STATE OF CONNECTICUT - DEPARTMENT OF SOCIAL SERVICES

CONNECTICUT HOME CARE PROGRAM
Supervisory Review for 

Justification of PCA for Overnight and Live-In Services
Client Name: 

     

EMS Client ID #: 
     


Access Agency: 
     

Telephone #: 
     


Care Manager:
     


Date of Request: 
     





 FORMCHECKBOX 
 New Client

 FORMCHECKBOX 
 Existing Client
 FORMCHECKBOX 
 Overnight 

 FORMCHECKBOX 
 Live-In

	
	Yes
	No
	N/A
	Comments

	1. Are services being rendered under Medicare?

If yes, state projected timeframe and number of hours of HHA.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	2.
Are personal care needs frequent, intermittent, or unable to be planned?

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	3.
Has care been previously provided on an in-kind basis?


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	4.
If this is a change, what precipitated the change in the plan of care?

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	5.
Given the client’s care needs, is PCA a cost effective option?

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	6.
Will PCA prevent institutionalization?

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


Supervisor Signature










Date:

     

Printed Name:

     









ACU Approval Name:

     

Date:

     

Comments:
     
W-1532


(New 8/10)








