunizations received, transition
recommendations including HCBS and medical equipment needs.

*. Risk Assessment This includes: health and medical conditions, caregiver and support needs,
financial situation, legal issues, availability of housing, linkages with medical and health care
providers, identification with transitioning into the community and other factors that may
adversely affect the welfare and safety of the individual.

Based on these assessments, a multidisciplinary team, consisting of the OCP/RTH nurse, the individual,
family/guardian, nursing home clinical staff, the individual’s primary care provider and other medical
specialists involved with this individual, will determine whether or not the individual is appropriate for
transition.

The OCP/RTH Nurse will then complete the Post-Assessment Status Form. This form captures whether
or not the individual is appropriate to transition or not appropriate to transition, or if a decision
regarding transitioning has not yet been made. If the OCP/RTH Nurse determines that the individual is
appropriate for transition, they should indicate on this form whether or not the individual has housing
or will need assistance finding housing, as well as any relevant information. If the individual is not a
candidate, the reason should be selected and if a decision has not yet been made regarding transition,
- the OCP/RTH Nurse should provide detailed comments.



This form also serves as the record for the date the individual signed the RTH informed Consent or the
date they declined participation, as wefl if there were any issues obtaining informed consent.
Please see section 5 for information regarding the RTH informed consent process.

Each individual who has been assessed and made the choice to transition to the community must sign
the Notification of Recipient Choice {CP-12} form which indicates the irdividual'is aware they have a
choice to remain in the nursing facility or return to the community to receive an array of'home and
community based services.

The OCP/RTH Nurse also should have the individual sign the Authorization to Obtain or Release
Confidential Information {Agency Release) and the Authorization for Disclosure/Use of Health - -~
Information (Medical Release). These forms will stay in the individual’s case record, unless requested by
a provider.

FORMS: CTA, CMA, Rhode to Home Care Plan Part 3. Risk and Mitigation Plan, Notification of Recipient
Choice {CP-12), Authorization for Disclosure/Use of Health Information {Medical Release), Authorization
to Obtain or Release Confidential Information (Agency Release), Post-Assessment Status Form

Care Planning

The multidisciplinary team, as defined above, will develop a comprehensive person-centered care plan
that will be based on individual preference and recommendations that were made frorn the
comprehensive assessment. -

For NHTP individuals, The Global Waiver Service Plan {GW-SP) is completed. The service plan must be
signed by the individual/guardian/representative and a copy must be given to the indiyidu‘al.r The GW-
5P will be entered into the Community Supports Management System (CSM).

For Rhode to Home individuals, there is a 3-part Rhode to Home Care Plan which must corﬁp‘iuét.ed.-it is”
made up of three sections: ‘ '

1. Service Plan This form outlines the goals, frequency and duration of services, primary care
plans, residential modifications, formal and informal supports required, recréatidnai and
cultural activities, and responsihility for referrals and linkages. Because the RTH service plan
incarporates the same elements used on the GW-SP, the RTH service plan will be entered
into the CSM by the Referral Coordinator

2. Risk and Mitigation Plan Based on the risk assessment, a mitigation plan will be developed
1o prevent or mitigate those identified risks.

3. Emergency Back-Up Plan- An individualized emergency back-up plan is developed to
provide back up for those services and supports that if not otherwise provided could put the
individual's safety, health or well-being at risk. Each 24-hour Emergency Backup Plan will
outline 3 levels of backup: 1. the individual’s own personal backup {family or friends}, 2. the
agency providing the HCBS and 3. the Alliance for Betier Long Term Care, which has been



contracted to provide emergency backup to all RTH individuals. These three layers may
change based on the need of the individual. For example if the individual receives CNA A
services, the first level of back up may not be the individuals own back up of friends/family,
the individual or their representative may want a backup agency to be the first level;
however the friend/family may be appropriate as the first level of back up coverage for
transportation coverage. Each service or support back up coverage is individualized, and if a
family or friend is used as a level of back up, they must agree and able to provide such
service.

The individual or their representative will be required to sign their Care Plan, along with the OCP/RTH
nurse. As part of the care plan development process, for both NHTP and RTH the individual is informed
of their right to appeal decisions regarding the provision of care.

At this point in the process, the RTH Hotline number should be given to the individual and/or their
representative. The RTH Hotline has been established as a dedicated phone line for any questions or
complaints related to the RTH Program. This hotline is staffed during normal working hours and has a
voicemail for calls received after working hours. This hotline is also used as the central point for RTH
individuals to contact their Transition Coordinator, or, if their Transition Coordinator is not available,
another RTH staff persoh can provide the calfer with immediate assistance.

FORMS: DHS:Individual Plan of Care, RTH Care Plan (1. Service Plan, 2. Risk.and Mitigation Plan, 3.
Emergency Backup Plan}, Authorization for Disclosure/use of Health Information for the Alliance

6. Informed Consent Process

Once the individual has meet the 90 day nursing home stay requirement and is LTC Medicaid eligible,
the RTH nurse will educate the individual and his/her family/guardian about the RTH prograrn, including;
its purpose, voluntary nature, impact on the individual’s Medicaid eligibility and the difference between
provider and self-managed services. Other topics to be covered include:

e benefits of participating in the program,

» information about services available to the individual at the conclusion of the
demonstration year,

e responsibilities of the individual while enrolled in the program,

* confidentiality of RTH individual information,

s the individual’s ability to withdraw from the program at any time,

* specific contact information for reporting incidents of abuse, neglect, theft or financial
exploitation,

» specific contact information for reporting complaints or appealing decisions regardlng the
delivery of services, .

» specific contact information for complex questions regarding beneﬁts or services,

¢ the option to formally decline participation in the program, and
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s the possibility that the individual may have to make a monthly contribution toward the cost
of services.

The RTH Nurse will answer all of the individual’s questions and will discuss the program with the
individual and his/her family/guardian to ensure that they have sufficient information to make an
informed decision ahout participating. ’

Once the RTH Informed Consent Form has been thoroughly reviewed and discussed and all questions
have been answered, both the individual/family/guardian and the RTH Nurse will sign and date the
form. Signing the form serves as acknowledgement that the individual/family/guardian fully -
understands the program and agrees to participate. Each case record will include two copies of the
form—both should be signed by the individual and both should also be signed by the RTH Staff. One
copy should be left with the individual, and one should go into the case record. |

After the Informed Consent has been signed, please indicate the date it was signed on the Post-
Assessment Status Form. This date will be entered into the Access database and will flag someone as
RTH for all reporting and tracking.

FORMS: Informed Consent Form, Post-Assessmient Status Form T
7. Quality of Life Survey

A component of the RTH program is thé Quality of Life Survey. This survey is part of a quality initiative to
‘evaluate MFP nationally. T_he survey measures the quality of life of participatin.g individuals before and
after their transition to the community. It measures quality of life in seven domains: living situ_ation,ﬂ
choice and control, access to personal care, respect/dignity, community integration/inclusion, overall
life satisfaction and health status. The survey is administered to RTH individualsjust prior t¢'transition,
11 moriths after transition and again 24 months after transition. It takes approximately 15-20 minutes to
complete. The survey is administered in person and in a private setting.

The Quality of Life Survey is administered by a designated staff. Once a person has agreed to participate
in RTH, the RTH Nurse should ask the individual if they are willing or refuse to participate in the survey
and their response must be indicated. Next, they will complete and submit to the designated staff, the
Quality of Life Referral Form. This form provides the designated staff with some basic information so
that he/she may contact the individua! once the transition date has been determined. The RTH Nurse
should keep the designated staff updated on the potential transition date, as she will need to attempt to
administer the Quality' of Life Survey approximately two weeks prior to the transition date.

if the-'rndfvidual refuses to participate in the survey, the designated staff still requires the Quality of Life
Referral Form, as he/she will make one additional attempt to invite the individual to participate.

For the 11 and 24 month follow up surveys, the designated staff will contact the individual directiv to
schedule the interview. The designated staff will submit a QoL Survey Tracking Form for every interview
that is attempted or completed.

11



FORMS: QOL Referral Form, QoL Survey Tracking Form
8. Medical Assistance {Medicaid) Eligibility and Level of Care

fn order to be eligible to reside in a Nursing Home or receive Home and Community Based services an
individual must apply for and be eligibie for Long Term Care Medicaid. Eligibility consists of financial
eligibility which is determined by DHS Long Term Care Field Offices and clinical eligibility (Level of Care)
which is determined by the EOHHS Office of Medical Review. (For those individuals who already have
community Medical Assistance, the application process may be less time consuming, nonetheless , a
formal application must be sent to the appropriate Long Term Care Field Ofﬁce and a Level of Care must
be completed).

Prior to transition to the community, the individual must be eligible for LTC Medical Assistance in order
to qualify for Home and Community Based Services. In most cases, the nursing home or the family have
started this process. Itisimportant for the TC/SW to work with the LTC field office and Office of Medical
Review to complete this process,

It is always in the best interest of the individual to wait in the nursing home until the approval of the
Medicaid in order for the individual to receive HCBS upon discharge. However, if the individual chooses
not to wait in the Nursing Home, they may return home with other services (short-term skilled) that
they may be eligible for, while they continue to wait for the Medical Assistance Approval.

Should the individual return home without MA approval, The LTC Field Office will need to be informed
so that they are aware the individual may still want services at home and the application must go
forward. In this instance, the TC/SW must inform the individual of the contact person in the LTC field
office in order for them to complete the process of receiving services.

Should the individual not be eligibl.é for LTC Medicaid, they will nat be eligible to receive Home and
Community Based Services via the Global Waiver. The nursing heme will be responsible for exploring
other options for the individual.

For those individuals who have applied for LTC Medicaid but are not yet Medicaid eligible when they are
referred to the NHTP/RTH programs, the Data Entry Clerk will regularly check eligibility status in
InRhodes, and will inform the TC/SW when the MA eligibility has been approved. If the individual has
applied for LTC MA, and after 2-3 weeks they are still not listed as eligible through InRhodes, the TC/SW
should contact the LTC worker to see if any information is missing from the application and if any
additional documentation is needed.

A Medicaid Level of Care (LOC) needs to be done annually on every LTC Medicaid recipient. If an
individual who resides in a nursing home is transitioning to the community and the current level of care
is over 12 months old, the TC/SW should work with the nursing home to complete a provider medical
statement (PM-1}. The PM-1, along with the CTA or the CMA, should be submitted to the Office of
Medical Review (OMR) nurses for review.
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If an individual has successfully transitioned into the community and the level of care is up for
recertification, the TC/SW should work with the individual’s primary care physiéian to obtain the
Provider Medical Statement {PM-1). The PM-1 and the CMA should be given to the OMR nurses for LOC
review,

If at any point the individual is referred to the Shared Living program, a new LOC is needed as well as a
new CMA. The same process as described above, regarding obtaining the medical provider statement,
would apply. '

Forms: Provider Medical Statement (PM-1)
9. Finding Housing

If the individual needs assistance finding appropriate housing, the OCP/RTH nurse will complete a
Housing Preferences and Referral Form which identifies the individual's preferences for geographic
location, preferred housing type {assisted living, public housing, etc.) and other information needed to
assist with obtaining housing. The OCP/RTH nurse will give the Housing Preferences and Referral Form
to the Housing Specialist along with the individual’s case record. The Housing Speualrst waI then work
on securlng housing and will assist the individual with the housmg appllcatlon process. The Housmg
Spemahst will provide monthly updates regardmg her progress towards securmg housmg Once housing
is found the Housmg Spec1allst w:II transfer the case record to the TC/SW to complete the transition
process. If at any point the Housmg Specialist becomes aware of a change the individual’s medical
status, the Housing Specialist will communicate with either the assigned OGCP/RTH nurse or the TC/S;W,
who will then review the feasibility of continuing to pursue community transition.

FORMS: Housing Preferences and Referral Form, Housing Progress Update

10. Delay in Transition/Arranging for Services/Transition Process /Referral to Other State Agencies for
Case Nanagement

Delay in Transition

For those individuals who experience a delay in transitioning due to some reason other than housing,
the Transition Coordinator/Social Worker or the OCP/RTH Nurse must complete a Nuréing Hormrie
Transition Pending Progress Update Form. This form is the place to record anything causing a delay in

+ transition and any progress towards transitioning the individual. This form should be completed within
30 days of the initial assessment, and then at least monthly thereafter,

FORMS: Nursing Home Transition Pending Progress Update Form
Arranging for Services

Once the assessment is complete, the OCP/RTH nurse will complete the service calculator tool which will
determine the amount of hours to authorize for home care services or they will recommend Assisted
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Living services. The nurse will also identify any other services the individual will need to remain safely in
the community.

The designated TC/SW will arrange for the services and supports identified by the OCP/RTH nurse in the
Care Plan which may include home health aide services, meals on wheels, PERS. The only services and
supports that will not be arranged for by the Transition Coardinator/Social Worker will be for any
needed medical services. The nurse will work with the NH staff to arrange for those needed medical
services through agencies in the community prior to transition.

FORMS: Service Calculator Tool, Nursing Home Transition Pending Progress Update -
Transition Process

The TC/SW will work with the Nursing Home to prepare for discharge. The TC/SC, prior to transition; will
conduct a readiness home review to assess the housing situation to ensure it continues to meet the
criteria to be eligible for RTH (if at any point the individual chooses a non-qualified housing, the .
individual will continue the transition praocess, but will disenroll from RTH and transition through the
NHTP), and to ensure the home continues to meet all safety requirements. The TC/SW in collaboration
with the OCP/RTH Nurse will also ensure that all services and supports are in place prior to transition, to
ensure there is no delay in their start.

In preparing the individual for transition, the TC/SW will review the Critical Incident Fact sheet and the
24-hour Emergency Back-up Plan and fact sheet (for RTH individuals) with the individual to ensure they
or their caregiver know how to recognize abuse, neglect and exploitation and how and when to report
all critical incidents and to ensure they know how to activate their back up plan and that all levels of
back up are still appropriate. Upon dlscharge the individual will receive a copy of both fact sheets and
for RTH, a copy of their signed Emergency Backup Plan with emergency contact numbers to keep with
them at home as a reference. The Transition Coordinator/Social Worker will also encourage the
individual to place themselves on the Rhode Island Special Needs Emergency Registry. This inforrﬁétion
is shared with state and local responders such as police and fire departments.

At the time the individual transitions from the Nursing Home, the TC/SW will complete a Transition
Placement Form indicating the date of transition, the transition ptacement, type of housing and other
demographic information.

FORMS: Qualified Residence and Home Safety Evaluation, 24-Hour Emergency Backup Plan Fact Sheet,
Critical Incident Fact Sheet, Emergency Back-up Plan, Transition Placement Form

Referral to Other State Agencies for Case Management

The TC/SW will also notify the state case management agency that will take over the case at the
expiration of the 365 RTH days, or upon conclusion of their participation in NHTP. Cases will be referred,
through the referral form, either to the Department of Elderly Affairs and their associated case
management agencies, or the appropriate Long Term Care office. The Long Term Care office will alsc
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receive a referral for individuals who will receive their case management through DEA, in order to
update the MMIS system.

Initially, at the time of transition, the Transition Coordinator will fax a Nursing Home Transition Case
Management Cover Sheet to DEA and/or LTC for RTH individuals. Thirty days prior to the transfer of
Case Management, the more detailed Nursing Home Transition Referral form, with all applicable forms,
should be faxed to LTC or DEA. For individuals transitioning through NHTP, the Spcial Worker will fax the
appropriate referral form at the time of transition, which is to include all applicable forms.

Division of Elderly Affairs (DEA) Case Management

A referral to DEA case management should be made for: 1} individuals of any age transitioning to
assisted living, or 2} individuals who live in the community, who are 65 years or older and have
protective service issues, have been serviced by DEA in the past or who may need more intensive case
management. T

For these individuals, the TC/SW, will:

» ensure the individual is approved and eligible for LTC Medicaid prior to transition to ALR or
community setting, s "

* ensure that 881 Enhanced paperwork is completed by the Nursing Horme and submitted to
Diane Taft, for those individuals who are eligible, and who are transitioning to.an Assisted
Living, ~ ) o

+ work with LTC office to ensure the proper Waiver Code (L- DEA AL; F- RIH AL; D-DEA
community) is entered into InFihodes,

-« send a referral form and all required documentation, to the appropriate LTC Field office
indicating the program needed. as well as indication that case management will be provided
by DEA,

¢ send Case Management Referral form, for NHTP individuals and aﬂ needed documents to
DEA Case management Supervisor on the day of discharge. The day of discharge wili be the
Waiver Start Date.

» send only the coversheet to DEA which will include the waiver start date {NH discharge
date), the DEA case management start date (which will be approximately 365 from
discharge date), the individual’s income and other demographic information for RTH
individuals anly.

+ For assisted living individuals, DEA will then complete the Individual Notification Form and -
the facility notification in order for DEA to enter the individual share into MMIS.

LTC

For individuals under 65, and/or for individuals over 65 who may not have protective service issues or
who do not need more intensive case management services provided by DEA, the TC/SW will:
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* ensure that the individual is approved and eligible for LTC Medicaid prior to transition to a
community setting, and

¢ send areferral form and all required documentation to the appropriate LTC Field office
indicating the program needed as well as the start date of services.

