[bookmark: _GoBack][image: tinybluethumb]                Cottonwood CDDO                                                                     ____ Received by CDDO

Date: ________________

                  …a division of Cottonwood, Inc.
2801 W. 31st Street ∙ Lawrence, Kansas  66047          
785 ∙ 842 ∙ 0550         
                                                                                                   SERVICE PROVIDER CHOICE FORM                                                               Revised: 08/03/2015

	Individual’s Name:
	
	DOB:
	

	Address:
	
	             Phone:
	

	Tier:
	
	SSN #:   
	
	Medicaid #
	

	KanCare MCO:
	
	Care Coordinator:
	



	Guardian Name:
	
	Phone:



	Guardian Address:
	



	Enrolled in a Health Home?   Yes |_|        No |_|                        Health Home Partner:





|_| All available service options have been reviewed (attach signed CDDO Service Options list(s) from the CDDO website to verify)   



	PROVIDER
	TCM Services
	Day Supports
	Residential Supports
	In-Home Supports
	Other Services

	Current Provider
	

	
	
	
	

	New Provider
	

	
	
	
	



By signing this form, I am indicating my choice for a service provider in the Cottonwood CDDO area.

Person Served: __________________________________________________________________________________    Date: _______________

Guardian: ______________________________________________________________________________________    Date: _______________



[image: tinybluethumb]
            Cottonwood CDDO                                                                     
                  …a division of Cottonwood, Inc.
2801 W. 31st Street ∙ Lawrence, Kansas  66047          
785 ∙ 842 ∙ 0550         
                                                                             SERVICE PROVIDER TRANSITION CHECKLIST                              Revised: 07/15/2015


INSTRUCTIONS: 
A Transition Meeting must occur before a consumer begins services with a chosen service provider.  The current TCM will facilitate the Transition Meeting and is the lead coordinator for any transition which includes; transferring from one service provider to another, moving from an institutional placement to community services, transferring from another CDDO area, or initiating services due to approval of access to the I/DD Waiver.  The Transition Meeting is to ensure any changes in service are planned for and implemented in a timely, well thought out manner and that all pertinent information is shared with the new service provider(s).  For service transfers, both the current service provider and the new service provider must attend the meeting.  Cottonwood CDDO and the consumer’s KanCare MCO must also be notified and invited to attend this meeting.  A copy of the completed checklist must be sent to Cottonwood CDDO after the Transition Meeting has taken place.    

CONSUMER NAME: _________________________________________________________________________________________

SERVICE INITIATION / TRANSFER
Date: ______________________    Time: ____________   Transportation provided by: ___________________________________

TCM hours used: _______________________________   TCM hours remaining: ________________________________________

Last day current Provider to bill: __________________     First day new Provider to bill: _________________________________

*Billing for new Residential Provider starts the day the person served wakes up in the new Provider’s services / new home*


TRANSITION MEETING
Location: ______________________________________________   Date: _________________________   Time: ______________

[bookmark: Check1][bookmark: Check2]Has the Person Served been involved in the decision to choose / request a change of service providers?   |_| Yes    |_| No

If not, why? ________________________________________________________________________________________________


The current provider must supply copies of all relevant documentation to the new provider

[bookmark: Check7][bookmark: Check8][bookmark: Check9]Date Delivered: _________________     Delivered by:   |_| Email            |_| Mail                  |_| Faxed               |_| Hand Delivered

     Yes             No             N/A
	[bookmark: Check11]|_|
	[bookmark: Check12]|_|
	[bookmark: Check13]|_|
	Current PCSP & Addendums (completed within the last year)


	|_|
	|_|
	|_|
	Current Behavior Support Plan/Restrictive Interventions/Psychotropic Medications (including data)


	|_|
	|_|
	|_|
	Current Individual Justice Plan 


	|_|
	|_|
	|_|
	Current Risk Assessments 


	|_|
	|_|
	|_|
	Current IEP


	|_|
	|_|
	|_|
	Current BASIS / Functional Assessment 


	|_|
	|_|
	|_|
	All BASIS data collected since the last BASIS Assessment 


	|_|
	|_|
	|_|
	Current Plan of Care


	|_|
	|_|
	|_|
	Receiving Extraordinary Funding


	|_|
	|_|
	|_|
	Current copy of Funding Request


	|_|
	|_|
	|_|

	3160 (KDADS must send to DCF for new access to I/DD Waiver)


	|_|
	|_|
	|_|

	3161 (notice of address change to DCF)

	|_|
	|_|
	|_|
	MRDD Case Management PA Request Form


	|_|
	|_|
	|_|
	Current Needs Assessment & MR 10 Schedule


	|_|
	|_|
	|_|
	Current MR 1, MR 4, and/or MR 5


	|_|
	|_|
	|_|
	Current Physical or Health Profile



	Yes
	No
	N/A
	

	|_|
	|_|
	|_|
	Psychological Evaluation


	|_|
	|_|
	|_|
	Initial CDDO paperwork (application, releases, Provider Choice Form, eligibility checklist / documentation)


