CAP/C CASE MANAGER QUARTERLY SUPPORTING DOCUMENTATION REVIEW NOTE

Patient Name: 
     



MID number:   -  -      
Date       
Time Started      
Time Ended      
Total Minutes    
The following items were reviewed:

 FORMCHECKBOX 
 Nurse Aide Notes

 FORMCHECKBOX 
 Nurse Notes 
 FORMCHECKBOX 
 MAR/TAR 
 FORMCHECKBOX 
 CMS-485 

 FORMCHECKBOX 
 Supervisory Note

 FORMCHECKBOX 
 Other,      
for the time period of       to      .

The notes show that services are being provided according to the Plan of Care..

 FORMCHECKBOX 
Yes.

 FORMCHECKBOX 
 No.  There is a discrepancy in that      .  I have taken the following action 


     .

The notes show that medically based assessments and/or interventions are taking place during the hours the caregivers choose to have staff in the home.
 FORMCHECKBOX 
 Yes.  
 FORMCHECKBOX 
 No. There is a discrepancy in that      .  I have taken the following action 


     .

The notes show care that is consistent with what the parents/caregivers have reported to me and what I have observed.

 FORMCHECKBOX 
 Yes.
 FORMCHECKBOX 
 No. There is a discrepancy in that      .  I have taken the following action 


     .

The notes show that the recipient is receiving the appropriate level of staff (NAI, NAII, LPN/RN).

 FORMCHECKBOX 
 Yes.
 FORMCHECKBOX 
 No. There is a discrepancy in that      .  I have taken the following action:  


     .

The notes show violations of CAP/C or Medicaid policy.

 FORMCHECKBOX 
 No. 
 FORMCHECKBOX 
 Yes. The following policy was violated:      .  I have taken the following 


action: 
     .

The documentation shows that the agency is meeting all of the patient’s needs.

 FORMCHECKBOX 
 Yes.
 FORMCHECKBOX 
 No. The agency is not/is unable to:      .  I have taken the following 



action:     .

___________________________________________

______________________

Signature of Case Manager
                            Title


Date
7/2010