¢ For RTH individuals, the Transition Coordinator/Social Worker will indicate to the LTC worker
when case management services will begin with LTC (365 days).

FORMS: Nursing Home Transition Case Management Cover Sheet, Nursing Home Transition Referral
Division of Elder Affairs, Nursing Home Transition Referral Long Term Care

11. Monthly Contact

Once the individual has transitioned to the community, the TC/SW will become the primary contact and
care manager for the individual, to ensure a successful community placement. The OCP/RTH nurse may
also continue to be involved in case management, should the individual’s medical needs require nursing
oversight.

For those individuals who transition via NHTP, the Sacial Worker or OCP nurse will manage the entire
case for a minimum of 30 days. Should the case require extended involvement, the NHTP team will
keep the case longer-and will notify DEA or LTC via Referral Form of the case transfer date,

Please see further instructions in Section 14,

The role of the TC, for individuals in RTH, will be to provide case management services for the 365 days
the individual is enrolled in the RTH program. The TC wili also assist the individual in gaining access to
needed waiver and other State Plan services, as well as needed medical, social, educational and other
services, regardless of the funding source for the services to which access is gained. The TC is also
responsible for the ongoing monitoring of the provision of services included in the individual’ s;pEan of
care. The care plan will be revised to meet changes in the individuals needs at any time throughout their
365 days of participation.

Within 24 hours of a transition, for both NHTP and RTH, the TC/SW is expected to contact the individ ual
and then to perform a follow-up visit with the individual within 10 days of transition.

To ensure that the initial phase of the transition is proceeding as planned, and to determine if any
changes need to be made to the care plan or if additional service/supports are required, the TC/SW will
contact the individual (either by phone or in person) weekly for the first month. These weekly visits or
contacts should include: )

* (RTH) discussion around the proper use of the 24-hour back up systém‘

* (NHTP/RTH) discussion around the identification and reporting of critical incidents
related to abuse, neglect and exploitation,

¢ {NHTP/RTH) service or care issues that are not being met,

+ (NHTP) a visit must take place during the last week of case management to discuss the
transition to a new case management entity.
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For RTH individuals, monthly visits will occur for the first 3 months, after the first 3 months the
Transition Coordinator will make monthly phone calls and visit at a minimum quarterly. However the
frequency of contact will vary depending upon the needs of the individual.

As part of ongoing monitoring, the TC/SW will, at a minimum, discuss with the individual during the
monthly contact the following: (Please note: for NHTP individuals where the TC/SW assumes case
management for longer than 30 days, the following do apply)

« review any critical incidents that may have occurred (if there is a newly discovered critical
incident, a Critical Incident Report Form would need to be completed and submitted to the
RTH office, please see section 12 for further instruction),

e update on any health or medications changes, ‘

¢ (RTH only) revise progress towards goals identified on the service plan, address any barriers
1o attaining those goals,

« (RTH only} review 24 hour back up plan and updafe as needed,

» (RTH only) review risk assessment and ensure it address all current needs,

» (RTH only) review mitigation plan and ensure plan is currently working and revise as needed,

» review individual's satisfaction with providers, ensuring that all essential supports are
operating reliably and effectively, N L

» review individual's adaptation to community living, which includes the individual’s social
and community options,

» _ review formal and informal supports and ensure individual is receiving adequate services
and/or supports,

* review any new problems or difficulties and help the individual improve their strategies to
resolve the problem(s), ‘

e review current housing situation and whether it currently is appropriate and meeting the

needs of the individual,

» review durable medical equipment, confirm that it is still be used and still working
appropriately, o

» review the individual's nutritional needs, food supply etc., functional status both physical
and mental, and individual’s ability to self-manage in the community,

* review previous and upcoming doctors’ appointments,

» if caregiver involved, discuss with caregiver their responsibilities, stress etc.

* review of any other needs or concerns applicable to each individual

RTH individuals may disenroll from the program at any time, please refer ta section 15 for further
information and instructions. :

FORMS: NHTP/RTH Home Visit Progress Notes, Critical Incident Form, Disenrollment Form,
Disenroliment Notification Form
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12. Critical Incidents- RTH/NHTP

For RTH individuals, The Alliance for Better Long Term Care is the first point of contact for reporting
critical incidents. The Alliance’s responsibilities are as follows: upon receipt of a report, the Alliance will
1) triage the situation to ensure the individual is safe, 2) complete a Critical Incident Report Form
(External), 3) call the assigned TC within 24 hours of learning of the incident, and 4} fax the report to the
TC within 48 hours. Upon receipt of the Critical Incident Report Form from the AIIEan‘ce, the TC will
‘contact the individual to review the incident with them. The TC will adjust the Care Plan if necessary,
and will put in place measures to prevent similar incidents from occurring in the future. For those critical
incidents that result in a hospitalization or Nursing Home readmission, please see section 13 for
information regarding completing a Suspension/Reactivation Form. '

If an individual has a break down in their 24 hour back plan, the Alliance. For RTH individuals, serves as
the 3" level should of back-up. Prior to transition, the RTH individual and/or care giver and the TC
review the 24 hour back up plan, ensuring it is still appropriate, and discussion around when the Alliance
should or should not be called. In those incidences when the Alliance is called the Alliance will then
triage the situation to determine the severity of the situation. If the situation requires back up the
Alliance will arrange or provide for the necessary service or support. The Alliance will then phone the
assigned TC within 24 hours and fax to the TC within 48 hours a 24-hour Backup Usage Report. This
report will indicate the nature of the call, the assistance that was provided by the Alliance and
description of why the first two layers failed. Monthly, the RTH Deputy Director will receive an Alliance
Emergency Back-up Activity Report, detailing all the calls received for RTH individuals, regardless if
emergency back was provided or not. This monthly report will be shared with each the TC. When the TC
received a 24-hour back up usage report or the monthly activity report, the TC must contact the:
individual, review the 24 hour back up and revise as needed to ensure'it still meets the needs of the
individual

For NHTP individuals critical Incidents will be reported directly to the Social Worker. In some cases, the
Transition Coordinator/Social Worker, for both RTH and NHTP, will not learn of the critical incident until
he/she is performing a monthly visit or call. if this is the case, the Transition Coordinator/Social Worker
must complete and submit a Critical Incident Report Form {Internal), review the incident the with the
individual, adjust the Care Plan if necessary, and put in place measures to prevent similar incidents from
occurring in the future.

In addition, if the Transition Coordinator/Social Worker or the OCP/RTH Nurse learns of any abuse,
neglect, self-neglect or exploitation of an individual, they should complete and submit the DEA
Protective Services Referral Form.

FORMS: Critical Incident Form (External}, Critical Incident Form (Internal), Suspension/Reactivation
Form, 24-hour Emergency Backup Usage Report, Alliance Emergency Back-up Activity Report, DEA
Protective Services Referral Form
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13. Suspension/Reactivation

Individuals in RTH are eligible to participate in the program for 365 days. The start date of services is the
day of discharge from the nursing home/transition to the community. For those with no disruptions in
their time in the community, their end date will be 365 days after the date of their transition. For many
individuals though, there will be one or more hospitalizations or nursing home readmissions during the
year. These re-institutionalizations will cause a break in the 365 continuous days. In addition, some
individuals may leave qualified housing, may not follow their treatment plan, or may enroll in the PACE
program after transitioning to the community. These events would also trigger a suspension.

The Suspension/Reactivation Form is the place to capture these breaks in community placement. This
form captures the date of the suspension and the suspension reason, as well as the reactivation date.

The suspension effective date is the date the individual was admitted to a hospital, nursing home or
psychiatric facility or the date the Transition Coordinator became aware that the individual left qualified
housing, stopped following their treatment plan or enrolled in PACE. You will need to select one of
following reasons for suspension:
-Hospitalization

Re-admittance to a nursing home or psychiatric facility

Left qualified housing

Iridividual is not following their treatment plan

Individual enrolled in PACE

If the reason for suspension was re-admittance to a nursing home or psychiatric facility, you will also
need to select the reason for admission from the following list:

Acute care hospitalization followed by long term rehab

" Deterioration in cognitive functioning

Deterioration in health

Deterioration in mental health

Loss of housing

Loss of personal caregiver

By request of individual or guardian

Lack of sufficient community services

The reactivation effective date is the date the individual returns to the community.

Please note: If the re-institutionalization is for longer than 30 days (31 or more days), a new plan of
care is required.

If you are suspending an individual for a reason other than re-institutionalization, you will also need to
complete and have the individual sign the MFP Demonstration Program Suspension Form. This form
notifies the individual in writing that they are being suspended from participation in RTH, and the
reason{s) why. This form informs the individual that they may be re-activated at a future date if the
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conditions surrounding the reason for suspension change. 1t also indicates that if circumstances do not
change within a period of & months, that the individual will be permanently disenrolled from the
program. '

FORMS: Suspension/Reactivation Form, MFP Demonstration Program Suspension Form
14. Transfer to Other State Case Management Agencies

At least 30 days prior to the expiration of the 365 participation days for RTH individuals, the TC/SW will
begin discussions with the individual about transitioning case management to other state agencies. The
TC/SW will contact the appropriate state agency and begin the process to ensure there is a seamless
transition at the end of the 365 days. For DEA the Transition Coordinator will send to the DEA CM
agency the referral form with all required documentation.

The TC and the new DEA Case Manager will meet with the individual and collaboratively put together a
transition plan that will take place after day 365. For individuals who will transition into the LTC case
management system the individual will receive the appropriate contact information for the LTC field
office and the supervisor name, in case the individual has questions before an official case manager is
assigned. ‘ ' e

If the individuaE receives home care services, the TC/SW should inform the home care provider that the
individual’s participation in the RTH is ending this month and that the provider should not span date bill
for this month to ensure that claims will not be denied. N

For NHTP individuals, the transfer to case management process should begin soon after their transition
to the community.

FORMS: Case Management Referral Form and Case Closeout Form
15. Disenrollment

Individuals are allowed to withdraw from the RTH program at any time, for any reason. In addition,
there are circumstances under which an individual may be disenrolled from RTH by the TC/SW

When a person is disenrolled, the TC/SW should complete and submit the RTH Disenrollment/Unable to
Transition form, which includes the date of disenroliment and the disenroliment reason.

The reasons for disenroliment are death; individual no longer needed services, voluntary withdrawal,
unable to transition and other. In addition to the RTH Disenroliment/Unable to Transition form, the
TC/SW will have the individual sign a Disenroliment Notification form. This form explains to the
individual the reason they will no longer be enrolled in RTH.

FORMS: Disenrollment Notification Form
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16. CLOGing in InRhodes

In addition to submitting the paper forms at every step in the transition process and throughout the
case management period, NHTP and RTH staff should be CLOGing important information in the
InRhodes system. CLOG stands for Case Log and refers to any case note you enter into InRhodes. The
Data Entry Clerk will be responsible for CLOGing events such as the date the referral was received and
the date the individual becomes LTC MA eligible. The OCP/RTH Nurse and the Transition
Coordinator/Social Worker are responsible for CLOGing other important events such as the date the
assessment was completed, the date the individual transitions, the date of any hosp'italizations or critical
incidents and any status change. This information will be helpful for all team members to see and is
necessary for the LTC or DEA case warker when they receive the case.

17. Timeline for Submitting Forms

Under the RTH demaonstration grant, we are required to report to CMS periodically on a number of
program efements. In addition, we have weekly reporting we must provide ta HP, the state’s fiscal
intermediary to keep RTH claims accurate and up-to-date. Because of these reporting requirements, we
need to have the data in our Access database updated weekly. In order for the Access database to be
kept up-to-date, we need all clinical staff to submit forms in a timely manner. The Informed Consent
Cover Sheet, Transition Placement Form and Suspension/Reactivation Form should be submitted as
soon as possible after the event (consent, transition, suspension) takes place, but at least within one
week from the time of the event. Please note: most forms require a signature and date.
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18. D'etailed Review of Forms

OCP Referral Form

Completed By Nursing Home Social Worker
Program NHTP and RTH

Signed by NO

individual

This form is completed by the Nursing Home social worker and faxed to the OCP. The Referral
Coordinator reviews the form and follows up with the Nursing Home if any information is missing. She
confirms the fength of the Nursing Home stay and completes the RTH Screening Form. The Referral
Form goes into a new case record, which is distributed to the OCP/RTH Nurse. This form is reguired for
both NHTP and RTH individuals.
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GW-REF FORM
Rev: 7-18-12 V&

Nursing Home Transition
Referral Form
Phone: 462-6393 Fax: 462-4266

Is this referral in response to'Sec Q? [] Yes [ ] No

Today’s Date: Anticipated D/C date: =~ NH D/C Planner Name:

Name of Nursing Home: | Phone:

Client Name: 7 DOB: SSN:

Address: | Apti: Floor:
Cify/'fown: Zip: Telephone Number:

Primary Language: ) Interpreter Needed [_] Yes[ ] No

- Spouse Name:

Primary Contact: Relationship Contact Phone
Address: City/Town State Zip
Has the client experienced chronic homelessness? []Yes [ ] No

{s the client a veteran? ' [ ]Yes[ ]No

Diagnosis: | . BIMS Score:
Admission Date: " Reason for Admission:

If the sole reason for admission was for short-term rehab, what is/was the last Medicare covered day for
short-term rehab? Date:

Admitted from: ] Hospital [ ] Assisted Living [ ] Home [ Rehab Facility [_] Other

Recent Hospitalizations: [ ] Yes [ ] No. If yes, provide name of Hospital:

Reason for Hospitalization:

Name of Health Insurer: Secondary Insurer:

Is the primary payer PACE (program of all inclusive care for the elderly)? [ ] Yes [ ] No
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GW-REF FORM
Rev: 7-18-12 V8
1. Does the client have LongTerm Care Medicaid? ] Yes [_] No

If not;
Has client applied for Long Term Care Medical Assistance (MA)? [] Yes [ ] No.
If yves, when was application submitted?
Where was the application submitted?

If no, is the family or Social Worker aware of the need to submit the application? [_| Yes [] No
Please explain: '

Is client anticipating applying for MA in the future? [ | Yes [ | No
2. What are client’s care planning needs once discharged?
[ skilled Nursing CJerior [ ]DME
[] CNA/Homemaking [ | Lifeline [ ] Adult Day

D MOW {Meals on Wheels) |:l Med Mgmt D Assisted lemg

3. Is the client in need of 24 hour supervision? [ | Yes[ | No

4. Did the client receive services in the community prior to this admission? []Yes[ I No
If yes, provide agency name and services received:

5. Does the client have or had a case worker with Department of Elderly Affairs (DEA) or Behavioral
Healthcare, development disability and Hospitals (BHDDH) or Long Term Care (LTC)? [ ] Yes [ ] No

If yes, which agency [_|DEA [|BHDDH [ JLTC

6. Does the client have a family support system? [ ]Yes[ I|No Please explain

7. Will client be [_] Living alone? [_] With others? OR [_] Need Housing Assistance?

Please describe

8. Is there clinical documentation supporting that a transition to the community would not be appropriate
for this client? ] Yes [ | No

9, Have you referred this client to the Nursing Home Team previously? [_] Yes [ 1 No

If yes, have there been any changes that would now make a transition more appropriate? [JYes[ | No

Please describe:

10. Does client have a Legal Guardian or Power of Attorney? [_] Yes [] No.
If yes, provide:

Name: Phone:

i1. Has family or guardian been notified of referral? [JYes[]No [ ]N/A
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RTH Screening Form

Completed By Referral Coordinator
Program NHTP and RTH
Signed by NO

Individual

This form is used by the Referral Coordinator to determine if the individual would qualify for RTH. The
form consists of a decision tree, which will determine if a case should be distributed to the NHTP team
or the RTH team, based on the information provided on the OCP Referral Form. The length of the
Nursing Home stay may need tc be verified if that information is missing from the OCP Referral Form or
if some of the Nursing Home days were for short-term rehab. If LTC Medical Assistance is pending or if
the individual has not yet applied, the case will still be distributed to the appropriate team. This form is
required for both RTH and NHTP individuals.
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5.1.12

Client Name:

MFP SCREENING FORM

Has the client been a resident of
the nursing home for at least 90
consecutive days?

s \

[ ] Yes [ ]No —NHTP

}

Was the admission for
short-term rehab? If the NI admission was
initially for short-term rehab,

/ \ what was the last Medicare

covered day for short-term

| rehab? / /
D No I:I Yes Has the client been a resident
l for 90 days after this date?
Is the client already LTC - / \4
Medicaid eligible?
-« D Yes ' D No
Application | l
Pending - :
Is the client planning to apply
[ Yes [ No— | for L1 Medicaid? NHTP
Application
MFP Pending<— | | Yes No™ ..
g L] s Give to
Please indicate to which program the client has been assigned: MICI.lelle for
| Section Q
[ mFp (I NHTP

Form completed by:

