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The module Is designed to provide an
overview an updates on:

Current Clinical Coverage Policy 3L,
Personal Care Services (PCS) forms and

Technical Denials

Plan of Care Development and Aide
Documentation



New Referral

Vil —

Change of Status
(COR)

Change of
Provider (COP)




Required Forms to Submit Requests

» Licensed Residential Facilities (DMA 3068)

« Home Care Agencies (DMA 3041)

* Licensed Residential Facilities (DMA 3069)
 Home Care Agencies (DMA 3042)

—

» Licensed Residential Facilities (DMA 3070)
« Home Care Agencies (DMA 3043)

o






Required Forms to Submit Requests

* Licensed Residential Facilities (DMA 3068)
« Home Care Agencies (DMA 3041)

(Revised 3/8/2013) '

Primary Care Physician (PCP)
Attending Physicians

Nurse Practitioners

Physician Assistants




New Referrals

N.C. Department of Health and Human Services - Division of Medical Assistance
REQUEST FOR INDEPENDENT ASSESSMENT FOR PERSONAL CARE SERVICES (PCS)
LICENSED RESIDENTIAL FACILITY:

Completed form serves as authorization to conduct eligibility assessment to receive PCS in licensed care home.

Complete this form and send to The Carolinas Center Medical E: (CCME) via fax at 877-272-1942 or mail:
CCME, ATTN: PCS Ind 00 Regency Forest Drive, Suite 200, Cary NC 27518-8598 For
questions, contact CCME at 800 -228-3365. E-mall i to PCSA t@thecaroli .org.

Referral Date: (mm/dd/yyyy) Referral Entity: D PCP DA&endIng MD D PA D_ Nurse Practitioner
Section A Patient Demographics
Medicaid ID#:
Patient Name (as shown on Medicaid Card) First: MI: Last:
Date of Birth: (mm/dd/yyyy) Gender: Dualn D Female Primary nguage:DEnylsh D Spanish D Other
Address: City:
County: State: Zip: Phone: ( ) -
Alternate C (required if patient under 18): First: Last:
Relationship to Patient: Phone: ( ) -
Facility Name (Current Resid ) Provider Number:,

Section B. Patient Medical Hlstory- Llst both the current medical diagnoses and ICD-9 codes that currently limit patient’s ability to independently

perform Activities of Daily Living (b: g, mobility, toileting, and eating), prepare meals and manage medications.
Enter “O” for Onset or

Medical Diagnosis 1CD-9 Code “E” for Exacerbation Date (mm/yyyy)
Conditions listed are(check all that apply): DChronic Medical D Physical Disability D Mental liness D MR/Devel | D D
Medically Stable:[_Jves [ INo  Check if Active Adult Protective Services:[]ves [Ino
Date Of Last Visit With Referring Practitioner: (mm/dd/yyyy)
Patient Currently Hospitalized Or In Medical Facility: D Yes D No If yes, Planned Di Date: yYYY)
Other Federal/State Programs Recipient Is Currently R g: [ Jcap [medicare HH DPDN Cospice

In the absence of caregivers, is resident at risk of any of the followlng? (check all that apply):
rats  [Ovainutition  [skin Breakdown [ Jadverse of Medication Non-C

Is 24-hour caregiver availability required to ensure resident safety? DYes DNo
(e.g., Does patient have unscheduled ADL needs or require safety supervision or structured living, or is patient unsafe if left alone for extended periods?.

Practitioner Last Name: First Name: NPI#:
Date of Patient’s Last Visit with Attesting Practitioner: _______ (mm/dd/yyyy)

Practice Nameif

Office Contact Last Name: First: Position:

Phone: ( ) g Fax: ( ) “ E-mail:

Pracﬂlloner SI Date: (mm/ddfyyyy)

DMA-3068
Revised 3/8/13
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New Referrals

M.C. Depariment of Health and Human Services — Division of Medical Assistance
REQUEST FOR INDEFENDENT ASSESSMENT FOR PERSOMNAL CARE SERVICES [FCS)

LICENSED RESIDENTIAL FACILITY: NEW REFERRAL
Completed form senves a5 authonzalion fo conduct elgibility sssessmenf fo regeive PCS in Deensed care home,

ECI'E. ATTH: PCS hdepmﬁemﬁssessmem: fﬂl‘.l Hegem:r Fumsl:[.lnre. Suire 200, Cary Hl: 2‘]"51'!—!59-! Fur
questions, contact CCME at B00-228-2365. E-mail questions to PCSAssessmentiithecarolinascenter.org.

