STATE OF CONNECTICUT

DEPARTMENT OF SOCIAL SERVICES

CHECKLIST TO AUTHORIZE CARE MANAGEMENT

	Conducted by:

 FORMCHECKBOX 
 NC CCCI
 FORMCHECKBOX 
 NW CCCI
 FORMCHECKBOX 
 E CCCI
 FORMCHECKBOX 
 SCCAA
 FORMCHECKBOX 
 SWCAA

Client Name:
     

EMS I.D. #

     

Name of Health Professional

  Completing (please print)

     

Date:
     


	PURPOSE:

 FORMCHECKBOX 

Initiate Self Directed Care
 FORMCHECKBOX 

Initiate Care Management




 FORMCHECKBOX 

Continue Self Directed Care
 FORMCHECKBOX 

Continue Care Management


 FORMCHECKBOX 

Reinstate Care Management 
 FORMCHECKBOX 

Initiate Assisted Living Services



	I.    Do any of the following conditions apply which preclude Self Directed Care?


 FORMCHECKBOX 

A.
Required to pay an applied income contribution, receiving PCA services, receiving Assisted Living services

**
 FORMCHECKBOX 

B.
Does not have a stable and appropriate living situation

**
 FORMCHECKBOX 

C.
Is not obtaining appropriate health and medical care

**
 FORMCHECKBOX 

D.
Activities related to obtaining social and/or economic resources/benefits are in process


 FORMCHECKBOX 

E.
Exhibits Behavior Problems (Circle:  Abusive/Assaultive; Wandering; Unsafe/Unhealthy




Hygiene or Habits; Threats to Health/Safety)


 FORMCHECKBOX 

F.
Has MSQ Score of 4+ errors and no informal caregivers available, willing and able to manage care


 FORMCHECKBOX 

G.
Continuation of care by informal caregivers depends on active intervention by a care manager




(ATTACH DOCUMENTATION)

 FORMCHECKBOX 

H.
Functional and/or cognitive status have changed in a way that require care plan changes in the past 




2 months or are expected to occur in the next 2 months (ATTACH DOCUMENTATION)



	Explanation:
     


	II. If none of the conditions listed above apply to the client, are there other factors that should preclude Self Directed Care?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No



	If Yes, explain:
     


	
If No, when should Self Directed Care begin?
Date:
     

III. If conditions preclude Self Directed Care, is there a projected date when it should be reconsidered?


 FORMCHECKBOX 
  Yes
Date:
     

 FORMCHECKBOX 
 No
If No, explain:

     


	**
NOTE:  THESE CONDITIONS SHOULD ALWAYS BE CONSIDERED SHORT TERM.


	FOR DSS USE ONLY

Reviewed By:

     

Date:
     



 FORMCHECKBOX 
  Authorized
 FORMCHECKBOX 
  Denied
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IF ANY OF FOLLOWING CONDITIONS APPLY EXPLAIN BELOW