Team Assigned fo: Date: [ /

If LTC Medicaid Eligibility was PENDING, date application approved:
/ /




NHTP/RTH Protective Services History Form

Completed By Referral Coordinator
Program NHTP and RTH
Signed by NO
Individual

This form is completed by the Referral Coordinator based on information on the OCP Referral Form. i
the OCP Referral Form indicates that the individual is known to DEA or BHDDH, the data entry clerk will
contact the appropriate protective service agency to determine the name and phone number of the
Case Manager. Although there is a comments section on the NHTP/RTH Protective Services History
Form, the referral coordinator should limit comments so as to preserve the confidential nature of this
information. Knowledge of past history of abuse, neglect or exploitation will inform the Transition
Coordinator/Social Worker as she or he determines the appropriateness of the individual’s transition to
the community. This form is required for both NHTP and RTH individuals.
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NHTP/MFP Protective Services History Form

6.22.12

Participant Name:

Today’s Date:

1s the individual known to DEA or BHDDH Protective Services? { | DEA
{ ] BHDDH
. [ ] None
DEA/BHDDH Case Manager Name:

Phone:

Comments:




Case File Checklist

Completed By TC/SW/RN
Program NHTP and RTH
Signed by NO
Individual

This form is used by both the Transition Coordinator/Social Worker and the nurse to keep a record of
the dates forms were completed and submitted and a reminder when the individuals LOC is due to be

re-certified. The form should be placed at the front of the active case record. This form is required for
hoth NHTP and RTH.
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Case File Checklist
(Check box and date when completed)

Date assigned: Date referral received: MFP or NHT (Please circle)

SW Name: RN Name:

Date InRhodes inquiry completed: Level of Care
re-cert due:

Date Options Counseling Provided:

Date given to OCP RN:

Date Comprehensive Transition Assessment complete:

Date Post-Assessment Status Form submitted:

Date MFP Informed Consent signed:

Date Risk Mitigation Plan completé:

Date Emergency backup plan developed:

Date QOL referral form given to Diane:

Date Plan of Care Complete:

Date GWSP Completed:

Date Service Calculator completed:

Date case given to Housing Coordinator:

o o o o0 oo Qo oo g o o oo &

Date list of Transitional Services complete:

00 Date of Home Safety Check list complete:

O Date(s) monthly pending forms:

O Date of Transition Placement form: Discharge Date:
{1 Date 24 hour phone call completed by SW:

1 Date week 1/10 day visit is completed (SW): (RN}

O  Date week 2 visit/phone call is completed (SW): {(RN):
0 Date Week 3 phone/home visit completed (SW): (RN}
O Date 30 day/ Week 4 visit is completed {SW): (RN}:
O Date 30-day Transfer Form sent to LTC or DEA:

T Date(s) monthly status update:

O Date 365 MFP participation ended:

Red text is for RTH only; Blue text is fof NHTP only; Black text is for both,



CTA — Community Transition Assessment

Completed By RN

Program NHTP and RTH
Signed by NO

Individual

The CTA is a comprehensive assessment completed by the nurse and includes elements such as:
functional ability, mental state, safety concerns, community supports, behavior health status, detailed
medical assessment, medications list, a list of previous services and detailed recommendations
-regarding home and community based services. This form is required for both NHTP and RTH.
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i
1w ‘ Rev: 2/27/12
3

o

b s

Rhode Isiand Department of Human Services

COMPREHENSIVE TRANSITION ASSESSMENT

REFERRAL
Admission Date to Hospital Hospital Name:
Admission Date to NH
Referral Type:
Assessment Date: :
NH Name: _ []HCBS L] ASL
NH Location: [ INH [] Re-Assess
NH Address: [T Preventive ] MFP
] Other:
NH D/C Planner: Tel #:
Rm # Floor -
CLIENT IDENTIFYING DATA
Medicare Ins Type: Other Insurance:
Name: DOB: SSN:
Address: Apti: Floor:
City/Town: Zip: Phone:
Primary Language: Interpreter Needed: [ ] Yes[ | No
Primary Contact Person: Is this person a Legal Guardian/POA/DPOA? { IYes NG -
(circle one)
Relationship: Contact Phone:
Address: City/Town State Zip
Veteran || Yes [ ] No Occupation:
Marital status:
[ ] Married [ ] Divoreed [ Separated
[ ] Never Married [ ] Widowed [ ] Unmarried Partner

Did Client Have Previous Involvement with DEA Protective Services? [ | Yes [ | No
If yes, DEA notification date:

Advanced directives

INFORMAL SUPPORTS (FAMILY. FRIENDS, ETC.)

Name Relationship Contact Information
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PRE NH ADMISSION LIVING ARRANGEMENTS

Housing Status
[] Assisted Living [ State Institution ] Group Home [ ] Shelter
[ ] Own Home [ ] Rents Home [] Subsidized Apt |
[ ] Lives Alone [ 1Lives w/ Spouse [ ]Lives w/ Children [ ] Lives w/ Parents

Pt Living Preference:

RN Clinical Recommendation;

POST NH ADMISSION LIVING ARRANGEMENTS

[ ] Home w/ Family [] Group Home
[ ] Home Alone [ ] Needs Housing Assistance
[ ] Assisted Living [] Other:

LTC ELIGIBILITY REQUIREMENTS

LOC complete? [ ] Yes[ | No Date:

" LTC Social Worker: Office Location: : Ph:

Does the client have a co-share? § MA Eligibility Status:
Who pays Medicare B? Estimated Income:

PREVIOUS HOME BASED SERVICES

€S

|| Homemaker

[ CNA

[ ] Skilled Services

L IMOW

[_| Hospice Care

[| Mental Health Services
| L] Senior Center

[ Adult Day Center

|_] Med Reminding/Cueing
U] Transportation

[ IDME

[_]ERS

Recommendations:
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FUNCTIONAL ABILITY/ADL’S

Key
0=Independent 3=Extensive Assistance
1=Supervision 4=Total Dependence
2=Limited Assistance S=Activity did not occur

Supports for eating
Supports for preparing meals

Comments:
2.
S Supports for toileting
Commenits:
3. )
Supports for mobility (specify with or without manual aid)
Supports for transferring
Comments:
4, _ :
Supports for personal hygiene/grooming
Supports for dressing
Supports for bed bath
Supports for showering
Supports for special skin care
Comments:
5. , '
Supports for light housekeeping (including laundry)
Supports for heavy housework '
Comments:
6.
Supports for transportation
Supports for shopping
Comments:
7.
Supports for finances
Supports for telephone ability
Comments;
8.
Identify the degree of support needed in an emergent situation
Identify the degree of support needed during the night
Comments:
S. :
Supports for medication preparation
Supports for medication management
Comments:
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Communication:
Is client able to speak and verbally express him/herself? { | Yes [ ] No
Comments:

Name devices the client uses to communicate/understand others:

BEHAVIORAL HEALTH

(Check all that apply)
[] Agitated ] Disoriented [] Resistant to care
[ ] Alert ] Disruptive @ times [] Verbally Abusive & threatening
[ ] Anxious ] Forgetful [ ] other:
[] Depressed [_] Pleasant & cooperative | | Other:
ETOH/Substance Use: How often: Meetings:
Mini Mental/BIMS Score: Date
Comments:
PASRR [ ] Yes [_]No Date: Information provided by:

REHAB SERVICES

Is the client receiving? PT  OT ST (circle all that apply) Dates:

Was a home evaluation completed? [ | Yes { | No
Recommendations:

RISKS
Does the client have a history of falls? [_] Yes [ ]No Other:

HEARING & VISION

Hearing impaired [ | Yes [ JNo [] Assistive devices Comments:

Vision impaired ] Yes [ |No [ Glasses or device

Indicate client’s current vision quality (w/ glasses if used regularly):

1) [ Adequate — sees fine print 2) [] Impaired - sees larger print

3) []Mod Impaired — limited vision 4) ["] Highly Impaired — sees only light/shadows
DIET

Diet:

NPO: Parental:

Special instructions/preparations:

Comments:
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[J Able to chew [ JAble to swallow [_] Aspiration precautions

[} Own teeth [ ] Dentures [_] Partial plate

Comments:

Name of dentist; Date of last visit:
HEIGHT/WEIGHT

Weight: Height:

Recent gain: |:|-Yes [ INo Recentloss:[ ] Yes [ ] No

HEALTH CARE PROVIDERS / SPECTALISTS

ol N S W R

Behavioral Health Providers

Dentist

Other:

Other:

PCP appointment after discharge: Date ~ Time

Other appointments:
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SLEEP

Is client satisfied w/ sleep quality? [_] Yes | |No # of hours per night

Comments:
MEDICAL ISSUES
Diagnosis:
[] Arthritis ] cHF [_] Gl issues L IMS [ Seizure d/o
[ 1 Asthma []copDp [ ] Head Injury |1 Parkinsons [] Skin disorders
[ ] Cancer L]cva [ |HTN [] Psychiatric ] Thyroid
[] Chemo/radiation
["] Cardiac [ ] Diabetes [ ] Immune disorder [ Renal [] Urinary problems
{] Dialysis
[]O; LF
Comments:
Surgical History Dates
Smoking: [JYes [ INo Do others smoke in the home? [ 1Yes [ No
Quit: [ JYes [ I]No If yes, how long?

Cessation Classes: [ ] Yes[ | No

Are there pets in the home? [_| Yes [_| No
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MEDICATIONS

Method of preparation:

Who will administer medication at home?

Allergies:

Reaction:

Pharmacy:

Is client compliant/following schedule with taking medications? [_] Yes [ ] No
Comments:

SKIN INTEGRITY

(] Intact [ 1Open [] Rash [ ]Incision [ ] Active Infection(s) Site:

Describe/ Comments:
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ELIMINATION

~ Urinary:

[ ] Continent [ ] Incontinent [ 1 Ostomy [] Dialysis
toilet briefs/pull ups ' Type:
commode texas catheter Treatment Site:
bedpan indwelling catheter Times/Wk:
urinal intermittent catheterization

Comments:

Bowels:

[] Continent [] Incontinent [ ] Ostomy
toilet briefs/pull ups
commode
bedpan

Comments:

PAIN

Location:

Intensity: [ Jverbal [ Jfacial 0 1 2 3 4 5 6 7 8 9 10

(none) : (moderate) (Severe)

Does pain interfere with ADLs? [ 1Yes [ |No

Frequency:

Duration:

Relieved w/:

Qutcome:

Glucometer:

DIABETES

Frequency:

B.S. range:

Podiatrist:

Hgb A1C: Checked every

Diabetic shoes:

Diabetic teaching:

Tests:

LABS

Location:

Frequency

Client/Family Teaching:
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IMMUNIZATIONS RECEIVED

{ 1Fluvaccine [ |Pneumovax [ ] Tetanus [ |Other

Goals for Client:
1.

2.

3.

Nursing Summary:

Signature of Nurse Case Manager Date
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TRANSITION RECOMMENDATIONS

Referral Options

Planned NI1 Discharge Date:

Case Management will be referred to: [_| DEA ] LTC Field Office | | BHDDH [ | Preventive L]cee
(for NHTP client only)

[] Medically Complex [_] Other:

Client referred to: [ ] DEA Core [ 1 DHS Core [JAL [ | BHDDO
[ Preventive [ ] Personal Choice [ JHAB [1PACE
[JsL [ ] Other:

Recommended Home Based Service

HE
er

€
L] Homerriélk
L ]CNA

[ ] skilled Services

[ I MOW

|| Hospice Care

[] Mental Health Services
] Senior Center

] Adult Day Center

| Med Reminding/Cueing
[_] Transportation.

[ | DME

_JERS

[ Respite

[ ] Senior Companion

[_] Coumadin Therapy

Required Medical Equipment Date Ordered
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Notes:
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CMA- Case Management Assessment

Completed By TC/SW
Program NHTP and RTH
Signed by NO

Individual

The Case Management Assessment is completed by the TC/SW for a request in change of service or at
the annual assessment date. The CMA assesses the individual’s functional ability, mental state, safety
concerns, community supports and recommendations for ongoing services.
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CMA Rev: 5/2010
Rhode Island Department of Human Services

Rhode Island Department of Elderly Affairs
CASE MANAGEMENT ASSESSMENT

REFERRALIL

Assessment Date: Referral Type: [ | HCBS [] Nursing [_] Preventive [ | Initial
Effective Date: [ ] Re-Assess [_] Sherlock Plan [ ]Other
Location: ] Home LINH [ ] Other (specify: | )
Social Caseworker: _ Tel. No.:
Agency/Unit:

CLIENT IDENTIFYING DATA
Name: DOB: SSN:
Address: Apt#: Floor:
City/Town: Zip: Telephone Number:
Primary Language: Interpreter Needed: [ Yes [ | No |

Primary Contact Person:

Caregiver: [ ] Yes [ ] No

Relationship Contact Telephone Numbér
Address: City/Town State Zip
LIVING ARRANGEMENTS
[ ] Lives Alone [ ] Nursing Home ' Admission Date
[ ] Subsidized Housing ] Group Home Admission Date
[ ] With Others [ ] Residential/Assisted Living Admission Date

Please specify relationship:
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CMA Rev: 5/2010
FUNCTIONAL ABILITY

A, HOMEMAKING CAPABILITIES (Please use Functional Codes).

Functional Codes * Explain Limitations/Extra Needs

Cleaning

Laundry

Shopping

Meal Preparation

B, PHYSICAL FUNCTIONAL ABILITTES (Please use Functional Codes)

Functional Codes * Explain Limitations/Extra Needs

Ambulation

Transfers

Bathing

Dressing

Eating

Toileting

Medication Management

Comments:

CODYE KEY To Be Used When Completing Assessment Forms
Code for individual’s actual level of involvement in self-care over 24 hours for the last 7 days.

0 = Independent -No help or oversight — OR — help/oversight provided only 1 or 2 times during the last seven
days.

1 = Supervision - Oversight, encouragement or cueing provided 3 or more times “OR- Supervision (3 or more
times} plus limited physical assistance provided only 1 or 2 times during the last seven days.

2 = Limited Assistance -Individual highly involved in activity, received physical help in guided maneuvering of
limbs, or other non-weight bearing assistance 3 or more times —OR- Limited assistance (3 or more times) plus
extensive assistance provided only 1 or 2 times in the last 7 days.

3 = Extensive Assistance -While individual performed part of activity, weight-bearing support or full caregiver
performance 3 or more times over part (but not all) of the last seven days.

4 = Total Dependence -Full caregiver performance of the activity each time the activity occurred during the
entire seven-day period. There is complete non-participation by the individual in all aspects of the ADL
definition task. If the caregiver performed an activity for the individual during the entire observation period, but
the individual performed part of an activity him/herself, it would NOT be coded as a “4” Total Dependence.
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CMA Rev: 5/2010

Equipment Needed:

Comments:

C. MENTAL STATUS (Check all that apply)

[ ] Alert [ ] Disoriented [ Forgetful [_] Verbally abusive or threatening
[ ] Agitated [] Depressed [ ] Withdrawn [ 1 Confused
[ ] Anxious [} Disruptive [_] Pleasant and cooperative

SCW Observation/Source of Information:

D. HEARING, SPEECH & VISION

Hearing Tmpaired: [] Yes [ | No Speech Impaired: [ | Yes []No Vision Impaired: [ ] Yes []No

Comments:

E. ENVIRONMENTAL/SAFETY CONCERNS: Please check off those that apply:

[ ] Dangerous stairs or floors [1 Poor lighting and/or electrical-wiring

[_] Heating or cooling [} Problems with water, plumbing or septic system
[] Major appliances (including refrigerator) [} Odor or pests

[_] Stairs to enter or leave house [ Obstacles within home

] Obstruction to entrance of home [ Tnadequate locks on doors and/or windows

[_] Other (please describe other safety concerns):

RECENT ACCIDENTS/FALLS:
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- F. INFORMAL SUPPORTS (FAMILY, FRIENDS. ETC.)

NAME

Pet(s): [_] Yes []No Type(s):

RELATIONSHIP

CMA Rev: 52010

CONTACT INFORMATION

HEALTH CARE AND COMMUNITY SUPPORTS

Services
[] Physician
"] Specialist

[ ] Dentist

[] Skilled Nursing / P.T. / O.T. / Speech

[ ] Medical Equipment

[ ] Mental Health/Substance Abuse

[ ] Out-Patient Treatment

(Radiation/Chemotherapy/Dialysis)

[ ] Medication Reminder/Cueing
[_] Adult Day Care

] Senior Center

[ ] Meal Site

[ ] Transportation

7] Other

Provider(s)

SUMMARY / RECOMMENDATIONS (Give reasons for level of care/need for services). Include

caregiver’s participation in care plan,

Signature of Sacial Caseworker

Date
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DHS Authorization to Obtain or Release Confidential Information {Agency Release)

Completed By RN

Program NHTP and RTH
Signed by YES

Individual

This form is completed by the OCP/RTH nurse. It is also signed by the individual and is the written

authorization to share personal information with service providers. This form is required for both NHTP
and RTH,
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DHS-25
Rev. 05/03

RHODE ISLAND DEPARTMENT OF HUMAN SERVICES
AUTHORIZATION TO OBTAIN OR RELEASE CONFIDENTIAL INFORMATION

This form is not intended to be used as a Medical Release form.,
Please do not include any Medical information on this form.