Medicald IDE:
Patlent Hame {as shown on Madlcald Card) Firat:

Date of Birth: ! ! immiddiyyyy] Gender:__ Mals ___ Female

- sfate: Zip:
Altarnate ContactiParentiGuardlan [reguired If patient under 18): First
Relatienahip fo Patient:

Facllity Mame {Cument Reskencs)




Medically Stable:  Yes Mo Chechk if Active Adult Protective Services:
Diate OF Last Visit With Referring Practitioner: [mmiddiyeyry)
Patient Currenily Hospitalized Or In Medical Facility: _ Yes _ No I yes, Planned Discharge Date:
Other FederaliState Programs Recipient Is Currently Recefving: ~ CAP MedicareHH _ PDM _ Hospice
In the absence of caregivers, is resident at risk of any of the following? (check all that apply):
Malnutrition _ Skin Breakdown Adverse Conseguences of Medication Non-Compliance
Is 24-hour caregiver availability required to ensure resident safety?  Yes Mo
i=g., Does resident hawe unscheduled ADL needs or raguine sa’sty supsrdsion of stnactured Iving, or |s resident unsa® I aione for exiended periods?

All New Referrals will require the referring entity to
provide both the Medical Diagnosis and the ICD-9 Code.




New Referrals

Section C. Attesting Practiioner Information
Practitboner Last Mae: .~~~ ] z
Date of Resldant's Last Vialt with Attesting Practitionsr:

Practice Mama:
(i appdicalie]

Offlca Contact Last Mame: First:
Phone: ) - Fax: | ) _
Diate:




N.C. Department of Health and Human Services — Division of Medical Assistance
REQUEST FOR INDEPENDEMNT ASSESSMENT FOR PERSOMAL CARE SERVICES (PCS)

Home Care Agency: NEW REFERRAL

Complete this form and send to The Carolinas Center for Medical Excellence | CCME) via fax at 877-272-19342 or mail:
CWE.FAQTIN: PCS Inde Suite 200, Cary NC 27518-8598.
I Question -5 kel OIE

thecaroling

pendent Assessment, 100 Reg
ME 3t 800-228 336

pntact O

n re Dirive,

Referral Entity: PCP Attending MD PA _ Murse Practitioner  Referral Date: (mmiddyyyy)

(Revised 3/8/2013)

Section A Patient Demopraphics

Medicaid 1D
Patient Mame (s shown on Medicaid Card) First:_ MI; . Last;
Date of Birth: (mmiddiyyyy) Gender: T Male © Female  Primary Language: & English Spanish Other
Address: City:
County: Stafe: Ap: Phone: | i
Alternate Contact’Parent/Guardian (reguired if patient is under 18} First: Last:
Relationship to Patient Phone: |

Section B. Patient's Medical History — List both the curent medical diagnoses and ICD-9 codes that cumently limit the patient's
ability to independently perform Activities of Daily Living (bathing, dressing, mobility, toileting and eafing), prepare meals and manage
medications.

Medical Diagnasis IC0- Code Enter ] o Onetor e Tor Date (mmiyyyy)
Medically Stable: Yes| |Mo Check if Active Adult Protective Services
Date Of Last Visit With Referring Practitioner: {mmiddiyyyy)
Patient Currently Hospitalized Or In Medical Facilitf.lzl_‘u’es I:I_NG [f yes, Planmed Dischamge Date: {mmfddfyyyy)

Other Federal/State Programs Patient Is Currently Receiving: || CAP[ | Medicare HH[_|PON]_|Hospioe

Section C_ Referring Practifioner

NP K Practitioner First Name: Last Namee:
Facility Contact Name: Contact Position:
Phone: |} Fax: | i) Email:

Section D. Primary Demographics

Same As Referring Practitioner _ Yes _ Mo If yes, go to Section E.