	|_|
	|_|
	|_|
	Copy of Social Security Card


	|_|
	|_|
	|_|
	Copy of Payee or Conservatorship papers


	|_|
	|_|
	|_|
	Benefit information – SSI, SSDI, RR


	|_|
	|_|
	|_|
	HCBS Obligation / Spend down information


	|_|
	|_|
	|_|
	Copy of Medicaid Card, Medicare A, B, D and/or other insurance


	|_|
	|_|
	|_|
	Copy of Birth Certificate


	|_|
	|_|
	|_|
	Copy of Guardianship papers or Durable Power of Attorney


	|_|
	|_|
	|_|
	Copy of Kansas ID or other form of ID


	|_|
	|_|
	|_|
	Photo


	|_|
	|_|
	|_|
	Copy of Physician’s orders, nursing information & notes if there is a current medical condition being monitored


	|_|
	|_|
	|_|
	Special Needs (Dietary, OT, PT, seizures, etc…)


	|_|
	|_|
	|_|
	Any Legal papers (Probation, Protection from Abuse, Court orders, CINC Petitions, etc…)


	|_|
	|_|
	|_|
	Transition Plan from SRS custody


	|_|
	|_|
	|_|
	Copy of pre-paid burial documents


	|_|
	|_|
	|_|
	Address change at the Post Office



Discussion Items

[bookmark: Check3][bookmark: Check4]Will there be a change in address?  |_| Yes     |_| No      If so, new address: _____________________________________________

[bookmark: Check5][bookmark: Check6]Has a change in address card been made with the post office:   |_| Yes   |_| No


Other Contact Information

Conservator Name: ______________________________________________   Phone: ______________________________

Address: ____________________________________    City: ______________________   State: _____________   Zip: _________


Payee Name: ______________________________________________   Phone: ______________________________

Address: ____________________________________    City: ______________________   State: _____________   Zip: _________


Medical / Medication / Adaptive Equipment / Special Needs
1. Current doctors names/addresses/specialty/upcoming appointment ________________________________________________
_________________________________________________________________________________________________________
2. Special medical needs / individual supports ___________________________________________________________________
_________________________________________________________________________________________________________
3. Adaptive equipment in place for this person (walker, communication device, eating devices) _____________________________
_________________________________________________________________________________________________________
	If yes:
a) Where was the equipment purchased? _______________________________________________________________
b) How was the equipment funded? ___________________________________________________________________
c) Is there a warranty on the equipment? _______________________________________________________________
d) Date equipment transferred? _______________________________________________________________________

4. Is physical current / Special Olympic physical? _________________________________________________________________

5. Medication administration / level of support / accommodations needed ______________________________________________
_________________________________________________________________________________________________________
6. Pharmacy ______________________________________ Date medication transferred? _______________________________

7. Special dietary needs? ___________________________________________________________________________________
      ________________________________________________________________________________________________________
8. Do they have any skin allergies or other allergies? ______________________________________________________________
_________________________________________________________________________________________________________
9. Are there any special health protocols (seizures, bruises, diabetes) ________________________________________________
_________________________________________________________________________________________________________
10. Any previous hospitalizations or surgeries? ___________________________________________________________________
_________________________________________________________________________________________________________


Residential Supports
1. Can the person served stay at home alone safely?  If not is that something they would like to work toward? _________________
_________________________________________________________________________________________________________
2. What supports do they need with personal hygiene? ____________________________________________________________
_________________________________________________________________________________________________________
3. What supports needed to keep room/environment clean & safe? ___________________________________________________
_________________________________________________________________________________________________________
4. What supports do they need with laundry? ____________________________________________________________________
_________________________________________________________________________________________________________
5. Any learning programs in place/something they would like to work on in the area of home supports? ______________________
_________________________________________________________________________________________________________
6. Does the person served use a personal calendar for scheduled appointments and activities? ____________________________
_________________________________________________________________________________________________________
7. What supports does this person need in the area of dressing/matching clothing/weather appropriate? _____________________
_________________________________________________________________________________________________________
8. Does this person use public transportation or agency transportation or both? _________________________________________
_________________________________________________________________________________________________________
9. Would they like to learn to use public transportation or increase their independence in this area? _________________________
_________________________________________________________________________________________________________
10.  Identify the personal belongings/property that needs moved ______________________________________________________
_________________________________________________________________________________________________________