I hereby authorize the Rhode Island Department of Human Services to obtain from, or release to:

Name

Person. Agency. or Organization

Address

the following information pertinent either to me or to the person listed below for whom [ am responsible:

Financial
{Specify) {Datesy
Social
{Specify) (Dates)
Other
{Specify) {Dates)
Name (printed)
Person about whom information i3 requested
Date of Birth Social Security Number VA Claim Nuamber
Address
Reason for Request

1 understand that records are protected under the General Laws of Rhode Island and cannot be disclosed without
written consent, except as otherwise specifically provided by the law. Any information released or received as a result
of this consent shall not be further relayed in any way to any person, or organization outside of the department, without
an additional written consent from me, unless it is for the purpose of processing my application for assistance or
services. This consent is voided at the termination of assistance or withdrawal from services or can be terminated at
any time.

Signature of Client, Parent, or Guardian Relationship to above Date

Name (printed)

DHS Agency Representative Title
District Office Address




DHS Authorization for Disclosure/Use of Health Information (Medical Release)

Completed By RN

Program NHTP and RTH
Signed by | YES

individual

This form is completed by the OCP/RTH nurse. 1t is also signed by the individual and is the written
authorization to share medical information with another agency or provider. One of these forms should
be completed and signed for each agency that will be providing medical services to the individual {e.g.
home care agency). This form is required for both NHTP and RTH.
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DHS-25M (Rev. 06/03)
RI DEPARTMENT OF HUMAN SERVICES
AUTHORIZATION FOR DISCLOSURE/USE OF HEALTH INFORMATION
DIRECTIONS: COMPLETE ALL SECTIONS, DATE, AND SIGN

L I , hereby voluntarily authorize the disclosure of
(Name af Applicart/Fatient)

information from my record.

My Date of Birth: / / My Social Security Number: - -
H, My information is to be disclosed by: And is to be provided to:’
(Name of Person/Organization) (Name of Person/Organization)
(Address} (Address)
(Cfty: Srate: ZIP) (City. Sta{e, ZIP)
IIl.  The purpose or need for this release of information is:
[ I am applying for Medical Assistance [ My own personal and private reasons
LI am applying for other DHS Services [0 Other (specify):
Iv. The information to be disclosed: (check only ONE of the following boxes)
(] Entire Health Record ] Health Insurance Information
[ All of the information (except the boxes T checked) in Section VI below
{1 Other (specifi):

[ Psychotherapy notes ONLY (by checking this box, I waive my psychotherapist-patient privilege)

1 would also like the following sensitive information disclosed (check the applicable box(es})
(3 Alcohol/Drug Abuse Treatment/Referral 1 HEV/AIDS-related Treatment
[ Sexually Transmitted Diseases [ Mental Health (Other than Psychotherapy Notes)

V. lunderstand that if T am applying for enrollment, recertification, or other services, this release covers all my
medical/health care providers, including the provider named above as well as any other person, facility, program or
plan I have told you about on my written applications(s) for Department of Human Services programs, and on the
necessary DHS forms, specifically the AP-70 forms and the MA-63 forms. I understand further that this authorization
is required as a condition of obtaining eligibility and services and shall be used by DHS only for such purposes.
Therefore, failare on my part to sign this authorization may affect my eligibility and/or the scope of services I may
obtain. Additionally, I agree to the use of a fax or a photocopy of this form for the release or disclosure of the
information. '

1 also nnderstand that I may revoke this authorization in writing at any time to the DEPARTMENT OF HUMAN
SERVCIES and that, if I do, DHS may condition my eligibility and access to services on my decision to revoke. In
addition, any information disclosed to DHS before I revoked this authorization, as well as any information disclosed to
other parties by this authorization, may no longer be protected by the Iealth Insurance Portability and Accountability
Act (HIPAA) Privacy Rule {45 CFR part 164], and the Privacy Act of 1974 {5 USC 552a]. If this authorization has not
been revoked, it will terminate one year from the date of my signature unless I have specified a different expiration

date or expiration event on the line below.

(Enter if different from one year after the date below)

Signature of Paticnt Date

Signature of Authorized Representative Relationship to Patient Date




VL. Specific Information I do NOT want disclosed: (check the applicable box(es)}
[ Discharge Summary w/lab data T Progress Notes [ Laboratory Data [ Psychiatric Exam
[ History & Physical Examination [J Treatment Plan [ Psychological Test [ Social Service History

[1 Vocational [ Medical [1 Educational [J Financial

{7 Minimum Data Set [} Nurses® Notes O3 Care Plans L1 Dental Records
[0 Photos/Videos/Digital Images [ Billing Statements [ Consultant Reports (] Dietary Records
{1 Emergency Care Records [0 X-ray Reports [ Diagnostic Results -

Instructions for Completing Form DHS-25M
AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION

1. Print legibly in all fields using black ink.
2. Section I — print name of the patient whose information is to be released.

3. Section I - print the name and address of the person/organization authorized to release the information,
Also, provide the name of the person, unit and address that will receive the information.

4. Section 11I — state the reason why the information is needed (e.g., disability claim, continuing medical care)
5. Section 1V — check ONE of the listed boxes.

a. Entire Record — the patient’s complete medical record except for the sensitive information (e.g,,
alcohol/drug abuse treatment referral, sexually transmitted diseases, HIV/AIDS-related treatment, and
mental health/ other than psychotherapy notes)

b. All of the information (except the boxes I checked) in Section VI below — the patient should check only
those boxes the patient does NOT wish to have disclosed

c. Other (specify) — specific information specified by the patient (e.g., CHS, billing, employes health)

- d. Psychotherapy Notes ONLY — in order to authorize the use or disclosure of psychotherapy notes, only this
box should be checked on this form. Authorizations for the use erdisclosure of other health record
information may NGT be made in conjunction with authorizations pertaining to psychotherapy notes.
Psychotherapy notes are often referred to as process notes, distinguishable from progress notes in the
medical record. Theses notes capture the therapist’s impressions about the patient, contain details of the
psychotherapy conversation considered to be inappropriate for the medical record, and are used by the

provider for future sessions. These notes are often kept separate to limit access because they contain
sensitive information relevant to no one other than the treating provider.

e. RELEASE OF SENSITIVE INFORMATION - check alcohol-drug abuse treatment/referral, HIV/AIDS-
related treatment, sexually transmitted diseases, mental health {other than psychotherapy notes) — patient
must check the appropriate box!

6. Section V —sign and date. If a different expiration date is desired, specify a new date.
7. Section V — Authorized Representative (e.g., legal guardian, power of attorney)

8. Section VI — Specific mformation the patient does NOT want disclosed.

9. A copy of the completed Form DHS-25M will be given to the patient.




Service Calculator Tool

Completed By RN
Program NHTP/RTH
Signed by NO
individual

This manual includes a printed version of the Service Calculator Tool. Each clinical staff person has the
Service Calculator Tool as a spreadsheet on their desktop. This tool helps to determine the amount of
services to be received and the associated cost, for each NHTP/RTH individual.
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Department of Human Services Individual Plan of Care {GW-SP)

Completed By RN
Program NHTP
Signed by YES
Individual

This form is completed by the nurse. It outlines the specific care plan that has been approved for an
NHTP individual. It includes cost and individual share information and should be signed by the individual.

This form will be entered into the Community Supports Management System (CSM) by the Data Entry
Clerk.
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GW-8P

DEPARTMENT OF HUMAN SERVICES rev: 118
INDIVIDUAL PLAN OF CARE
NAME: CASE# DATE:
WAIVER START DATE:
SCw: : RL: TEL: FAX:
[] INITIAL ASSESSMENT [] REASSESSMENT [] CHANGE [l CORE L] PREVENTIVE [] DEA
1.  Service: PERSONAL CARE B. Service: ADULT DAY CARE
Provider: Provider:
Provider: Frequency:
Frequency;
2. Service: HOMEMAKING SHOPPING, MEALS 7. Service; CASE MANAGEMENT
Provider: ' Provider:
Provider: Freguency:
Frequency;
3. Service: MEALS ON WHEELS 8. Service: RESPITE SERVICE
Provider: Provider:
Frequency: Frequency:
4. Service: ERS 9, Service: SENIOR CONMPANION
Provider: Provider:
Frequency:
5. Provider; MINOR ASSISTIVE DEVICES 10.  Service: OTHER*
Device: Provider:
Freguency:
TOTAL HHA HOURS: IMONTH CLIENT'S MONTHLY SHARE $:

*

Other CORE services: Comm. Transition Services, Shared Living, Assisted Living (l. or F), Private Duty Nursing, Respite, PT/OT. i

Waiver Service Base Rate Hours Per Week Month/Total

1 PERSONAL CARE $ 17.24/HR (X 4.333)
2 | HOMEMAKING, SHOPPING, MEALS $ 16.16/HR (X 4.333)

_ COMBINED $ 16.64/HR (X 4.333)
3 MEALS ON WHEELS $ 4.50/MEAL Meals per month
4 ERS $ 35.00/MONTH
5 MINOR ASSISTIVE DEVICES $
4] ADULT DAY CARE $ ***Included In State Plan™* -0-
7 CASE MANAGEMENT $ 60.00/HR
8 RESPITE SERVICES $
9 SENIOR COMPANION $ 8.50/HR (X 4.333}
10 | OTHER® $

Participant/Representative Signature SCW/Supervisor Signature

Page lof 1



Rhode to Home Care Plan (1. Service Plan, 2. Risk and Mitigation Plan, 3. Emergency Back-up Plan)

Completed By RN/TC
Program RTH
Signed by YES
Individual

This is the comprehensive care plan for RTH individuals. It includes a service plan which identifies the
needs of the individual, the designated service provider or informal support to address those needs, the
frequency in which the support or service will be provided and a goal that addresses each area. The RTH
home care plan also includes an individualized risk assessment with a mitigation plan that addresses
each identified risk with an individualized plan to mitigate or prevent those risks from occurring. The last
part of the RTH home care plan is the Emergency backup plan. This plan is developed in collaboration
with the individual and any family, friend and/or caregiver. There is also a basic information form that is
also completed in conjunction to this plan and this is the coversheet that is used when sending the
emergency backup plan to the Alliance. The entire Care Plan is person centered which means the
individual or their guardian takes an active part in developing the care plan and the plan is based on
personal preference, choice and interests. The TC and the RN work collaboratively in putting all
components of the care plan together.
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MFP -THE RHODE TO HOME

CAREPLAN

PART 1. SERVICE PLAN

MFPCP-1
Rev: 12/30/11

Name: Case#: Date:
|11 Initial Assessment [ ] Reassessment L] Change
] DHSCore [ Preventative [ ] DEA Core [ ] Persomal Choice [ | HAB || BHDDH
1. SERVICES
1.Goal: 7. Goal:
Service: Service :
Provider Personal Care Provider: Adult Day Care
Provider Frequency:
Frequency: Duration:
Duration:
2. Goal: 8. Goal:
Service: Service
Provider: House Hold Tasks Provider: Case Management
Provider - Frequency:
Frequency: Duration:
Duration:
3. Goal: 9, Goal:
Service: Service
Provider Meals on Wheels Provider: Respite Service
Frequency: Frequency:
4.Goal: 10. Goal:
Service: Service
~ Provider: Emergency Response System Provider: Senior Companion
Frequency: Frequency:
Duration: Duration:
5.Goal: 11 Goal:.
Service: - — - Service -
Provider: Minor Assistive Devices Provider: Transportation
Device: Provider
Device: Frequency:
6. Goal: 12. Goal:
Service: Service:
Provider: Medication Management Provider: Other:
Frequency: Frequency:
Duration: Duration:




4

MFP -THE RHODE TO HOME
CAREPLAN
PART 1. SERVICE PLAN

13.Goal: 15.Goal:
Service:  ["Home Modification Service!  Nental Health/ BH Need
Provider: Provider:
Frequency: Frequency:
Duration: Duration:
14.Goal: 16.Goal:
Serv1.ce: Recreational/Cultural Service: Special Needs
Provider; . Provider:
Frequency: Frequency:
Duration: Duration:

! * _Other CORE setvices: Comm, Transition Services, Shared Living, Assisted Living (L or F), Private Duty Nursing, Respite, PT/OT.

Waiver Service Base Rate Hours Per Week Month/Total
1 PERSONAL CARE $ 17.24/HR (X4.333)
2 HOMEMAKING, SHOPPING, MEALS $ 16.16/HR. (X 4.333)
COMBINED ‘ $ 16.64/FHR (X 4.333)
MEALS ON WHEELS $ 4.50/MEAT Meals per month
4 BRS $35.00/MONTH
5 MINOR ASSISTIVE DEVICES 3
3 ADULT DAY CARE s **Inchuded in State o-
7 CASE MANAGEMENT $ 60.00/HR
8 ' RESPITE SERVICES $
9 SENIOR COMPANION $ 8.50/HR (X 4.333)

TOTAL HHA HOURS:

/MONTH

Participant/Representative Signature

CLIENT’S MONTHLY SHARE §:

SCW/Supervisor Signature




MFP- THE RHODE TO HOME
CARE PLAN

PART 2. RISK AND MITIGATION PLAN

l. Primary Care

Physical Health

Strengths: (check all that apply)

[l

g
g
d

Supports available to assist with physical
limitations

Current medical diagnoses are being followed
by medical professionals

Currently has ability to manage physical health
within the community with assistance

Access to medical tesfing and heath reports
are available

Needs Interventions:

1.

2
3.
4

MFEPCP-2
Rev: 12/30/11

Needs: (check all that apply)

O

L
O
U
O

No available supports to assist with
physical limitations

Medical professional assistance is
needed to follow current diagnoses
Currently unable to manage physical
health within the community even
with assistance

Access to medical testing is delayed or
unavailable )
Access to medical reports is delayed or
unavailable

Mental Health

Strengths: (check all that apply)

U

o O O o

Supports available to assist with mental
health diagnosis

Current mental health diagnoses are
being followed by medical professionals

Client has ability to manage mental heelffy
diagnosis within the community with
assistance

History of Substance Abuse issues and
currently sober for +1 yr

Client has access to substance abuse
supportive services in facility/community

Needs Interventions:

1.

2
3.
4

Needs: (check all that apply)

O

o oo o o o

No available supports to assist with
mental health diagnosis

Mental health professional
assistance is needed to follow
current diagnoses

Currently unable to manage mental
hezlth diagnosis within the
community even with assistance
Current substance abuse issues, or
history of substance abuse issues w/
less than 1 yr. sobriety

Diagnosis of Dementia or Cognitive
issues :

Client has no access to substance
abuse supportive services in
facilityfcommunity

Cther Mental Health/Cognitive
Issues {explain below)




MFP- THE RHODE TO HOME
CARE PLAN
PART 2. RISK AND MITIGATION PLAN

. Human Services

Consumer Engagement and Awareness

Strengths: (check all that apply)

|

L]

Client is able to advocate for their own
needs and/or has supports to assist in
advocating

Client is awaref/accepting of limitations
and is motivated to participate in their
transition planning

Client is aware and can demonstrate
appropriate use of Independent Living Skills

Client is able to communicate despite
language barriers or imitations

Needs Interventions:

1.

2
3.
4

Needs: (check all that apply)

O

t

O o

Client is unable/unaware or
unmotivated to advocate for their
own needs

Client is unaware or has unrealistic
view of their own limitations and
needed supports

Client has a lack of or cannot
demonstrate appropriate
knowledge/use of Independent Living
Skills

Client has limitations with
communication skills or language
Other engagement/awareness issues
{explain below)

Services, Supports and Financial

Strengths: (check all that apply)

O
O
g
O
O
O

Client has appropriate access to
transportation services
Client has access to supportive health

aid services while in facility and will need

community supportive services

Client has appropriate assistive technology
and DME available at a facility and in the
community

Clent has appropriate informal supports
(friends, family, efc.)

Client has approved Long Term Care
Assistance

Client has income/resources that are
appropriate to support their needs

Needs Interventions;

1.

2
3
4

Needs: (check all that apply)

O

goocoog o o O

Client has a lack of appropriate
transportation services

Client has a lack of supportive health
aid services/ assistance in facility or
community

Client has a lack of appropriate
assistive technology and DME
available at a facility or in community
Client has a lack of appropriate
informal supports (friends, family
etc.)