NPEE: Practitioner First Mamse: Last:
Faeility Contact Name: Contact Person:

Phone: | ] Fax: | 1 Email:

Section E. Authorization For PERSONAL CARE SERVICES (PCS) Assessment
[

Referring Practitioner Signature: Diate: {memddiyyyy)

If hospital or medical facility discharge, signed order from referring practitioner available in medical records? D‘r’es DNu
Signature of facility representative: = Diate: [mmiddiyyyy)
DMA-3041

Rev 3813
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New Referrals

N.C. Department of Health and Human Services — Division of Medical Assistance
REGUEST FOR INDEPENDENT ASSESSMENT FOR PERSONAL CARE SERVICES (PCS)

Home Care Agency: NEW REFERRAL

Complete this fonm and send to The Carolinas Center for Medioal Evcellence [CCME) wia fax st B77-272-1942 or mail:
CCMIE Ammmmwﬂmw Cary NC 27518-B598.
'Furluuﬁmu.mhrtm-ﬂm- ar ﬂm.um;.
Raferral Emtity FCP Aftendng MDD PA _ Nurse Praciiioner  Refarral Dats:

Saction A Patlent Damographics
Madicald IDE:

Patlent Hams (a5 shown on Medicald Cand) Flirst: Bl Last;
Date of Birth: [mmiddyyyy) Gender:{T Male © Female  Primary Language: © English © Spanish @ Other
Address: City:
County: Siats: Ap:
Altermats ContactParent'Guardian (required I patient Is under 131 First

Relafionship to Patlent




V= —

New Referrals

Section B. Patient's Medical History — List both the current medical diagnoses and ICD-9 codes that cumenthy limit the patient's

ability to independently perform Activities of Daily Living (bathing, dressing, mability, toileting and eating), prepare meals and manage
rmedications.

Medically Stable:|_|ves|_|No Check if Active Adult Protective Services | |

Date OF Last Visit With Referring Practitioner: (mmiddiyyyy)

Patient Currently Hospitalized Or In Medical Facility:|_|ves[ |Mo #yes. Planned Discharge Date:

Other Federal/State Programs Patient Is Currently Receiving: [ |CAP[ | Medicare HHDF‘[HDI—hqin&

All New Referrals will require the referring entity to
provide both the Medical Diagnosis and the ICD-9 Code.




Same As Referring Practitlonsr __ Yes Mo If yes, go to Saction E.

HPIE: Practitionar First Mama:

Faclity Contact Names: Contact Person:
Phone: | 1 Fax: | L Emiall:

Section E. Authorization For PERSONAL CARE SERVICES (PCS) Assesament
Refeming Practilonar llwuhn:- Dats: (Ut Yy

If hoapital or medical faciiity discharge, slgned order from refarring practitioner avallable In medical recorda? |_Jves [ No
smmml]rrlmﬂhﬂn:- Date: [ty




How to Submit New Referrals

Completed referrals should be typed or printed legibly.
Forms may be faxed to CCME at 877-272-1942

Forms may be mailed to:

CCME

ATTN: PCS Independent Assessment
100 Regency Forest Drive, Suite 200
Cary, NC 27518-8598




UNABLE TO PROCESS: Due to missing information

INCOMPLETE:

COMPLETE: Non-qualifying

16



, How Are New Referrals Processed?

UNABLE TO PROCESS : Due to missing information

o Beneficiary Name o Date of Request
o Beneficiary Address o Referring Entity
o Medicaid Number o Required Signatures

o Date of Birth o Referral Source Name and NPI




r How Are New Referrals Processed? w'

o Date of last MD visit is not answered

o Medical stability question is not answered
o Medical diagnoses are not listed

o ICD-9 diagnoses codes are not listed




_—

COMPLETE: Non-qualifying

o Date of last visit with referring MD is greater than 90 days
o Medical stability question is marked no

19



UNABLE TO

PROCESS : Due to
missing
information

INCOMPLET
to mi

COMPLETE: Non-

qualifying

Will result in a Technical Denial of the Request

20



Complete and Qualifying New Referrals

If the New Referral is complete and adheres to the requirements
as outlined in Clinical Coverage Policy 3L, Section 5.4.5, the
referral will be processed.
Resident will be contacted by a CCME Scheduler
A Medicaid PCS eligibility assessment will be conducted on the
resident
Provider will receive the referral on the QiRePort Provider Interface
or via fax
Provider will accept or decline the referral
Upon acceptance of the referral an authorization notice will be
issued to beneficiary. The provider will receive a copy.




