State of Connecticut - Department of Social Services

Alternate Care Unit
OUTCOME FORM

1.  Client Name:

     

EMS/Medicaid #

     


     Program:           FORMCHECKBOX 
  CHCPE          FORMCHECKBOX 
 CHCPD          FORMCHECKBOX 
 1915(i) (category 1services, Medicaid eligible, >65) 

2.  Conducted by:
 FORMCHECKBOX 
 NC CCCI
 FORMCHECKBOX 
NW CCCI
 FORMCHECKBOX 
E CCCI
 FORMCHECKBOX 
 AASCC
 FORMCHECKBOX 
SWCAA

3.  Type of Client: 
 FORMCHECKBOX 
 Care Managed
 FORMCHECKBOX 
 Self Directed Care
 FORMCHECKBOX 
Assisted Living
 FORMCHECKBOX 
 PCA


ALSA (specify)

     

 FORMCHECKBOX 
 Private
 FORMCHECKBOX 
 Demo Project
 FORMCHECKBOX 
Congregate/HUD

4.  Type of Review/date: Initial Assessment       
   
Status Review FORMCHECKBOX 

____ 


    Reassessment  

     
   
Re-evaluation      


Services Begin: 

     ____
5.  Marital Status: 
  FORMCHECKBOX 
Never Married   
 FORMCHECKBOX 
 Separated
 FORMCHECKBOX 
 Married
 FORMCHECKBOX 
 Widowed
 FORMCHECKBOX 
 Divorced 


Living Situation:
 FORMCHECKBOX 
 Alone
 FORMCHECKBOX 
 With Others

6.  Current Category of Service:    CHCPE:   FORMCHECKBOX 
 1      FORMCHECKBOX 
 2      FORMCHECKBOX 
 3      CHCPD:  FORMCHECKBOX 
 4 
1915(i):   FORMCHECKBOX 
 5  
     ALSA Clients Current Service Level:   FORMCHECKBOX 
 1  
 FORMCHECKBOX 
 2    FORMCHECKBOX 
 3     FORMCHECKBOX 
 4   
     Category Change Request:  
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 
If Yes, form W-1547 must be attached. 

7.  Critical Needs:
Enter one code for each task below: 1=Independent  .5=Assist   0=Total Dependence

(ADLS) 
 FORMCHECKBOX 
 Bathe
 FORMCHECKBOX 
 Dress
 FORMCHECKBOX 
 Eat/Feed
 FORMCHECKBOX 
  Toilet



 FORMCHECKBOX 
  Transfer
 FORMCHECKBOX 
  Bladder
 FORMCHECKBOX 
 Bowel


(IADLS) 
 FORMCHECKBOX 
  Take Own Medicine
 FORMCHECKBOX 
  Plan/Prepare Meals
 FORMCHECKBOX 
  Shopping


  

 FORMCHECKBOX 
  Handle Own Money 
 FORMCHECKBOX 
  Mobility
 FORMCHECKBOX 
  Use Telephone




 FORMCHECKBOX 
  Do Own Laundry
 FORMCHECKBOX 
  Use Transportation
 FORMCHECKBOX 
  Do Light Housework


Total # Critical Needs:

 
  (critical needs designated by boldface type)

8.  Behavior:
(check yes/no) 


Wandering
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No   

Unsafe/Unhealthy Hygiene
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
No


     
Abusive/Assaultive 
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No      
Threats to Health/Safety
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

9.  Supervision: Enter appropriate code (0-3) on the line below. 0=Never  1=Sometimes  2=Frequently  3=Daily


Supervision Required for Behavior:

 FORMDROPDOWN 



10. Mental Status Quotient (MSQ) Errors:

 FORMDROPDOWN 



     Client Name:

     

EMS/Medicaid #

     


11.  Level of Care – Does the client meet nursing home level of care?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No     

Please submit paperwork for the appropriate program. Forms submitted with Outcome form:

 FORMCHECKBOX 
 W-1506 “Health Screen”   FORMCHECKBOX 
 W-1507A “Assessment Tool”   FORMCHECKBOX 
 W-143 “Checklist to Authorize Care Management”

 FORMCHECKBOX 
 W-1510 and W-1510 Part II Plan of Care and Cost Worksheet    FORMCHECKBOX 
 W-1F

      FORMCHECKBOX 
 W-1510D and W-1510D Part II Plan of Care and Cost Worksheet (CHCPD)
	ACCESS AGENCY USE ONLY

	12.  Was an assessment completed?   
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No

13.  Was a status review completed?
 FORMCHECKBOX 
 Yes     
 FORMCHECKBOX 
 No

14.  Was a re-evaluation completed?   
 FORMCHECKBOX 
 Yes     
 FORMCHECKBOX 
 No




15. Comments 
	IF YES, please check appropriate box below:

1.  Was client assessed only (Code A)? 
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No


 Was client status review only (Code A)?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


 Was client re-evaluated only (Code A)? 
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No 

2.  If Code A, specify non-CBS reason (codes 1-9 below)



 FORMDROPDOWN 




3.  Will client receive CBS services (Code C)?  






 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

4.  If Code C, was client diverted (Code A) or 
 
deinstitutionalized from a nursing home (Code B)?   


 FORMCHECKBOX 
 Code A
 FORMCHECKBOX 
Code B

Key:
Code A=Assessment Only; 


Code B=Deinstitutionalized from Nursing Facility; 
Code C=Client will receive CBS services


	
	IF NO, enter reason code 1, 2, 3, or 4 from

 
below: 

 FORMDROPDOWN 

 

1. Client refused assessment, went/ 
remained home without CBS services.

2. Client refused assessment, went/remained in Nursing Facility.

3. Client died before assessment.



4.
Other (specify)
     



	Non CBS Reason Codes

	Qualified, offered, refused CBS

1. Client chose to enter Nursing Facility

2. Client chose to remain at home without CBS
	Not Qualified

3.* Plan of care exceeded DSS cost limit.

4.* Plan of care exceeded total care plan cost limit.

5. Client did not meet financial eligibility criteria.

6. Client did not meet level of care criteria.

*Attach copy of plan of care and care plan worksheet


	Miscellaneous

7. Services needed not available.

8. Death of client.

9. Other (specify)

____________________________________________________________


Access Agency/Provider Staff Name: (Print)

     

Case Manager Signature


   Date
     


W-1527 


(Rev. 12/12)