Client lacks appropriate health insurance
benefits '

Client facks appropriate financial
resources o support their needs

Client has unpaid/past due bills and no
resources for payment

Cther Supportive Services Issues
{explain below)




MFP- THE RHODE TO HOME
CARE PLAN
PART 2. RISK AND MITIGATION PLAN

. Formal and Informal Supports

Waiver Program, MFP Office or Transition Coordination

Strengths: (check all that apply)

[] Client has applied and been accepted for
Waiver Program (specify Waiver
program below)

Needs: (check all that apply)

[} Clientis ineligible for or denial of
Waiver Services (specify Waiver
program helow)

[ ] Client has applied and been accepted for [J  Current Waiver programs do not
MFP Services meet clients needs
[] Clents friends and/or family members are [] Awaiting referral approval,
supportive and involved in the transition evaluation, etc. from Waiver Office,
planning MFP Office, or agency.
(] Transition Team, agency staff, facilty staff are (] Transition plan not approved
supportive and involved in the transition
planning
L1  Facility/Agency coordinator(s) have not
been available for follow-up referrals
[1  Physicians, Mental Health providers,
Facility staff, State Agencies are
opposed/unresponsive to transition plan
(]  Familyand friends are
unsupportivefunresponsive to transition
planning
L]  History or current DEA involvement,
andfor DEA referral advised.
{1 Client decfines services
Needs Interventions:
1.
2
3.
4

V. Recreational and Cultural Supports

Strengths: (check all that apply)

{1 Client has appropriate access and
opportunity to cultural and recreational
events (facility/community)

[J Client has supportive family and friends
of simitar cultural background

[0 Clent participates in cultural and/or
recreational events

Needs Interventions:

1.

Needs: (check all that apply)

[] Client has no access to cultural
and/or recreational events
(facility/community)

Client is unmotivated/unwilling to
participate in social events

Client has language and/or
communication barriers

Other Recreational or Cultural Issues
(explain below)

O O O

2
3.
4




MFP- THE RHODE TO HOME
CARE PLAN
PART 2. RiSK AND MITIGATION PLAN

V. Special Needs and Referrals

Legal or Criminal Issues

Strengths: (check all that apply) Needs: (check all that apply)

[l Client has no current legal issues [} Client has a history of criminal
pending involvement

[] Client has copies of all appropriate legal [J Client has probate court issues
documeniation (birth certificate, SS card, pending
ldentification card, etc) ,

(] Clienthas no criminal history ] Client is missing or waiting for

appropriate legal documentation
(birth certificate, S5 card, |D card,

efc.)
[J  Other Legal/Criminal Issues (explain
below)
Needs Interventions:
1.
2
3.
4
BHDDH and Special Circumstances
Strengths: (check all that apply) Needs: (check all that apply)
[J Clientis eligible for BHDDH services L[]  Awaiting referral approval,
evaluation, etc from BHDDH
] Client is motivated and involved in ] cCiientis unwilling/unmotivated to
referral process for specialized treatment participate in specialized placement
facilities/program referral process.
[l Client referral is needed for specialized [[] Other Special
placement in a Supervised Mental Health Circumstances/Referrals {explain
Facility/Residential program below) \
[] Chentreferal is needed for Substance Abuse

treatment facility or Sober House

Needs Interventions:

1.

2
3.
4




BASIC INFORMATION FOR MFP PARTICIPANTS

Individual’s Name Date of Birth County
Address Telephone No.
City State Zip Code

Primary Physician Name

Primary Physician Phone Number

Pharmacy Name and Address

Pharmacy Phone Number

Preferred Hospital and Address '

Hospital Phone Number

Attorney for Health Care Decisions

Name/Phone of Person or Guardian with Medical Durable Power of

Religious Preference (if applicable)

ete.)

Special Instructions for Communication (Interpreter Phone Nurﬁbe_rs_,

PrimaryrDiagnosis

Funetional Ithrmation

Communication Needs

LIST OF SERVICES AND/OR SUPPORTS NEEDED FOR
THE HEALTH, SAFETY AND WELL-BEING OF PARTICIPANT

requency/Description

Horme Health Services
{personal care and home health aide)

Skilled Nursing Services

Transportation

Home Medical Equipment

Other:

Other:

Transition Coordinator Name:

Phone: 401-462-1841




PART 3. EMERGENCY BACK-UP PLAN

Home Heélth Agency
{personal care and home health aide)

Skilled Nursing Services

Transportation

Home Medical Equipment

Other:

Other: . -

“24 hburs a day/7 days a week 401-533—0566 -

Including nights, weekends and Holidays

Alliance for Better Long Term Care

I understand how to activate my Emergency Backup Plan.

Signature of Individual/Guardian Date

I have reviewed this Emergency Backup Plan with the MFP participant.

Signature of Transition Coordinator Date

11-1-12v2



PART 3. EMERGENCY BACK-UP PLAN

IMPORTANT NUMBERS

Phone Number |

All Types of Emergent Situations

Police/Fire Rescue

911

Reports of abuse, neglect and explmtatlon for individuals under
60 and disabled

BHDDH

401-462-2629

Reports of abuse, neglect and exploitation for individnals 60 and
older

DEA Protective Services

401-462-0555

Program for Elders experiencing a crisis

DEA After Hours Program for
Elders in Crisis

401-462-3000

For complaints about Assisted Living Residences, Nursing Homes,
Home Care Agencies & Hospice

Alliance for Better
Long Term Care

401-785-3340

issues with heating, foed, housing, mental health services or other
community services

Complaints against a licensed health care professional or healihcare Department of Health 401-222-5200
facility
Information helpline to locate resources in your community regardmg United Way 211 211

Reportlng Critical Incidents to the Alliance for Better Long Term Care
401-533-0506
Available 24 hours a day, 7 days a week, including nights, weekends and holidays

Should any of the below situations occur either you Or your caregiver should call, Wlthm 24 hours or
earliest possﬂ:)le tlme thereafter the Alhance for Better Long Term Care :

*Please refer to the Crmcal In(:ldent Reportmg Fact Sheet for specific definitions of the following:

e Hospitalization
» ER visit
e Involvement with criminal justice system

Missing person
Attempted suicide
Death

Medication administration error( that results in an ER visit or hospitalization)
Natural disaster (that leads to housing displacement)

MFP Transition Coordinator:

Phone: 401-462-1841

Available Monday-Friday 8:00am-4:00pm

11-1-12v.2




24-Hour Emergency Backup Plan Fact Sheet

Completed By

Program RTH
Signed by NO
Individual

This fact sheet explains the process of activating an individual’s 24-hour Emergency Backup Plan. It
should be left with the individual along with a copy of their Care Plan Part 3. Emergency Back-up Plan.
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Your 24-Hour Emergency Backup Plan
for Services and Supports

As part of your 24-Hour Emergency Backup Plan, you have identified 3 levels of support
for you to contact to ensure that those services and supports that are necessary to keep
you safe are taken care of in emergency situations.

You will activate your 24-Hour Emergency Backup Plan when a service or support-is not
provided at a time that is critical to your safety and wellbeing. |

First Level of Support—Your Own Backup System:

First, you will call your own backup system. This includes people such as friends and
family members. Your Emergency Backup Plan will list their names and telephone
numbers. If you are unable to reach these people, after several attempts of calling, or if
they are unable to a551st you then you wﬂl move to the 2nd level of support 1dent1ﬁed on
your p]an S

Second Level Of Support—Your Servtce Prov:der(s)

Your next step will beto call the agency or agencies that are identified on your
Emergency Backup Plan. This agency may be the agency scheduled to provide the. -
service or another agency that is able to provide the needed service or support. Your - -
Emergency Backup Plan will list these agencies’ names and telephone numbers. If you
are unable to reach these people after several attempts of calling, or if they are unable to
assist you, then you will move to the 3rd level of support identified on your plan.

Third Level of Support—Alliance for Better Long Term Care:

If your own backup system and your service/support provider are not able to assist you,
you will call the Alliance for Better Long Term Care. The Alliance for Better Long Term
Care will provide emergency backup support to all MFP participants, should a
breakdown occur in the first two levels of support.

In order to better assist you, the Alliance will ask you some questions about the calls you
made to your first two layers of support and other questions that will enable them to
better assist you. As a follow up to your call, the Alliance will also let your Transition
Coordinator know what happened. Your Transition Coordinator will then contact vou to
follow up and review your Emergency Backup Plan to see if any changes should be
made.
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Critical Incident Reporting Fact Sheet

Completed By

Program RTH
Signed by NO
Individual

This is another fact sheet, to be left with the individual. This fact sheet is for RTH individuals. It describes
types of reportable incidents and the process for reporting.
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Critical Incident Reporting Fact Sheet

How to recogm'ze“ Abuse, Neglect and Exploitation:

Abuse: Abuse can be any action that harms or threatens your physical or emotlonal
health or welfare. For example, physical abuse could include hitting you, shoving or
shaking you, slapping or kicking you. Sexual abuse could include unwanted touching
and emotional abuse could include if someone Verbally assaults you or intimidates you.

Neglect: Neglect is when a caregiver does not give you the things you need to be healthy
and safe like food or medicine. It is also neglect when a caregiver does not report
changes in your health or doesn’t to try to protect you from abuse, neglect or
exploitation by others. For example, it is neglect if a caregiver does not tell your doctor
or nurse that you have fallen or been hurt.

Self-neglect: Self-neglect is when you fail to provide adequate care to yourself. For
example, it may be self-neglect if you are living in hazardous, unsafe or unsanitary
conditions or refuse or fail to provide yourself with an adequate supply of food or water.

Exploitation: Exploitation is when someone uses your money or property without your
permission. For example, someone who illegally withdraws money out of your account
or forges one of your checks or steals things from you is exploiting you.

How to Report Abuse Neglect or Exploitation:
If you feel that you have expeneneed any of the above 31tuat10ns you should contact:

« L If; you are 60 years old or older you will call the Department of Elderly Affairs
(DEA) Protective Services at (401) 462-0555.

« - Ifyou are under 60 years old and disabled, you will call the Department of
“ Behavioral Healthcare Developmental Dlsablhtles and Hospitals (BHDDH) at
{401) 462-2629.

Reporting all other Critical Incidents: CALL (401) 533-0506

The Alliance for Better Long Term Care is available 24 hours a day, 7 days a week, to
receive calls from you or your caregiver should any of the following situations cceur.
Reports should be made within 24 hours of the situation occurring,.

You went to the hospital, either planned or unplanned.

You went to the emergency room for any reason.

You had to deal with the police for any reason.

You have suddenly disappeared and no one knows where you are.
You had to leave your home because of a disaster, like a fire or flood.

As a follow up to your call to the Alliance, the Alliance will contact your Transition
Coordinator who will then follow up with you to review your care plan and make sure it
still meets your needs.
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DHS/DEA Notification of Recipient Choice (CP12)

Completed By RN

Program NHTP and RTH
Signed by YES

Individual

This form is completed by the nurse and is signed by the individual at the initial assessment. It serves as
the record that the individual has been notified that they have a choice regarding whether or not to stay
in the nursing home. This form is required for both NHTP and RTH individuals.
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RHODE ISLAND DEPARTMENT OF HUMAN SERVICES
RHODE ISLAND DEPARTMENT OF ELDERLY AFFAIRS (CP12A)

NOTIFICATION OF RECIPIENT CHOICE

Date
Recipient Name
Address
Name of facility if applicable
Street
City/Town Zip Code

Social Security Number

Recipient Notification

Iunderstand that I have been assessed and found to require the services
provided in a Nursing Facility. I have now been offered a choice between
community-based care or patient care in a Nursing Facility.

T have chosen:
Continued placement in a Nursing Facility
Remain in community and receive in-home care which
may include Home Health Aide services, Homemaker
services, minor assistive devices, minor modifications to
the home and other Medical Assistance Program covered
services through a Medicare Waiver Program.
Receive services in an Assisted Living Facility.
Receive services of the PACE Program.

Receive Services of the Shared Living Program

Receive Services of the Personal Choice Program

Signature of Recipient or Representative



Post-Assessment Status Form

Completed By RN

Program NHTP and RTH
Signed by NO

Individual

This form is completed by OCP/RTH nurse once the assessment has been completed. This form records
whether the individual is appropriate to transition, not appropriate to transition at this time, or a
decision regarding transition has not yet been made. The data from this form trigger a person’s status
being changed in the Access database from New Referral to either Active/Waiting, Active/Waiting
Community Placement, or Not a Candidate. This form also records the date an individual sighed the
RTH Consent Form or declined participation. There is a comment field for each section. The OCP/RTH |
nurse should provide detailed notes regarding the transition decision. These comments will be entered
into the Access database and will appear on the Nursing Home Operations Report. If the OCP/RTH nurse
indicates that the individual is not a candidate for transition, they must select one of the reasons listed
on the form. This form is required for both NHTP and RTH individuals.
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MFP/NHTP Post-Assessment Status Form 5.1.12

Client Name: Today's Date: / /
Date CTA completed: / / Date CMA completed: / /

A. D Individual is appropriate to transition

[ individual has housing

D Individual needs housing: ___ housing list ___ group home ___ ALR ___ shared living
Please provide detailed comments:

B.| |Individual is not a candidate for transition

Reason: [ ] teft NH prior to eligibility [ 1 MA denied
|:| Patient refused to pay share [_] Patient chooses to stay in NH
[] Determined unsafe transition [_] Patient refused services
D Worsening medical condition | ] Not appropriate for program

Comments:

C. D Decision regarding transition has not yet been made
Comments:

If you select “C”, please complete this form again at a future date when the decision has
been made. '

Signature Date

Please submit this form to the MEFP Project Office for data entry.



informed Consent Form

Completed By RN
Program RTH only
Signed hy YES
Individual

This form is signed by the RN and the individual or the individual’s guardian/representative. The form is
the written record of the discussion the nurse had with the individual ocutlining the RTH project,
efigibility requirements, duration of the individual’s participation, reasons for disenrollment and how the
individual can register a complaint or withdraw from the program.

The Informed Consent Form should be carefully reviewed with the individual, and both the individual
and the nurse should sign the form. Each case record will include two copies of the form—both should
be signed by the individual and both should also be signed by the nurse. One copy should be left with
the individual, and one should go into the case record.

In cases where the individual has a guardian or representative, that person may sign on behalf of the
individual.

After the Informed Consent has been signed, please indicate the date it was signed on the Post-
Assessment Status Form. This date will be entered into the Access database and will flag someone as

RTH for all reporting and tracking.

This form is completed for RTH individuals only.
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NAME: SSN:

CSTVE Oa STATE OF RHODE ISLAND AND PROVIDEN CE PLANTATIONS

& @, Executive Office of Health and Human Services

=3
I
77

"7 & INFORMED CONSENT FOR PARTICIPATION IN THE
= REHODE TO HOME

Ky

\)D E “Np MONEY FOLLOWS THE PERSON DEMONSTRATION PROJECT

[ have a desire to receive my services in a community-based sefting rather than in the nursing home.
I have received information regarding the Rhode to Home program (RTH).
I have received information and understand the purpose and benefits of the RTH program,

[ understand this program is voluntary and choosing not to take part will not affect my eligibility for
Medicaid or home and community-based services.

I understand that I may have a monthly contribution towards the cost of any services.

I understand that I currently qualify for the RTH program because: 1) I have resided in a nuréing home for
more than 90 days, 2) I am eligible far Medicaid, 3) my current medical needs can be met in the
community at this time, and 4) T intend to move into a RTH qualified residence. I understand that if any of
these conditions change prior to my discharge date, that I may be dis-enrolled from the RTH program, but
I do understand that I may pursue community options in the future.
Iunderstand that by enrolling in this program I will :
- ¢ bean active member in the development, implementation and monitoring of a service plan that
is designed specifically for me,
o have a Transition Coordinator assigned to me who wilk:

* assist in the development, implementation and monitoring of my service plan,

* assist me in moving from where I live now info a qualified RTH residence,

= ensure that services that I am eligible to receive have been arranged for,

* check in with me to ensure that the service plan is working and meeting my needs.

o be eligible for demonstration services, provided through the RTH demonstration program that
will include:

= aTransition Coordinator for 365 days,

* an emergency backup system which will be available to me 24 hours a day, 7 days a
week, and

* anagency contact to which I can report criticaf incidents.

[ understand that niy participation in this RTH demonstration program is for 365 days. After the 365%
day, I may continue to receive qualified home and community-based services as long as 1 remain eligible
for Rhode Island Medicaid Long Term Care. If I do not meet the eligibility requirements for Long Term

Care, I may be eligible for other services which my Transition qurdinator will describe for me and will
assist me in obtaining.

Page 1 of 3 ' 11.61.12v2



NAME: SSN:

QUALITY OF LIFE SURVEY

T'understand that I will receive the opportunity to answer survey questions about my housing, access to
care, community involvement, my health and overall well-being.

I'understand that the results of this survey will help the state evaluate how well this program is meeting
the needs of individuals like me,

T'understand that this survey will be conducted by an independent evaluator on three separate occasions:
1} before 1 leave the nursing home, 2) 11 months after I have transitioned from the nursing home, and 3)
24 months after I have transitioned from the nursing home.

PRIVACY

I have been informed that information about me will be shared with the federal Centers for Medicare
and Medicaid Services (CMS) and Mathematica Policy Research, a contractor for CMS, to evaluate
the MFP program nationwide. My information will be confidential and will be protected under
HIPAA, the Health Insurance Portability and Accountability Act.

LEAVING THE RHODE TO HOME PROGRAM

I understand that my participation in the program is voluntary and that at any point I can choose to
withdraw from the program.

1 understand that withdrawing from the program will not affect my eligibility for other Medicaid and

home and community-based services. I can obtain a withdrawal form from my Transition Coordinator at
any time.

EMERGENCY CONTACT INFORMATION

Tunderstand that I will be involved in developing an emergency backup plan that I can use in
emergency situations.