Money Management
1. Does this person have a payee or are they responsible for their own money? _________________________________________
_________________________________________________________________________________________________________
2. If new payee, has the money been transferred? ________________________________________________________________
_________________________________________________________________________________________________________
3. What benefits / income does the individual receive (SSI, SSDI, RR, Food Stamps, LIEAP, wages, etc.)? ___________________
_________________________________________________________________________________________________________
4. Does the individual have an HCBS obligation or spend-down? ____________________________________________________
_________________________________________________________________________________________________________
5. Where does this person bank & who is eligible to sign? __________________________________________________________
_________________________________________________________________________________________________________
6. How much spending money does this person get each week? _____________________________________________________
_________________________________________________________________________________________________________
7. Does this person want to work on learning more about money management? _________________________________________
_________________________________________________________________________________________________________
8. What level of support does this person need to purchase clothing/personal items? _____________________________________
_________________________________________________________________________________________________________
9. Does this person have a Vision Card? _______________________________________________________________________
_________________________________________________________________________________________________________
10.  Is this person receiving Section 8 for housing? ________________________________________________________________
_________________________________________________________________________________________________________
11.  Who is responsible for reporting earnings to Social Security? _____________________________________________________
_________________________________________________________________________________________________________
12.  Is this person renting? _____________________________   Is there a copy of the lease? ______________________________
_________________________________________________________________________________________________________
13.  Keys for apartment, house and/or mail box? __________________________________________________________________
_________________________________________________________________________________________________________


Work/Day Supports
1. What is this person’s schedule for work/day service? ____________________________________________________________
_________________________________________________________________________________________________________
2. Are there multiple day service providers? If yes, please indicate schedule for each provider _____________________________
_________________________________________________________________________________________________________
3. Who is the contact person at their work/day service? ____________________________________________________________
_________________________________________________________________________________________________________
4. What do they need to have with them each day to be successful throughout the day? __________________________________
_________________________________________________________________________________________________________
5. Is routine important to this person? __________________________________________________________________________
_________________________________________________________________________________________________________
6. Does the person served use a personal calendar to keep track of events, appointments, etc. ____________________________
_________________________________________________________________________________________________________
7. Is activity money sent with the individual to a day service center or can they carry their own money? ______________________
_________________________________________________________________________________________________________
8. Does medication need distributed during the day? ______________________________________________________________
_________________________________________________________________________________________________________


Social/Behavioral Supports
1. Does this person need supports in the area of socializing? _______________________________________________________
_________________________________________________________________________________________________________
2. Does this person need supports in the area of positive behavioral modification? _______________________________________
_________________________________________________________________________________________________________
3. Is there a behavior plan / risk assessment in place currently? _____________________________________________________
_________________________________________________________________________________________________________
4. Are there specific supports that have already been identified by the team that we would need to know about at this time? ______
_________________________________________________________________________________________________________
5. Does this person have any particular fears (snakes, dogs, lights out, etc.)? __________________________________________
     _________________________________________________________________________________________________________
6. Does this person receive counseling and/or therapy? ____________________________________________________________
_________________________________________________________________________________________________________
7. Is there behavioral outreach involvement? ____________________________________________________________________
_________________________________________________________________________________________________________
8. Supports needed with relationships / sexuality? ________________________________________________________________
_________________________________________________________________________________________________________
9. Does this person have involvement or history of involvement with law enforcement? ___________________________________
_________________________________________________________________________________________________________
10. Does this person require special supports in the community due to court orders or probation? ____________________________
_________________________________________________________________________________________________________


Community Involvement / Special Interest
1. What does the person like to do with their leisure time? __________________________________________________________
_________________________________________________________________________________________________________
2. What activities does this person like to be part of or attend? ______________________________________________________
_________________________________________________________________________________________________________
3. Does this person have a special interest? _____________________________________________________________________
_________________________________________________________________________________________________________
4. Where in the community does this person like to go or is restricted from going? _______________________________________
_________________________________________________________________________________________________________
5. Does the person served participate in Special Olympics and is so is their physical up to date for this year? __________________
_________________________________________________________________________________________________________
6. Does the person have any religious affiliation or need support to participate in any desired spiritual / religious activities? ______________________________________________________________________________________________________


Family/Guardian/Friends/Natural Supports
1. Who is involved in the person’s life that they wish to have contact with? _____________________________________________
_________________________________________________________________________________________________________
2. Is there anyone the person does not wish to have contact with or needs special supports during contact? __________________
_________________________________________________________________________________________________________
3. What is the plan for communication with people in their lives for outings, holidays, etc.? ________________________________
_________________________________________________________________________________________________________
4. Is there a court appointed guardian in place? __________________________________________________________________
_________________________________________________________________________________________________________
5. Are there people that the person served like to spend time with (include visitors to the person’s home, who’s home does the person served visit, who does the person like to go out to activities/events with)? ______________________________________
_________________________________________________________________________________________________________
6. How frequent of communication with families/guardians?  Would this team like more, if so how would that work best for everyone involved? ______________________________________________________________________________________________
_________________________________________________________________________________________________________
7. Who will be assisting and assuring Kansas ID card is up to date after this move? ______________________________________
_________________________________________________________________________________________________________

Additional Comments
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


PARTICIPATION SIGN IN & SIGNATURE PAGE 
	DATE
	AGENCY
	NAME
(PLEASE PRINT)
	SIGNATURE
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