N.C. Departmeant of Health and Human Sarvices — Divislon of Madlcal Asalatance
PERSOMAL CARE SERVICES (PCS5) FOR LICENSED ADULT CARE HOME RESIDENTS

LICENSED FACILITY REQUEST FOR PCS INDEPENDENT ASSESSMENT COPY

Licensed Adult Care Homs Provider Use this form to request a copy of the completed PCS Assessment for Medicaid
beneficiaries that reside in your facility.
Send completed form o CCME wia fax at 877-272-1342, or mall to:
CCME. ATTN: PCS indapendent Assassment, 100 Regeancy Forest Drive, Sume 200, Cary NC Z7518-8598.
Recelpt may be confimed with CCME at 800-228-3385. E-mall questions to PCSAsseasmantithecarslinascentar.org.

| How to Obtain Sedion & Faclfy Iformaion Compie® 3115 S A R 7
Facility Hams: | | wadicald Provider Humbsr

Copies of the gy 1y — gy e
Independent Section B. List of Asssssments nesded LISt each request on & separate ine, and complets i1 Maids.

Assessment? . o)
: am
s. I

-
=

-
==

-
=
=

-
fa

-
[

-
o

-
m o

g

BR2

:

Attach additlonal sheet o request more fhan 25 PCS Assessments.

Zrran 42



Types of Processing Requests

Change of

Status (COS)

23



Change of
Status (COS)

Who Can
Submit a

Change of
Status (COS)?

K Required Forms to Submit Requests

* Licensed Residential Facilities (DMA 3069)
 Home Care Agencies (DMA 3042)

Provider

Beneficiary

Beneficiary’s family, guardian, or
person with Power of Attorney

Beneficiary's Primary Care
Physician




Providers may report status changes for
beneficiaries approved for PCS services.
A Change of Status reassessment should
be requested for a beneficiary who, since
the previous assessment,

with Activities of Daily Living
(ADLs) or other services covered under
Clinical Coverage Policy 3L.

25



Change of Status
(COS) Licensed
Residential

Facility

M.C. Department of Health and Human Services — Division of Medical Assistance
PERSONAL CARE SERVICES
INDEPENDENT ASSESSMENT REQUEST FOR LICENSED FACILITY RESIDENT: CHANGE OF STATUS

Complete this form and send to The Carolinas Center for Medical Excellence (CCME) via fax at 877-272-1942 or mail:

CCME, ATTM: Mlmmmmmm ﬁmmmmmm
For questions, contact CCME at 800-228-3365 or PCSAsses: i =0 i

RequestedBy: _ PCF _ AftendingMD _ licensed Fadlity PCS Provider _ BeneficianyResponsible Farty
__ (Cther ¥ Other, Relationship to Beneficiary
Date of Request: __ {  {  (mmiddiyyyy)
Section A_B figiary D hi
Medicaid ID#:
Beneficiary Name (2= shown on Medicaid Card) First Ml Last
Dateof Birth: ___ ( /  (mm'ddyyyy) Gender: Male DFanale Primary Language:___ English  _Spanish _ Cther
Address: City:
County: State:_ Zip:- Phone: ( ) -
Alternate ContactiParent/Guardian (reguired if benefisiary under 18 First: Last:
Relationship to Beneficiany: Phone: ( il -
piehtly phezomm Sehitcs of oy g (DS o svalatey. olESmg S St} B Lpore Pl el mamag M cations.
Medical Diagnosis ICD-S Codes B o et o Enter Date (mmiyyyy)
Medically Stable: ___ fes___ Mo Check if Active Adult Protective Services |
Reason for Change in Condition Requiring Reassessment for Services:
Il Change in medical condition . Change in caregiver status | Change in beneficiary location affecting ability to perform ADLs
1 Hospitalization Discharge Date- ___ [/ [mmidd'yyyy) 1 Other

Briefly describe the change in condition and its impact on beneficiary’s need for assistance (required for all reasons):

g i, Fac . pfomation; (Complete if request submitted by Licensed Facility PCS Provider)
Facilityl PCS Provider Mame: MPEE:

Medicaid Provider Number: Facility License Number, License Date,
Location:

Facility Type:  Family Care Home  Adult Care Home  SLF-5800a  SLF-5800c _ Adult Care bed in Nursing Facility
Special Care Unit? __Yes _ No (Select Yes if stand-alone Special Care Unit OR SCU bed)

Facility Contact Mame: Contact Position:

Phone: ( b - Fax: [ } - E-mail:

g D 1 actitior emparaphics (Complets if request submitted by PCP or Attending MD.)
NP Practitioner First Name: Last Name:

Practice Contact Name: Contact Position:
Phone: | ] - Fax: | ] - E-mail:




Change of Status (COS) Licensed
Residential Facility (DIMA 3069)

M.C. Department of Health and Human Services — Divigion of Medical Assistance

PERSONAL CARE SERVICES
INDEPENDENT ASSESSMENT REQUEST FOR LICENSED FACILITY RESIDENT: CHANGE OF STATUS

Complete this form and send to The Carolinas Center for Medical Excellence [CCNIE) via fax at 877-272-1942 or mail:

CCME, ATTH: Pﬁlrﬂependemﬂmnut.lﬂ)ﬂmhﬁtm mmmmmmm
For guestions, contact OCMWE at 800-228-3365 or PCoAszess

Requested By: FCP Atiending MD Licensed Facility PCS Provider
Cither F Orher, Relationship to Beneficiany

Date of Request: ___ /| (mmidd'yyyy)

Medicaid 10
Beneficiary Name (a= shown on Medicaid Card) First M Last

Date of Birth: { ! immi'ddyyyy] Gender: Elale I:IFEHHE Primary Language:  English _Spanish __
Address: i

County: State: Zp: Phone: |

Alternate Contact’Parent'Guardian (requred if beneficiary under 18) First:

Relationship to Beneficiany:




Change of Status (COS) Licensed
Residential Facility (DIVIA 3069)

Section BB ficiary Medical Hist
Benefidary Medical History — List both the current medical diagnoses and ICD-9 codes that currently limit the benefidany’s ability to
independenthy perform Activities of Daily Living [bathing, dressing, mobility, toileting, and eating], prepare meals and manage medications.
Enter "0 for Urset or Enter
"E” for Exacerhation Date (mmiyyyy)

Medical Diagnosis ICD-3 Code

Medically Stable: _ fles_ Mo Check if Active Adult Protective Services

Reason for Change in Condition Requiring Reassessment for Services:

[ Change in medical condition ~ Change incaregiver status | Change in beneficiary location affecting ability to periorm ADLs
[ Hospitalization Cischarge Date: i ! [mm/ddyyyy) L1 Other
Eriefly describe the change in condition and its impact on beneficiany’s need for assistance (required for all reasons):

All Change of Status requests will require the referring entity to
provide both the Medical Diagnosis and the ICD-9 Codes.




Change of Status (COS) Licensed
Residential Facility (DIMA 3069)

Section C. Facilibgd PCS Provider Information: (Complete § request submitied by Licensad Facility PCS Provider)

Facility/ PCS Provider Name: NP EE:
Medicaid Provider Number: Facility License Number, License Date
Losc-ation:

Facility Type: Family Care Home  Adult Care Home  S5LF-5600a  5LF-5600c  Adult Care bed in Nursing Facility
Special Care Unit? _ Yes _ Mo (Select Yes if stand-alone Special Care Unit OR SCU bed)

Facility Contact Mame: Contact Position:

Phone: | | Fae: | Vv - E-miail:

Section 0. Referring Practitioner Demographics (Complete if request submitied by PCP or Attending MD.)
NP Fractitioner First Mame: Last Mame:
Practice Contact Name: Contact Position:

Phone: | - Fam: |




Change of
Status (COS)
Home Care

Agency
(DMA 3042)

MN.C. Department of Health and Human Services — Division of Medical Assistance
PERSONAL CARE SERVICES

INDEPENDENT ASSESSMENT REQUEST FOR HOME CARE AGENCIES: CHANGE OF STATUS

Complete this form and send to The Carclinas Center for Medical Excellence (CCME) via fax at 877-272-1942 or mail:
CCME, ATTN: PC5 Independent Assessment, 100 Regency Forest Drive, Suite 200, Cary NC 27518-8598.
For questions, contact CCME at B00-228-3365 or PCSAssessment@thecarolinascenter.org.