I understand that I can also contact my Transition Coordinator for non-emergency situations or if I
feel that services are not meeting my needs or if my equipment breaks.

COMPLAINTS

If T have any complaints or concerns about my participation in the RTH program 1 can contact my
Transition Coordinator or the RTH Project Office at 401-462-1841.
I have been informed that 1 may file a grievance or appeal of a decision, The Transition Coordinator

has explained to me how to file a grievance or appeal. I have a written summary of how to start the
process.
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NAME:

SSN:

CONSENT

T have been fully informed about participation in the RTH program. My Transition Coordinator has
explained to me my rights and responsibilities under this program. My signature, or the signature of a
family representative, guardian or advocate, if applicable, indicates full consent to participate in the RTH

program.

T understand that T will receive a signed copy of this consent to keep. If I have questions about the RTH
program that cannot be answered by my Transition Coordinator I can call the RTH project office at 401-

462-1841.

"SIGNATURE -~ Participant

e

Adiress (Street Gty State; Zip Cotey -

Address (Street, City, Stats

‘SIGNATURE = Transition Coordinato

Name = Agency ¢

SIGNATURE -~ Legal Guardian (if applicable) 5/ 5 7 ir

S Date Signed e T

- Telephiors Nimber's 5

e'Date Signed G

| ATdlephone Niimber

¢ )

e

¢ )

'.SIGNATURE — Participant

Date Signed

Address (Street, City, State, Zip Code)
(

)

Telephone Number

SIGNATURE — Legal Guardian (if applicable)

Date Signed

Address (Street, City, State, Zip Code)
(

)

Telephone Number

Page3of3
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Quiality of Life Survey Referral Form

Completed By RN

Program RTH
Signed by NO

Individual

This form is completed by the Nurse. It is then given to the designated staff, who follows up directly with
the individual to schedule the baseline Quality of Life Survey. The Nurse or Transition Coordinator
should inform the designated staff of the Quality of Life Survey once & transition date has been set. The
individual should indicate if they are willing or refusing to participate in the Quality of Life Survey, which
will take place prior to the individual transitioning to the community, approximately 11 months after
they have transitioned, and then again approximately 24 months after they have transitioned. This form
is only required for RTH individuals.
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Rhode to Home (RTH) Quality of Life Survey Referral

.-'.-..I.I.Il.llI-.IIIIIllII-I-".-IIIlII'IIIIllIl-l‘.“.I.II'IIII'I'III.II

Client Name:

SSN:

Current Placement:

Address:

Telephone Number:

Placement Contact:

Discharge Date:
(Actual or Projected)

Did the Client refuse to take part in the QOL survey? Yes or No
If Yes, date member refused:

Is Client mentally competent to complete survey or is proxy needed?

Additional Information:

Signature of Transitional Coordinator Today’s Date



Quality of Life Survey Tracking Form

Completed By Designated Staff
Program RTH

Signed by NO

Individual

This form is completed by a designated staff. This form captures every time a Quality of Life Survey was
attempted or competed.

If they individual initially refuses the baseline Quality of Life Survey, they should be invited to participate
again after two weeks.

When attempting to reach the individual for the 11- and 24-month follow up surveys, up to 15 attempts
at calling should be made. The attempts should be made on different days of the week and at different
times of the day, to maximize the chances of reaching the individual. This form is only required for RTH

individuals.
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7.6.12
MFP Quality of Life Survey Tracking Form

This form needs to be completed whenever an MEP Quality of Life survey has been completed,
or was due to be completed, but was not completed.

Client Name:

Timeframe: ["1Baseline (] 11mo [ 24mo

Date QoL Survey administered: / /

Administered by;

Date survey data entry completed: / /

If the survey could not be completed, please select the reason:

] Client refused
List the date of each attempt. Clients who initially refuse should not be contacted for 2 weeks.

Date of 1*attempt ~ /  / Date of 2" attempt___ / /

[ ] Missed

List date and time of all attempts, Attempts should be made at different times and on different days. Up to
15 attempts should be made.

[] Laost to follow up (died, move out of state)

Please submit to the MFP Project Office for data entry.



Provider Medical Statement (PM-1)

Completed By PCP
Program NHTP/RTH
Signed by NO
Individual

This form is completed by the individual’s primary care physician whenever a Level of Care
determination is due.
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= GW-OMR-PM-1
& Rev. 6/2012

&
B

RUPNES

Medical Evaluation of Applicant For Level of Care For Admission To A
Skilled Nursing Facility, Assisted Living or Community Based Services

Instructions To The Examining Provider

As the examining provider (MD, DO, RNP, PA), you will be assessing the patient’s Functional
Activities and Medical Diagnosis/Treatment using the following forms. Note: it must represent the
patient’s CURRENT condifion. Please include dates,

The patient listed below has requested that the Office of Health and Human Services (OHHS) obtain this
medical evaluation form from you as a basis for application. You are requested to complete this form in
detail so that the Office of Medical Review (OMR) within OHHS can determine the level of care. -

Code Key

Key indicates the patient’s ability to care for self during a 24 hour period (over the last seven days).
(for useon page 3)

0 = Independent —No help or oversight — OR — help/oversight provided only 1 or 2 times during the last
seven days

1 = Supervision - Oversight, encouragement or cueing provided 3 or more times — OR — Supervision (3
or more times) plus limited physical assistance provided only 1 or 2 times during the last seven days.

2 = Limited Assistance — Individuat highly involved in activity, received physical help in guided
maneuvering of limbs, or other nen-weight bearing assistance 3 or more times — OR — Limited assistance
(3 or more times) plus extensive assistance provided only 1 or 2 times in the iast seven days.

3 = Extensive Assistance — While individual performed part of activity, weight-bearing support or full
caregiver performance 3 or more times over part (but not all) of the last seven days.

4 = Total Dependence - Full caregiver performance of the activity each time the activity occurred during
the entire seven-day period. There is complete non-participation by the individual in all aspects of the

' ADL definition task. If the caregiver performed an activity for the individual during the entire observation
peried, but the individual performed part of an activity him/herself, it would NOT be coded as a “4” Total
Dependence.

5 = Activity did not occur



SSWVE 2.
_g,\*ﬂ e,
x Tae

&
b GW-OMR-PM-1
% ; Rev. 6/2012
’}"""'D nL-‘.m“‘"‘%
Provider Medical Statement
Date:
Applicant Name: Date of Birth:
SS# or MID: Gender: [ [Male [ [Female
Address: Apt./Floor:
City/Town: : State: ZLip Code;
Current Living Arrangement: [ |Lives Alone [ ILives with others [ _|Other:
Name of Facility: Date Admitted:

DIAGNOSIS: Medical & Behavioral (including severity of condition) *NO DIAGNOSIS CODES

PRIMARY DX OTHER DX SURGERY/INFECTIONS
(onset) {onset) (include dates)
Prognosis of Rehabilifation Potential:
Permanent Disability: [_] Yes [ INe
MEDICATIONS
DOSE FREQUENCY ROUTE

PRESENT TREATMENTS & FREQUENCY

Provider Orders (Include specific orders for Diet, PTI/OT/ST, Oxygen)

Therapies:
PT x’s/wk for wk’s Wound Care (sites) Size
oT xX’s/wk for wk’s Pressure ulcers # Location
ST x"s/wk for fwk’s Stage Size cm
Respiratory Therapy Bladder & Bowel Training ]
Incontinence:
Chemotherapy/Radiation [_| Bladder []Yes [INo Frequency
Dialysis [ ] Bowel [ 1Yes [[INo Frequency
Diet Foley 1
Tube Feeding Colostomy [ ]
Oxygen liters pran L] cont.[ | Urostomy ]
Other




GW-OMR-PM-1
Current Functional Activities Rev. 672012

Please refer to the Code Key (on page 1) to indicate the level of assistance required.
Code Key: 0 = Independent 1 =Supervision 2 = Limited Assistance 3 = Extensive Assistance
4 = Total Dependence 5= Activity did not occur

Transfer
Ambulation Cane Walker Wheelchair
: Bed to Chair Bedridden

Bed Mobility

Dressing

Bathing

Toileting

Eating

Personal Hygiene

Medication Mgmt

Housekeeping Meal Prep Shopping Laundry
Can the patient go out unaccompanied? [ 1 Yes [ INo
Can the patient utilize public transportation independently? []Yes [ No
PAIN SCALE .

E E 19 | YLocation: Frequency

(none) (moderate) {severe}
Does pain interfere with individual’s activity or movement? [[] Yes [ INo
Is pain relieved by medication/treatment? [] Yes CINo
COGNITIVE STATUS
s the patient impaired? [ ]Yes _INo MMSE Score BIMS Score Daie

Cognitive Skills for Daily Decision Making ( please check one)

[ | Independent: Decisions consistent/reasonable

[ ] Modified Independence: Some difficulty in new situations only
[ ] Moderately Impaired: Decision poor/cue/supervision required
[ ] Severely Kmpaired: Never/Rarely Makes Decisions

Please check all that apply:
[ | Disoriented [ | Agitated [ IDepressed - {1 Anxious {_IMemory Loss
[ | Wander [[{ Verbally Aggressive [ |Physically Aggressive [_| Resists Care [_] Other

Has patient been hospitalized for Psychiatric Diagnosis? [ | Yes { ]No (If yes, give details below.)
Date: Hospital: Diagnosis:

If nursing home placement is medically necessary, will the patient be likely to return to the
community within 6 months? [ | Yes [ | No

Provider’s Name (print) Signature: Date:

(MD, DO, RNP, PA) _
For Office Use Only

Social Caseworker: District Office:

Date form Sent to Provider: Date Received:




Housing Preferences and Referral Form

Completed By TC/SW/RN
Program NHTP/RTH
Signed by NO
Individual

This form is completed by the Transition Coordinator/Social Worker or Nurse after interviewing the
individual and is given to the Housing Coordinator. Some of the elements needed for the referral are
gathered during the assessment process, as they require individual input. Other elements may he
completed after the assessments have been done. The form outlines individual preferences for location,
and type of housing, as well as the Transition Coordinator/Social Worker/Nurse’s recommendations. It
also includes a number of elements helpful to the Housing Coordinator as she searches for available
apartments, public housing or Assisted Living residences.

When the Transition Coordinator/Social Worker submits this form to the Housing Coordinator, she or he
should also provide the complete case record. The Housing Coordinator will hold onto the entire case
record until she has secured housing or until she receives information from a Nursing Home that a
individual’s health status may have changed, possibly affecting their appropriateness for transition. In
such cases, the Housing Coordinator will refer the case back to the Transition Coordinator/Social Worker
or Nurse for clinical follow up. This form is required for both NHTP and RTH individuals.
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NHTP Team RN:

SW:

] mep or [] NHTP

[ ] AL Waiver

[] aLssI

[] Housing

Housing Preferences and Referral Form

Name: LIm []F Date; [/ [
Facility: Phone: - SCW:
SSN: - - poB: [ [/ Miarital Status:
Do you have a preference on geographic area? Yes No

If yes, which towns would you prefer?
[ | Barrington . | E. Greenwich |[ ] Lincoln [ ] Pawtucket [ | warren
[ ] Bristol : E. Providence || | L. Compton ___ Portsmouth || warwick
L] Burrilivilie Exeter [ ] middletown [ ] Providence W. Greenwich
[ ] central Falls | | Foster | ] Narragansett | | Richmond L | W, Warwick
|| Charlestown [ ] Glocester [ ] Newport .| Scituate || Westerly
|| Coventry || Hopkinton : N. Kingstown | | | Smithfield L | Woonsocket
| | Cranston [ ] Jamestown [ 1 N. Providence : 5. Kingstown
[ ] cumberland [ 1 Johnston | | N.smithfield | [_] Tiverton
Are you a veteran? D Y D N | Do you smoke? D Y IN | Require oxygen? | | ¥ [:I N
Do you have family support? [ ] Y { | N Describe:
Do you have pets? | | Y | | N Describe:

Do you have a criminal record? I:] Y [ | N Explain:

Have you ever lived in public

housing? [ J Y [ ] N

Have you ever been evicted? | | Y | | N
If yes, why?

Have you applied anywhere? |:| Y [ ] N Where and when?

Do you use a|_] walker
cane
[} wheelchair?

Canyou climbstairs? [_|Y [ N
If yes, how many flights?

Do you need a handicap Do you need public Do you need:
accessible apartment?[l Y|:| N | transportation? |:| Y I:I N |:| Furniture
: I:l Clothes
[ ] Household supplies
[ 1Food?

Income $ per

Resources $

Has: [_] Birth Certificate [_| Social Security Card [_] License/ID

Health Insurance:

[ tre [JcommmAa []sst [] mpp




Ambulatory? [y ] N

Needs assistance with ADL's?

Self Preserve? [ ] Y [ ] N

1+ Fransferring/Ambulation

Personal Care/Bathing/Dressing

Meal Preparation

LI

Homemaking/Laundry

Shopping/Transporiation

< | =<|=<|=<|=<

Z2|2Z2|I2[2Z(=2

Primary Diagnosis:

Mental Health Services:

Primary Physician:

Physician Phone:

Emergency Contact:

Emergency Confact Phone:

NOTES:




Housing Progress Update Form

Completed By Housing Specialist
Program NHTP and RTH
Signed by NO

Individual

This form is completed by the Housing Specialist at least monthly on each individual waiting for housing.
The form captures the progress the Housing Coordinator has made towards securing housing for the
individual and outlines the specific activities that have been completed towards that goal. This form is
required for both NHTP and RTH individuals.
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10.12.12

NURSING HOME TRANSITION
HOUSING PROGRESS UPDATE

Client Name: Date:

[ ] nHTP  [] MFP

Please complete this form within the first 30 days after the case has been assigned to the Housing
Coordinator and then at least monthly thereafter.

What progress has been made towards the client’s transition since the last Progress Update?

[ ] obtaining needed verification for housing applications
[ 1 Assistance with filling out housing applications

|:] Calls regarding housing

[ ] Viewed apartment(s)

[ ] Follow-up with Nursing Home regarding health status

E] Other;

Please describe progress in detail:

Please select the reason the case is being returned to the Transition Coordinator:

[ ] Housing has been obtained Name of housing:
Date available: / /

[_] Nursing home has indicated that client’s medical or mental status has declined and the client may
no longer be appropriate for transition. Please follow-up with Nursing Home and client to make a
determination on whether to keep this case apen.

Date case returned to Transition Coordinator: / /

Signature . Date

Please submit to the MFP Project Office for data entry.



Transition Pending Progress Update

Completed By TC/SW
Program NHTP/RTH
Signed by NO
tndividual

This form is completed by the Transition Coordinator/Social Worker. It should initially be completed
within 30 days after the assessment have been completed and then at feast monthly thereafter. This
form is required for both NHTP and RTH individuals.
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8.27.12

NURSING HOME TRANSITION PENDING PROGRESS UPDATE
Please complete the front of this sheet for all individuals in NHTP or MFP,

Please complete the back only for MFP.
Client Name: Date:

Please complete this form within the first 30 days after the CTA and CMA have been completed and
then at least monthly thereafter.

Transition Pending
Reason:

[ ] Housing not available
D Home modifications not yet complete
[ ] Adaptive technology not yet in place

|:___| Services not yet in place. Describe:

D NH stay has been extended due to medicat reasons
[ ] LTC Medicaid eligibility pending
[ ] LTC Medicaid eligibility denied—appeal pending

D Qther:

What progress has been made towards the client’s transition since the last Progress Update?

[ ] calls regarding housing

[ ] Assistance with filling out housing applications

D Follow-up with Nursing Home regarding health status
D Follow-up with providers regarding home based services

] other:

Please describe progress in detail:

If transition is no longer possible, please select a reason and provide a comment.
This will change their database status to “Not a candidate.” This should be filled out for NHTP and
MFP individuals.
[ ] Left NH prior to eligibility [ ] mA denied
[] patient refused to pay share  [_] Patient chooses to stay in NH
[_] Determined unsafe transition || Patient refused services
|:| Worsening medical condition D Not appropriate for program
Comment:

OVER—

Additional guestion on back for MFP individuals.

Please submit to the MFP Project Office for data entry.



8.27.12

For MFP clients only:
Please select an MFP-specific reason and complete the MFP Disenrolfment/Unable to Transition Form.

If none of the listed reasons apply, please select “Other” and provide a comment. These categories are
required for CMS reporting.

Reason:

[ ] Individual's physical health, mental health, or other service needs or estimated costs were
greater than what could be accommodated in the community or through the state’s current waiver
programs.

[:I Individual chose a type of residence that does not meet the definition of MFP qualified
residences.

D Individual changed his/her mind about transitioning, did not cooperate in the planning process,
had unrealistic expectations, or preferred to remain in the institution.

D Individual’s family member or guardian refused to grant permission, or would not provide back-
up support. '

D Other:

Signature Date

Please submit to the MFP Project Office for data entry.



