NC DMA - Community Alternatives Program for Children (CAP/C)

Letter of Understanding and Freedom of Choice

By signing this form, I, as the primary caregiver (parent or legally responsible party) for______________________, 
MID # _________________________acknowledge my understanding of the CAP/C policies stated below.

1. 
 I have a choice between A) placing my child in a nursing home or hospital and B) receiving in-home care for my child 
through CAP/C services.  I have chosen for my child to receive CAP/C services.

2.  
I understand that I have the freedom to choose from among any enrolled Medicaid provider(s) to provide care or services for my   
child.
3.  
I understand that the following people may not be the paid CAP/C providers for the recipient:  the recipient’s parent,

              stepparent, foster parent, custodial parent, or adoptive parent; the recipient’s grandparents; the recipient’s siblings; the

              recipient’s spouse; anyone who has legal responsibility for the recipient; and anyone who lives in the same household as the

              recipient.

4. 
 I understand that the recipient may not receive CAP/C services in the home of any caregiver paid to provide those services. 
5.  
My child, the recipient, must require skilled nursing care equivalent to care received in an institutional setting to be eligible for this    program.

6.  
CAP/C is designed to supplement, not replace, the formal and informal services already available to my child.

7.
As the primary caregiver, I will actively participate in planning for my child’s care, and will comply with the mutually agreed 
upon Plan of Care and will provide or make arrangements for needed care to be provided to my child during the planned and 
unplanned absences of the CAP/C provided nurses or nurse aides.

8.  
The amount, frequency, or type of services my child receives may change over time based on changes in the care needs of my child or in the availability of his or her supports.
9.  
CAP/C services will be terminated when my child meets any of the following criteria:

· The recipient’s Medicaid is terminated.

· The recipient’s physician does not recommend CAP/C participation.

· The recipient’s physician does not recommend nursing facility level of care.

· Nursing facility level of care is not approved.

· The recipient is admitted to a facility for 30 or more calendar days (including admission to inpatient facilities, including but not limited to a hospital, nursing facility, or rehabilitation facility).
· The recipient moves out of his/her primary residence to a hospital, nursing facility, or adult care home for long-term care.

· The CAP/C case manager has been unable to establish contact with the recipient and/or his/her parent or legally responsible party for more than 60 days.

· The recipient fails to qualify for program participation based on medical needs; that is, the recipient does not require CAP/C services to remain safely at home.
· The recipient does not need and use at least one waiver service besides case management and respite each quarter.
· The recipient’s health, safety, and well-being cannot be reasonably assured with services provided within program limits.
· The recipient’s 21st birthday.  The last day of CAP/C services must be on or before the last day the recipient is 20 years old.

· The recipient, recipient’s parent, or legally responsible party does not participate in development of or sign the recipient’s plan of care.

· Case management services are not available.

10.
If a waiver service is denied, reduced, or terminated, I will be notified in writing and be told how to appeal the denial if applicable.
11.
Decisions made by my child’s physician or home care provider agency cannot be appealed to DMA.

12
The providers may have certain requirements regarding my participation in my child’s treatment and enrollment with their agency. 
13.  
The Case Manager is responsible for coordinating the assessment, plan of care, and monitoring CAP/C services to ensure that 
my child’s needs are met within program guidelines.  I understand that I must maintain communication with my Case 
Manager by returning telephone calls, being available for home visits, and informing him/her of

· Changes in my child’s condition
· Change in availability of caregivers
· Hospitalizations, emergency room visits, and physician appointments

· Absences from the county

· New equipment or supplies

14.  The Division of Medical Assistance has sole approval authority over the plan of care.  My Case Manager is unable to approve or deny any services or supplies.  

□ I have been given a copy of or provided access to the CAP/C Parent Handbook  (http://www.ncdhhs.gov/dma/capc/capcparenthandbook.pdf.)  
_____________________________________
__________________________________
________________
Signature of Parent or Guardian


Signature of Case Manager
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