Requested By: OPcP O atendingMD ) PCS Agency () Beneficiany/Responsible Pary
Date of Referral: ____ |mmiddyyyy)

Medicaid ID#:
Beneficiary Name (as shown on Medicaid Card) First: ML Last:
Date of Birth: (mmiddiyyyy) Gender: ouale (J)Female  Primary Language: DEngﬁsh DSpalishDDﬂtEf
Address: City:
County: State: Ap: Phone: | } -
Alternate ContactParent!/Guardian (required if beneficiary s under 13} First Last
Relationship to Beneficiary: Phane: |, i] -
Section B, Beneficiary Medical Hi

Beneficiary Medical History- List bod the curment n diagnoses and IC0-9 codes that cumently Imil 6 b Y= aeility to

independently perform Activities of Daly Living (bathing, dressing. mobility, toileting, and eating), prepare meals and manage

- . Enter “0" for Onset or "E”
Medical Diagnosis ICD-8 Code for E bati Date [mmyyyyy)

Medically Stable: fes Mo Check if Active Adult Protective Services |

Reason for Change in Condition Requiring Reassessment for Services:
n Change in medical condition n Change in caregiver status
1 Change in beneficary's location affecting ability to perform ADLs

| Hospitalization Discharge Date: ! [mmiddiyyyy) | other
Briefly describe the change in condition and its impact on beneficiary’s need for assistance [required for all reasons):

Last Mame:
Facility Contact Mame: Contact Position:
Phone: (_ ] - Faoe: | i] - E-mail;
Same As Referring Practitioner: Y M: K yes, request s complete; submit to CCME
MNPk Practitioner First Name: Last Name:
Facility Contact Mame: Contact Position:
Phone: (_ ] - Faoe: | i] - E-mail;
DMA-3042

08/01/11 Rev 3813
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Change of Status (COS)
Home Care Agency - DMA 3042

H.C. Department of Health and Human Services — Division of Medical Assistance
PERSOHAL CARE SERVICES

INDEPENDENT ASSESSMENT REQUEST FOR HOME CARE AGENCIES: CHANGE OF STATUS

Complete this form and send to The Carolinas Center for Medical Excellence [CCME) via fax at 877-272-1942 or mail:
CCME, ATTN: PCS Independent Assessment, 100 Regency Forest Drive, Suite 200, Cary NC 27518-8598,
For questions, contact CCME at 800-228-3365 or PCSAssessmenti@thecarolinascenter.org,

Requested By: OrPcP Oattendingmn  © PCS Agency (O Beneficiary/Responsible Party
Date of Referral: {mmiddyyyy)

Section A Beneficiary D hi

Medicaid I0#:
Beneficiary Mame (as shown on Medicaid Card) First: Ml Last:

Date of Birth: (mmiddiyyyy) Gender: () Male (JFemale Primary Language: (_JEnglish ﬂ Spanish O Other
Address:

County: State: dp:

Alternate Contact/Parent/Guardian (required if beneficiary is under 18)First:

Relationship to Beneficiany:




Change of Status (COS)
Home Care Agency - DMA 3042

Check if Active Adult Protective Services ||
Reason for Change in Condition Requiring Reassessment for Senvices:

] Change in medical condiion [ Change in caregiver status
] Change in benseficany's location affecting ability o perform ADLs

[ Hospitalization Discharge Date- / ! {mmiddiyyyy) [ oOther

Briefly describe the change in condition and its impact on beneficiary’s need for assistance (required for all reasons):

All Change of Status requests will require the referring entity to
provide both the Medical Diagnosis and the ICD-9 Codes.




Change of Status (COS)
Home Care Agency - DMA 3042

Same As Referring Practitioner: Ul M; If yes, request Is compiets; submit to CCME
NP k- Practitioner First Name:

Facility Contact Name:

Phone: | |

D A-3042
0E0 111 Rew 313




Change of Status Request should be submitted if
there has been a change in:

The beneficiary’s health that affects their ability to
perform ADLs

Caregiver status

The location or environment that affects ability to
perform ADLs



- Types of Processing Requests

W—
—

Change of

Provider
| (COP) ‘

35



K Required Forms to Submit Requests

Chang e of * Licensed Residential Facilities (DMA 3070)
Provider (C OP) « Home Care Agencies (DMA 3043)

Who Can + Primary Care Physician (PCP)
Submit a * Physician Assistant

Chan eo f * Nurse Practitioner
g  Attending Physician

Provider - Beneficiary
(C OP)’P « Beneficiary’s responsible party

.
/36




N.C. Department of Health and Human Services — Division of Medical Assistance
PERSOMAL CARE SERVICES [PCS)
REQUEST FOR CHANGE OF PROVIDER/ FACILITY TRANSFER FOR LICENSED FACILITY RESIDENT

Complete this form and send to The Carolinas Center for Medical Excellence [CCME) via fax at 877-272-1942 or mail:
CCME, ATTN: PCS Independent Assessment, 100 Regency Forest Drive, Suite 200, Cary MC 27518-8598.
For questions, contact CCME at 800-228-3365 or PCSAssessmenti@thecarolinascenter.org.