Qualified Residence and Home Safety Evaluation

Completed By TC
Program RTH
Signed by NO
Individual

This evaluation will be completed by the Transition Coordinator, who will evaluate the intended
residence in person to be sure it meets the requirements as RTH-qualified housing.
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MFPHS-1

MFP- THE RHODE TO HOME Rev: 12-30-11
HOUSING ASSESSMENT
QUALIFIED RESIDENCE AND HOME SAFETY EVALUATION
Living Arrangement Yes No

HOUSE, APARTMENT, OR ASSISTED LIVING

Is the dwelling owned/leased by client or family member and in that
mdividual’s name?

Do you share the home with another individual?

(if yes) Is the dwelling rented or sublet to another person while the
client maintains full ownership of the property? (or) Is the dwelling co-
owned or co-leased with another individual? Please circle one of the
underlined choices above

Do all parties in the home maintain independent or equal rights to
enforcement of the lease and/or ownership of responsibilities?

Does the dwelling have two ways to enter or exit with lockable doors?

Does the dwelling have living, sleeping, bathing and cooking space that
is solely used and accessible to the client/family?(Refrigerator,
microwave, countertop space, sink and stove)

Does your dwelling’s lease/rental agreement comply with federal fair
housing requirements? Please see below

The lease should not include .

*  Rules and/or regulation from a service agency as conditions of
fenancy or include a requirement to receive services from a
specified company.

s Required notification of absence periods.

» Provisions for being admitted, discharged, or transferred out of
or info a facility. '

* Reserving the right to assign apartments and change apartment
assignments.

ASSISTED LIVING ONLY

Is the living arrangement an individual apartment unit?

If client is sharing and apartment, was this decision voluntary?

RESIDENTIAL PROGRAM

Does the dwelling have two ways to enter or exit with lockable doors?




MFP- THE RHODE TO HOME
HOUSING ASSESSMENT
QUALIFIED RESIDENCE AND HOME SAFETY EVALUATION

Are there more than 4 unrelated individuals residing in the same living
space? (not including care givers or personal attendants)

Is the dwelling part of a larger congregate care setting (campus)?
Is the dwelling separate (isolated) from the community building?

Is the residence owned and operated by a person or organization other
than the individual?

Home Safety Checklist:

Throughout your Residence Yes No N/A

1. Canyou turn on a light without having to walk into a
dark room? -

2. Are passageways in all rooms free from objects,
clutter and cords?

3. Are curtains and furniture at least 12 inches from
baseboards or portable heaters?

4. Do all carpets, scatter rugs and runners lie flat and stay
put?

5. Are there working smoke detectors in all rooms and

passageways?

Are all rooms and passageways wheelchair accessible?

Is there an emergency exit plan in case of fire?

Are there any chairs on wheels that could pose a

hazard?

9. Is there a warking flashlight in case of a power
outage?

10. Do you have emergency phone numbers listed by
every phone?

11. Are there telephones located in at least 2 rooms?

o= A

Kitchen

1. Are your stove controls easy to use and see?

2. Do you keep loose fitting clothing, towels and curtains
away from burners and the oven?

3. Isthere a working fire extinguisher available?

4. Can you reach regularly items without climbing to

reach them?
5. Do you have a reliable step stool?
Bedrooms

1. If available, are pull cords visible and accessible?
2. Ts there enough room to maneuver around the bed?
3. Are there safety rails on the bed?




MFP- THE RHODE TO HOME
HOUSING ASSESSMENT
QUALIFIED RESIDENCE AND HOME SAFETY EVALUATION

4. If available, is the commode placed close to the bed

against a wall?
5. Is a phone and light switch/lamp within reach of your
6. bed?
7. Is alight left on at night between your bed and the
toilet?
Bathroom
1. If available, are pull cords visible and accessible?
2. Is ashower or transfer bench in place?
3. Does the tub/shower have a sturdy grab bar?
4. Is the hot water temperature 120 degrees or lower?
5. Are you able to transfer on and off of the toilet?
6. Does your shower or tub have non-skid surface?

Stairways

1. Do you have access to an clevator? (if so move on to
next section)

2. Is alight-switch at the top and bottom of each inside
staircase?

3. With the light on, can you clearly see the outline of
each step as you go down the stairways?

4. Do all of your stairways have sturdy hand rails on both
sides that run the length of the stairway?

5. Are all steps in good repair?

Front and Back Entrances

1. Are all entrances well 1it?
2. Are all door locks in proper working condition?
3. Are all outdoor entryways free from cracks and holes?

Making Your Home Safer
What home safety changes do you suggest?
1.

2.

3.

signature of Transition Coordinator Date

Signature of Client Date



Nursing Home Transition Case Management Cover Sheet

Completed By TC/SW
Program NHTP/RTH
Signed by NO
individual

This form has not yet been finalized, but will be faxed to DEA or LTC at the time of transition. This form
will notify these agencies of a pending referral for case management for either an NHTP or RTH
individual. This form should be faxed on the day the individual is discharged from the Nursing Home.
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Nursing Home Transition Referral to DEA and Nursing Home Transition Referral to LTC

Completed By TC/SW
Program NHTP/RTH
Signed by NO
Individual

This form is submitted to either DEA or LTC to ensure the process of case management transfer for both
NHTP and RTH individuals. This form is faxed 30 days before the NHTP individual’s participation ends or
30 days hefore the RTH individual’s 365 participation days ends.
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9/28/12

Nursing Home Transition Referral
Division of Elderly Affairs

DEA Case management Agency: Fax #:
LTC Office/Worker: Fax #:
Today’s Date: Date Faxed to LTC:
Client Name: DOB: SSN:
Home Address: Apti: Floor:
City/Town: Zip: Phone:
Family/Other Contact: Phone: Relationship:
OCP Contact: Phone:
Discharge Date: NH Discharged from:
Program Needed: | | DEA/CORE | |DEA/ALF [ |L [ |F
Waiver Start Date: DEA Case Management Start Date:
Assisted Living Residence Name:
|:| WSF-I needed for submission to LTC unit within 30 days
Documentation:
GW-SP || Attached In CSM
CMA || Attached In CSM
LOC || Attached In CSM
Calculator Tool || Attached
Nutsing Summary || Attached
Medication Lists || Attached
CP-12 | | Attached
InRhodes Share/Unea. Panels . | Attached
Category D Assessment | | Attached
Select all appropriate:

Clientis: [ | NHTP [ | MFP and will be followed by OCP for 30 days

D Client has beet deemied Medically Complex and will be followed by the OCP RN ongoing in the community

OCP RN:

Phone #:

D Transition is not supported by the OCP team, please refer to Case Management Assessment for further details

Page 1 of 1



9-28-12

Nursing Home Transition Referral
Long Term Care

LTC Office/Worker: Fax #:

Today’s Date:

Client Name: DOB: SSN:

Home Address: Apt#: Floor:
City/Town: Zip: Phone:

Family/Other Contact: Phone: Relationship:
OCP Contact: Phone:

Discharge Date: NH Discharged from:

Program Needed: | | DHS/CORE [ | DEA/CORE | |DEA/AL [ |L [ ]F

Waiver Start Date:

Assisted Living Residence Name:

Documentation:

LTC/DEA Case Management Start Date:

GW-SP

CMA.

LOC

Calculator Tool
Nursing Summary
Medication Lists
CP-12

Attached In CSM
Attached In CSM
|| Aftached In CSM
Attached

Attached

|| Attached

|| Attached

Select all appropriate:

Clientis: | | NHTP | | MFP and will be followed by OCP for 30 days

D Client will be referred to DEA for Case Management

Agency:

Phone #:

D Client has been deemed Medically Complex and will be followed by the OCP RN ongoing in the community

OCP RN:

Phone #:

El Transition is not supported by the OCP team, please refer to Case Management Assessment for further details

Page | of 1



Transition Placement Form

Completed By TE/SW
Program NHTP/RTH
Signed by NQ
Individual

This form is completed by the Transition Coordinator/Secial Worker at the time the individual transitions
to the community. [t is very important that all the questions on this form be completed, as many of
these data elements are reported to the State Senate and to CMS. In addition to the address and
contact information of the individual transitioning, you must also record the name and phone number of
an alternate contact person. This is necessary so that we may follow up with the individuai for the RTH
Quality of Life Survey. This form is required for both NHTP and RTH individuals.
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7.13.12

TRANSITION PLACEMENT
To be completed at the time of NH discharge/transition home

Client: NHTP or MFP Transition Date:

Transition Address: _ Phone:
{including city and zip)

Alternate Contact Person Name: Alternate Contact Person Phone:

1. Transition Placement:
.. Home with CORE/DHS _____ Home with CORE/DEA
_ Assisted Living __ Shared Living
__MHRH Group Home
.. Home with Personal Choice fif client is going home on CORE but desires Personal Choice as soon as it
becomes available, please select CORE and Personal Choice)
a. Is the individual hiring and supervising their own PAs or is a representative doing it for them?

SELF REPRESENTATIVE
b. Is the individual managing their own allowance/budget or is a representative doing it for them?
SELF REPRESENTATIVE

The following questions should be completed for MFP participants only:
2. What type of housing did the individual transition to? {indicate with “X” below)

Home owned by participant Home owned by family member

Leased Apartment, NOT assisted living Leased Apartment, assisted living

Group home or other residence in which 4 or fewer unrelated individuals live

3. Is the individual living with family members? YES NO
4. Did individual receive a housing supplement? YES NO
J- Select supplement category - J- Select type
Rent Restricted 1 ] cpBG Funds | HOME dollars [_] Low income
housing tax credits
Supportive Housing D CDBG Funds D Low ihcome
housing tax credits
Public Housing Authorities l:l CDBG Funds [_] Housing choice
vouchers
Private Homes || Funds for home mods
Rhaode Island Housing | Funds for home mods
Deeply Subsidized __| Housing choice vouchers | [ ] Section 811

Funds for assistive
technology

Housing trust funds

Veterans Affairs housing
funds

Other:

Please submit to the MFP Project Office for data entry.



7.13.12

5. Were there any issues enrolling this individual? Yes No

If yes, what were the issues?
Determining initial eligibility
Other:

Signature of Transition Coordinator Date

Please submit to the MFP Project Office for data entry,



Combined Home Visit Progress Notes

Completed By TC/SW/RN
Program NHTP and RTH
Signed by NO

Individual

This form is completed by the Transition Coordinator/Social Worker or the Nurse. it serves as the outline
for the weekly or monthly check-in call or visit the Transition Coordinator/Social Worker or the Nurse.
makes to the individual. Clinical staff may write their case notes on the bottom of this form or they may
keep case notes separately. This form is required for both NHTP and RTH. Only one form should be
completed and submitted if the OCP/RTH Nurse and Transition Coordinator/Social Worker perform a
combined visit.
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7.13.12
NHTP/MFP HOME VISIT PROGRESS NOTES |

Client: NHTP or MFP Date of visit/call;
Visit Type: Week 1 Week 2 Week 3 Week 4 2 month 3 month 4 month
|:| 5 month 6 month 7 month & month 9 month 10 month 11 month Final Visit

Clinical Staff Member(s) preforming this visit;

1. Where is the visit being performed: D Client’s Home [:l Nursing Facility/Hospital
If SNF/Hospital,

Admission Date:

. 2. Ifvisit is at home, have there been any Hospitalizations and/or Admits into SNF/Rehab Facilities since last contact:

D No D Yes Admission Date(s): D/C Date(s):

Reason for Admission(s):

{If Admitted, please complete a critical incident form and a Suspension/Reactivation Form)

3. Have any of the following “critical incidents” occurred since last contact: IjYes DNO

(If yes, indicate below and complete critical incident form)

DAbuse D Neglect/Self-Neglect D Exploitation D Hospitalization D ER Visit D Involvement with criminal justice
L medication administration error (that results in ER visit or hospitalization) I:INatura] disaster {leads to dispfacement)

DMissing person DAttempted suicide DDeath DOther:

4. Have there been any changes/delays with the community based services provided since the Transition Plan/Last

“Check-in"? |:| Yes D No  (if yes, indicate below changes/delays]

Delay in :
Services: Start Date start? Describe any changes made to frequency Date of
(mark X] or duration, Change

Adult Day Center
CNA

DME

ERS

Homemaker

Hospice Care

Meals on Wheels

Medication Cueing

Mental Health
Services

Minor home mods

Respite

Senior Companion

Skilled Services

Complete at first visit only




7.13.12

5. Have there been any issues with transportation services? [ | Yes [ | No

If yes, explain:

Proposed solution:

6. If the client was enrolled in the Personal Choice Program, are they still enrolled? D Yes D No I:l N/A

If No, Indicate l__—l Voluntary: Withdrawal involuntary: Inappropriate spending

Reason: involuntary: Unable to Self-Direct
involuntary: Abused their worker
Involuntary: Other

Additional information:

7. Did the client switch programs? DYes [ INo

if so:
Program originally enrolled in: Program switched to:
|:| Home with CORE/DHS D Home with CORE/DHS
[] Home with CORE/DEA [7] Home with CORE/DEA
|____| Assisted Living D Assisted Living
|:| Shared Living ' D Shared Living
I:I. Personal Choice D Persbnal Choice
8.  Are you dis-enrolling the client from MFP? D Yes D No N/A-NHTP/Prev.
{If yes, please complete o Disenrollment Form. } I:I

9. Has the process of transitioning this case to a Case' Management Agency begun?

D Yes |:| No
{This process should begin 30 days prior to their lost program day.)

If yes, to which case management agency are they transferring?

[ ] DEA: ___EastBayCAP -OR- [ ]irc
_ Tri Town Community Action
__ Woest Bay Community Action
____Child and Family Services of Newport

South Bay CAP

Signature Date
Please submit to the MFP Project Office for data entry



RTH Suspension/Reactivation Ferm

Completed By TC/SW
Program RTH
Signed by NO
Individual

The Suspension/Reactivation Form is the place to capture any breaks in community placement. “This
form captures the date of the suspension and the suspension reason, as well as the reactivation date.

The suspension effective date is the date the individual was admitted to a hospital, nursing home or
psychiatric facility or the date the Transition Coordinator/Social Worker became aware that the
individual left qualified housing, stopped following their treatment plan or enrolled in PACE. You will
need to select one of following reasons for suspension:

Hdspitalization

Re-admittance to a nursing home or psychiatric facility

Left qualified housing

Individual is not following their treatment plan

individual enrolled in PACE

If the reason for suspension was re-admittance to a nursing home or psychiatric facility, you will aiso
need to select the reason for admission from the following list:

Acute care hospitalization followed by long term rehab

Deterioration in cognitive functioning

Deterioration in health

Deterioration in mental health

" Loss of housing

Loss of personal caregiver -

By request of individual or guardian

Lack of sufficient community services

The reactivation effective date is the date the individual returns to the community.
Please note: If the re-institutionalization is for longer than 30 days (31 or more days), a new plan of
care is required.

If you are suspending an individual for a reason other than re-institutionalization, you will also need to
complete and have the individual sign the RTH Demonstration Program Suspension Form. This form -
notifies the individual in writing that they are being suspended from participation in RTH, and the
reason(s) why. This form informs the individual that they may be re-activated at a future date if the
conditions surrounding the reason for suspension change. It alsa indicates that if circumstances do not
change within a period of 6 months, that the individual will be permanently disenrolled from the
program. This form is only required for MPF individuals.
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MFP SUSPENSION/RE-ACTIVATION FORM 8.27.12

Client Name: Today’s Date:

Participants in MFP are eligible for 365 total days in the program. If an MFP participant is re-
institutionalized (hospital, nursing home or psychiatric facility) for any period of time, their
participation in MFP should be suspended. They should also be suspended if they leave
gualified housing, do not follow treatment plan, or enroll in PACE. When this happens, the 365-
day clock will stop. Once their suspension ends, the participant will be re-activated in MFP, and
the 365-day clock will start again.

" Please select which action you are taking (Select one only):

[[] SUSPENSION Effective date: ] ]

Reason for suspension:

[ Hospitalization

[ ] Re-admittance to a NH or psychiatric facility

If re-admitted to NH or psychiattic facility, reason;

Acute care hospitalization followed by long term rehab
Deterioration in cognitive functioning
Deterioration in health
Deterioration in mental health
Loss of housing
Loss of personal caregiver
By request of paricipant or guardian
Lack of sufficient community services
[[] Left qualified housing
[ ] Participant is not following their treatment plan
("] Participant enrolled in PACE

COOoooo&ong

[] REACTIVATION Effective date: { !

Reason for re-activation:
[] Returned to community after hospitalization of up to 30 days
] Returned to community after hospitalization of greater than 30 days
[ Re-entered qualified housing
(] Following treatment plan again
[] Disenrolled from PACE

Please note; if the re-institutionalization is for longer than 30 days (31 or more days), a
new plan of care is required.

Signature Date

Please submit to the MFP Project Office for data entry.