Change of
Provider
(COP) or
Transfer

Licensed
Residential
Facility
(DMA 3070)

Requested By: PCP | Attending MD Beneficiary Beneficiary's Responsible Party
Licensed facility provider (check only if beneficiary transfer fo a icenzed facilily iz planned or occurred)
Date of Request: ! i) (mm/ddfyyyy)

Section A. Beneficiary Demographics

Medicaid ID#:

Beneficiary Mame (as shown on Medicaid Card) First: ME__ Last

Dateof Birth: __ /_ / (mm/ddiyyyy] Gender: __ Male | Female Primary Language: _ English |  Spanish  Other
Current Address: City:

County: State: _ = A Phone: | } -

Alternate Contact/Parent/Guardian (required if beneficiary under 18} First: Last:

Relationship to Beneficiany: Phone: | ] -

Section B. ProvideriFacility Information

Reason for ProvideriFacility Change (select one):
= Bensficiary choice O Curmrent agency/facility unable to continuing prowviding senices
O Other:

Status of PCS Services (select one):

(mm/ddiyyyy) (mm/ddiyyyy)
Z Continue receiing sendces until established with a mew provider agency; no dischame/tansfer planned at this ime

_ DischargedTransfemed on r I = Scheduled for discharge/transfer on ! !

Beneficiary's Preferred ProviderFacility {if known):

Agency/Facility Mame: Phone: | } -
Medicaid Provider Number: Facility License Numb License Date
Locati

Facility Type: Family Care Home | Adult Care Home |__ SLF-5800a __SLF-5800c,  Adult Care bed in Nursing Facility
Special Care Unit? _ Yes Mo (Select Yes if stand-alone Special Care Unit O SCU bed)

Beneficiary's Alternate Preferred Provider/Facility (if known):

Agency/Facility Mame: Phaone: | } -
Medicaid Provider Number: Facility License Mumber License Date
Locati

Facility Type: Family Care Home = Adult Care Home | SLF-5600a SLF-5800c tdult Care bed in Mursing Facility
Special Care Unit? = Yes Mo [Select Yes if stand-alone Special Care Unit OR SCU bed)

Section C. Contact Information for Questions about Change of Provider Request (if not Beneficiary or Alternate Contact listed
in Section Aj:

Contact Mame: Relationship to Beneficiary:
Phone: ] - Fax: | i] - E-mail:

DMA-307D

12182012
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Change of Provider (COP) Licensed
Residential Facilities DMA 3070

H.C. Department of Health and Human Services — Divizion of Medical Azsistance
PERSOMAL CARE SERVICES (PCS)
REQUEST FOR CHANGE OF PROVIDER! FACILITY TRANSFER FOR LICENSED FACILITY RESIDENT

Complete this form and send to The Carolinas Center for Medical Excellence [CCME) via fax at 877-272-1942 or mail:
CCME, ATTN: PCS Independent Assessment, 100 Regency Forest Drive, Suite 200, Cary NC 27518-8598.
For questions, contact CCME at B00-228-3365 or PLCSAssessmenti@ thecarolinascenter.org.

Requested By: PCP Attending MD Beneficiary Beneficiary's Responsible Party

Licensed facility provider (check only if beneficiary transfer fo a licenzed faclily iz planned or occumed)
Date of Request: _ /1 {mm/ddiyyyy)

Section A. Be iary Demo ics

Medicaid 1D

Beneficiary Name (as shown on Medicaid Card) First: ME_ Last
Date of Birth: ____ 7 1 [mmuddiyyyy) Gender: ]:l blale I:IFede Primary Language: I:l_Eninsh J:bparlshlj}ther
Current Address:

County: State: Aip:
Alternate Contact’Parent'Guardian (required if benefidary under 18} First
Relationship to Beneficiany:




Change of Provider (COP) Licensed

Residential Facilities DMA 3070

Section B. Provider/Facility Information

Reason for Provider/Facility Change (select onej:
T Beneficiany choics C Current agencyTacility unable to continuing prowding sendces
C Other:

Status of PCS Services (sebect one)

T DischargedTransfemed on / / C Scheduled for dischamgehransfer on ) !
(mam/ddfyyyy) (rmmJddiyyyy)

C Continue receiving sennces unlil established with a new prowsder agency; no dischargeitansier planmed at this time