Critical Incident Form (External)

Completed By Alliance Staff
Program RTH

Signed by NO
Individual

Whenever a Critical Incident is reported to the Alliance, the Alliance staff will com plete the Critical
Incident Form (External}. The Alliance is required to call the Transition Coordinator within 24 hours of
learning of the incident and is required to fax this form within 48 hours of the incident. The Transition
Coordinator should review the form and provide any needed follow-up and should document their
activities in the Transition Coordinator section. The Transition Coordinator should then submit the form
for review by the RTH Deputy Director.
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6/28/12v2

OFFICE OF COMMUNITY PROGRAMS
CRITICAL INCIDENT REPORT FORM for MFP PARTICIPANTS

Section 1. General Information

Participant name: Today’s Date:
Date and time of incident: / / AM/PM

Location of incident:

Name and Contact information of Person reporting incident:

Relationship of person reporting incident: [ | Self [ ! Spouse [ | Family member [ INeighbor [ ] Friend
[} Home care provider [ | Emergency Responder [_] The Alliance [ ] Hospital [ ] Other state agency
[ 1 Choose not to identify [ 1Other

Section 2. Type of Incident

Type of event: [ | Abuse [_] Neglect/Self-Neglect [_] Exploitation [ | Hospitalization[ ] Death [ ] ER Visit
[_{ Attempted Suicide [ | Missing person [ ] Involvement with criminal justice system [ | Medication
administration error (that results in an ER visit or hospitalization) [ ]| Natural disaster (that leads to housing
displacement)

Section 3. Describe Incident and Cause

Section 4. Interventions and Qutcomes

Names and roles of all involved in incident:

Names of witnesses to incident:

Page 1 of 4



6/28/12v.2

Action taken, by whom, and outcome:
I

Police or other investigator authorities
(Describe involvement, provide contact information, and attach any reports from listed authorities

Medical Treatment provided

Facility or Physician name providing treatment:
Telephone number:

Section 5. Other Parties or Agencies Contacted

[_1DEA [ ] Guardian [ | PCA/other health care practitioner [ | Family/Caregiver [ | BEDDH [ | Police
[ ] The Alliance [ ] HCBS Provider | | Hospital | | Case Manager | | Other:

Section 6. Signature

1 certify that the information on this form and any attached statement that I have provided has been reviewed
and signed by me, and is true, accurate, and complete, to the best of my knowledge.

Printed Name: Signature:

Title: Date:
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6/28/12 v.2

To be completed by MFP Transition Coordinator:

Jescribe Additional Follow-up Provided

Describe Corrective Action Taken to Prevent Future Incidents

‘omment

Transition Coordinator Name: Date: ! /

Transition Coordinator Signature:

Date submitted to MFP office: / /

Page 3 of 4



6/28/12 v.2

To Be Completed by the MFP Management Team:

—omments

MEFP Review done by: Date: / /

Page 4 of 4



Critical Incident Form (Internal)

Completed By TC/SW/RN
Program NHTP/RTH
Signed by NO
Individual

This form should be filled out by the Transition Coordinator/Social Worker or Nurse whenever a Critical
Incident occurs or discovered for individuals in NHTP or RTH. Please refer to the Critical Incident
Reporting Guidelines and Critical Incident definitions. This form should be completed and given to the
MFP office within 24 hours of the Transition Coordinator/Social Worker or Nurse being informed of the
incident. The form will be reviewed by the RTH Deputy Director and any comments or additional follow-
up needed will be recorded. This form is required for both RTH and NHTP.
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7.13.12

% 1 ’rfﬁ% Office of Community Programs
A CRITICAL INCIDENT REPORT FORM--INTERNAL

A “Critical Incident” is any actual or alleged event or situation that creates a significant risk of substantial or serious
harm to the physical or mental health, safety or well being of a Money Follows the Person or NHTP participant.

Section 1. General Information

Participant name: ' Today’s Date:
Date and time of incident:

Location of incident:

Name and Contact Information of person reporting incident:

Section 2. Type of Incident (check which incident(s) apply)

[] Abuse [_| Neglect/Self-Neglect || Exploitation (] Hospitalization [_] ER Visit

] Involvement with criminal justice system

[] Medication administration error (that results in ER visit or hospitalization)

[] Natural disaster (that leads to housing displacement) [_] Missing person [_] Attempted Suicide
[ ] Death [ ] Other:

Section 3. Describe Incident and Cause

Section 4. Interventions and Outcomes

Names and roles of all involved in incident:

Names of witnesses to incident:

Action taken, by whom, and outcome:

Police or other investigative authorities (Describe involvement, provide contact information and attach any reports):

Page I of 3



7.13.12
Medical treatment provided to person involved in incident:
Facility or physician providing treatment:

Telephone number:

Section 5, Other Parties or Agencies Contacted

[] Case Manager [ | HCBS Provider:
[ ] Guardian [ ] Police

[ ] Family/Caregiver ] Hospital

[_ I DEA [ | BHDDH

[ ] PCP/health care practitioner [7] The Alliance

[ ] Other:

Section 6. Describe Additional Follow-up Provided

Section 7. Describe Corrective Action Taken to Prevent Future Incidents

Section 8. Comments

Transition Coordinator Signature: Date:

Date submitted to MFP Office:

REMINDER: If a crifical incident involves a hospitalization,
PLEASE COMPLETE A SUSPENSION/REACTIVATION FORM
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To Be Completed by the MFP Management Team:

Comments

Review done by: Date: / /

Page 3 of 3



24-hour Emergency Backup Usage Report

Completed By Alliance Staff
Program RTH

Signed by NO
individual

This form is completed by Alliance staff and provides information on calls made by RTH individuals to
the Alliance and emergency backup was provided. The Alliance will assist RTH individuals in getting the
necessary services and supports in place as quickly as possible in order to ensure the individual’s safety,
in the event that their own two levels of backup have not been able to assist. This report will be faxed to
the Transition Coordinator, who will then review the situation, follow up as needed, and document

his/her follow up activities in the Transition Coordinator section. This form will then be submitted to the
RTH Deputy Director for review.
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Lo T

ERPSRL | I Rhode to Home

N A 24-hour Emergency Back-up Usage Report
“("Q)HUMP;&* -

Emergency Back-up is to be provided to Rhode to Home participants as a last resort if all other
layers of support fail and the participant’s safety, health or well-being would be at risk if a
particular service/support is not otherwise provided,

Section 1. General Information

Participant Name:
Date and Time of Call; / / am/pin
If participant left a message

Date and Time of Return Call:  / / am/pm

Section 2. Reason for the Call

What was the service/support that failed:

Name of Provider:

Reasons why 1™ two layers of back-up failed:

Section 3. Resolution

Date and Time Emergency Back-up was provided: / / am/pm

How was the situation resolved:

If a Medicaid provider was utilized please include the name:
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10-25-12v1.

Additional Comments:

Signature

1 certify that the information on this form and any attached statement that I have provided has
been reviewed and signed by me, and is true, accurate, and complete, 1o the best of my
knowledge.

Printed Name: Signature:

Title: Date;:
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10-25-12v1.

To be completed by MFP Transition Coordinator:

Describe Additional Follow-up Provided

Describe Corrective Action Taken to Prevent Future Incidents

Comments

Transition Coordinator Name: Date: ! /

Transition Coordinator Signature:

Date submitted to MFP office: / !
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Please indicate which category this Emergeney back-up assistance refers to:

Transportation to get to Medical appointment
Life-support equipment repair/replacement
Critical Health services

Direct Service/support worker not showing up
Other

I O Oy
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To Be Completed by the MFP Management Team:

Comments

MFP Review done by: Date: / /

Page 4 of 4



Alliance Emergency Backup Activity Report

Completed By Alliance Staff
Program RTH

Signed by NO
Individual

On a monthly basis, the Alliance will submit to the RTH Deputy Director, a report of all the calls made to
them by RTH individuals. This report will indicate the nature of the call, whether backup services or
supports were in fact needed, and if so, what was done to resolve the situation. This report will be
reviewed by the RTH Deputy Director and forwarded to the TC or nurse.
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DEA Protective Services Referral Form

Completed By TC/SW/RN
Program NHTP/RTH
Signed by NO
Individual

If the Transition Coordinator/Social Worker or Nurse learns of any abuse, neglect, self-neglect or
exploitation of an NHTP or RTH individual, they are required to report to DEA via this form.
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State of Rhode Island
DEPARTMENT OF ELDERLY AFEAIRS
Protective Services Divisio

RIDEA

John o, Pastore Center
Hazard Building

74 West Road
Cranston, Rl 02920

TO: DATE:

AGENCY:

FAX

In order o expedite the process of referrals fo the RIDEA Frotective Services Division, and enhance
service delivery fo vulnerable elders, the RIDEA Protective Services Division will accept fax referrals
from Professionals {only). These fax referrals must be completed on the atteched official
PROTECTIVE SERVICES REFERRAL FORM. Referrals fo the Prolective Services Division must
be appropriate to generate a departmental response to a situation of suspected efder abuses,
heglect, exploitation or seif neglect.

***Please TYPE or PRINT {legibly)****
**Please inciude all necessary information and fill in all fields as completely as possible®*

“**Please provide a narrative of the specific concerns of suspected elder abuse, neglect, exploitation
or self neglect {add another page If more room Is needed)**

***4f necessary, you may also altach documentationfreports to support your referral {2.4., police
_report)*t*

*+uestions can be forwarded to our Intake Unit @ 462-0555*+

RETURN TO: RIDEA PROTECTIVE SERVICES DIVISION
ATTN: INTAKE UNIT
EAX #462-0545

- REMINDER:
Compliance with aff departmental confidentiality ruies and policies Is required when faxing referrals.

Revised Odt, 2009




R.l. Department of Eldetly Affairs

PROTECTIVE SERVICES REFERRAL FORM
For Professional Use Only
PLEASE PRINT OR TYPE AND RETURN TO;

FAX #462-0545
DATE:
] CLIENT INFORMATION i B
CLIENT NAME: . GENDER: [ Male [ JFemale

(last) (first) ETHNICITY: ™
ADDRESS: [ ] Hispanic or Latino
APT, NAME: ' [ 1 Not Hispanic or Latfho
APT# or FLOOR: ~ [ 1Unknown
CITY/TOWN/ZIP: ‘ Is client English speaking? [ JYes [ INo
PHONE #: If NO, what is primary language?
D.0,B. Is an Interpreter needed? [ IYes [ ]No
AGE: (must be 50 or over) CLIENT
ssi: | » CONTACTS:
D} EASE NOTE THAT THE 9-DIGIT

SS# IS REQUIRED***

Is there evidence that the client has problems with Substance Abuse? [ Jyes | INo
Is there evidence of any Potential Contagious Disease? [ IYes [ ]No

| ALLEGED PERPETRATOR INFORMATION (if applicabie)

Name of Person Responsibie for Alleged Abuse/Neglect/Expioltation:
Relationship to Client: .
Dees He or She Reside With Clieni?: (please check) [ Tyes [ INo

[f NO, Address:
Phone #
[s there any evidence of alleged perpstrator Substance Abuse? | [ IYes | INo
If reason for referral is criminal in nature, was Alleged Perpetrator charged? [ Wes [ JNo
i REPORTER INFORVMATION 1
YOUR NAME: AGENCY:

TITLE: PHONE:

*** Please note the your referral will be reviewed and a defermination wil] be mads Upon review if the
referral meeis DEA Protective Service criferia. If further information is needad for said determination,
we will contact you via tefephqne or fax. Thani_{ e M

PLEASE USE ATTA CHED . _ RIDEA
2ND PAGE Protective Senvices Fax Referral Form

FORNARRATIVE Revised May 2010




R.I. Department of Elderly Affairs
PROTECTIVE SERVICES REFERRAL FORM

For Professional Use Only

NARRATIVE
PLEASE PRINT OR TYPE

CLIENT NAME:

SIGNED:

RIDEA

Protective Servicas Fax Referral Form

Revised May 2010
nagrative / p.2




Disenrollment/Unable to Transition Form

Completed By TC/RN
Program RTH
Signed by NO
Individual

This form is completed by the RN or TC. It should be completed any time an individual dies, voluntarily
withdraws, or for some other reason disenrolis from RTH.

In addition, this form should be filled out whenever a person who has signed an RTH Informed Consent
Form is unable to transition or choose non-RTH qualified housing.

The form is only required for RTH individuals.
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8.10.12

MFP DISENROLLMENT/UNABLE TO TRANSITION FORM

Client Name:
Disenroliment Date: / /
Disenrollment Reason: D Participant died Date of death: / /

] Participant no longer needed services

[] votuntary withdrawal

[ ] other:

[ ] Unable to Transition

Signature Date

Please submit to the MFP Project Office for data entry.



MFP Demonstration Program Suspension Form

Completed By TC
Program RTH
Signed by YES
Individual

This form is completed by the Transition Coordinator. It should be used whenever an RTH individual is
suspended from the program, for any reason other than a hospitalization or readmission to a Nursing
Home or psychiatric facility.

For example, a person might be suspended if they move out of their initial community placement to
housing that does not meet the criteria of an RTH qualified residence, if the individual is not following
the care plan developed for them by the clinical team, if they have chosen to enroll in PACE after being
transitioned to the community or for some other reason.

This form notifies the individual the reason they are being suspended and informs them that if the
circumstances leading to their suspension do not change within six months, that they will be disenrolled
from the program. It must be signed by the Transition Coordinator and the individual. This form is
required for MPF individuals only.
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5.1.12

STATE OF RHODE ISLAND AND PROVIDENCE PLANTATIONS

Executive Office of Health and Human Services
74 West Road

Hazard Bldg. #74
Cranston, RT 02920

Money Follows the Person (MFP) Demonstration Program Suspension Form

Individual First Name Date of Birth

Individual Last Name Medicaid ID #

L understand that my participation in the Money Follows the Person Demonstration Project
(MFEPY) is being temporarily suspended for the following reason(s):

I have moved to housing that does not meet the MFP criteria as a “qualified residence.”
— . lam not following the Care Plan created for me by the MFP clinical team, which may
affect my safety in the community.
_ Thave chosen to enroll in the PACE program.
__ Other:

I further understand that if circumstances related to reason(s) listed above change, that I may be
re-activated into the MFP Program at a future date. I understand that if circumstances do not
change relative to my eligibility for MFP within a period of 6 months, I will be permanently
disenrolled from the program.

| understand that my suspension from the program will not affect my eligibility for other
Medicaid Home and Community Based Services

Individual Name/ Legal Guardian/ Legal Authorized Rep

Date

MEP Staff Date

Suspension Effective Date: '

Please submit to the MF'P Project Office for data entry.




Notification of Disenroliment

Completed By TC/RN
Program RTH
Signed by YES
Individual

This form is completed by the RN cr TC. It is the written notification to an individual that they have been
disenrolled from the RTH program. A individual can be disenrolled because they have chosen to stay in
the Nursing Home or because they voluntarily withdraw from the program for another reason or
because they no longer meet the eligibility requirements for being an RTH individual {e.g. they choose to
transition to non-qualified housing or they are no longer medically appropriate to transition.) This form
is required for RTH individuals only.
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Disenroflment Effective Date:  /  / 10.22.12

wIVE
c}l‘ﬂ\i O,

{? P "*.fgo‘f'

)
i

STATE OF RHODE ISLAND AND PROVIDENCE PLANTATIONS

82 [ § Exccutive Office of Health and Human Services
3w & 74 West Road

D e Hazard Bldg. #74

Cranston, RT 02920

Money Follows the Person (MFP) Demonstration Program
Notification of Disenroliment

Individual First Name Date of Birth
Individual Last Name Medicaid ID #

[understand that my participation in the Money Follows the Person Demonstration Project (MFP) is
ending for the following reascn:

1. Voluntary disenroliment
I am voluntarily choosing to withdraw from the MFP Demanstration program. |understand that my

disenrollment from the program will not affect my eligibility for other Medicaid Home and Community
Based Services.

Disenrollment Reason:

] I have chosen to move to non-qualified housing
[ ] other. Please explain:

2. Involuntary disenroliment

(] My current medical needs can not be met in the community at this time . | understand that | may
contact The Alliance for Better Long Term Care at 401-785-3340 or 888-351-0808 if | disagree with the
decision.

Individual Name/ Legat Guardian/ Legal Authorized Rep Date

--II-.I-II-I.Il.I'I'III...-.I’..l..ll..llll.lll.lll.ll.I'I.'I.ll.h...ll...IIl.'-I

MFEP Staff Date

Please submit to the MI'P Project Office for data entry.




5.1.12
NURSING HOME TRANSITION DATA FLOW

OCP receives referral for transition services (Referral Form)

Y

Determine appropriateness for NHTP/MFP (Screening Form)

Team completes Comprehensive Transition Assessment and obtains MFP informed consent
(CTA, Consent Form and Consent Cover Sheet, Case File Checklist)
(Also photocopy and submit the Transition Recommendations section (page 10) of the CTA if MFP)

Client’s transition is pending
(Transition Pending Progress Update)

A 4

Client transitions to the community

/ (Transition Placement Form) \

Transitions via MFP Transitions via NHTP
Monthly contact  Contact during first 30 days only
(Home Visit Progress Notes) (Home Visit Progress Notes)
Critical Incident Withdrawal Critical Incident
(Critical Incident Report) (Withdrawal Form) (Critical Incident Report)

l

Re-institutionalization
(Suspension/Re-activation Form)

Please submit all completed forms to the MFP Data inbox in Jennifer Bergeron and Jennifer
Reid’s office.