Beneficiary's Preferred Provider/Fagility (if known]:
Agency’Facility Mame: Fhone: { i
Medicaid Provider HBumber: Facility License Numb-er License Date

Location:

Facility Type: Family Care Home| Adult Care Home | SLF-5600a __SLF-5600c|  Adult Care b=d in Mursing Facility
Special Care Unit? | Yes | No (Select Yes if stand-alone Spedial Care Unit OR SCU bed)

Beneficiary’s Alternate Prefermed Provider/Facility [if known]:
AgencyFacility Name: Phone: | i
Medicaid Provider Number: Facility License Numb-er License Date

Loszatiomn:

Facility Type:| Family Care Home | Adult Care Home | SLF-5600a | SLF-5800c | 8dult Care b=d in Mursing Facility
Special Care Unit? | Yes  MNo (Select Yes if stand-alene Special Cars Unit OF SCU bed)




Change of Provider (COP) Licensed
Residential Facilities DMA 3070

Section C. jon for ions about of Provider if not iary or Alternate Contact listed
in Section A):

Contact Name: Relationship to Beneficiary:

Phone: | ] - Fax: | | - E-mail:

DMA-3070
12192012




Change of
Provider
(COP)
Home Care

Agency
(DMA 3043)

N.C. Department of Health and Human Services — Division of Medical Assistance
PERSDNA.L CARE SEIWICES {PCS:-

Complete this form and send to The Carolinas Center for Medical Excellence [CCME) via fax at 877-272-1942 or mail:
CCME, ATTM: PCS Independent Assessment, 100 Repnwﬁxmﬂrnm,&.ltemm MCDEIS—BEEI&.
For questions, contact CCME at 800-228-3365 or PCSA nti@thecaroli

RequestedBy._ PCP Agtending MD Beneficiary _ Benefidary's Responsible Party
Date of Request [ [mmvddiyyyy)

Beneficiary Name (as shown on Medicaid Card) First: ML __ Last
Date of Birth: ___/___(_ immiddyyyy) Gender.  Male _ Female Primary Language: English_ Spanish  Other
Bl City:

County: State: . Zp: Phone: | } -

Alternate Contact/Parent/Guardian (required if Beneficiary under 18): First: Last:

Relationship to Beneficiary: Phane: | ) !

Section B Provider Inf fi

Reason for Provider Change:

[ Bensficiary choice
|:| Current agency unable to continuing providing senices.
Oither:

Status of PCS Services:
] Dischamged an [/ imovddiyyyy)
O scheduledfor dischageen 1 | {mmiddiyyyy)

D Continue receiving sendces wntil established with a new provider agency; no discharge planned at this time
Beneficiary’s Preferred Provider (if kmown):
Agency Name:

SedlunC.Cmiat:thlwmmr tions about of Provider not iary or Alternate Contact listed

Contact Name: Relationship to Beneficiary:
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Change of Provider (COP) Home Care

Agency DMA 3043

MN.C. Department of Health and Human Services — Division of Medical Assistance
PERSOMNAL CARE SERVICES (PCS)

BEQUEST FOR CHANGE OF PROVIDER FOR HOME CARE AGENCY BENEFICIARIES

Complete this form and send to The Carolinas Center for Medical Excellence (CCME) via fax at 877-272-1942 or mail:
CCME, ATTH: PCS Independent Assessment, 100 Regency Forest Drive, Suite 200, Cary NC 27518-8558.
For questions, contact CCME at 800-228-3365 or PCSAssessmenti@thecarolinascenter.org,

Requested By PCP Aitending MD Beneficiary Beneficary's Responsible Party
Date of Request { ) {rremfddyyy)

Section A Beneficiary [ hi
Medicaid 10

Beneficiary Mame (as shown on Medicaid Card) First: ML __ Last

Date of Birth: / i immvddiyyyy) Gemnder: Male _ Female Primary Language:  English_ Spanish  Cther
Fddress: City:

County: Statec = A Phomne: | } -

Ahternate Contact’Parent'Guardian (requirad if Beneficiary under 18] First: Last:

Relationship to Beneficiary. Phone: | ) -




Change of Provider (COP) Home Care
Agency DMA 3043

Section B. Provider Information

Reason for Provider Change:

[ Beneficiary choice

H Camment agency unable to continuing providing sendces
Cither:

Status of PCS Services:
[] Discharged on (! mevdsyyyy)

[] scheduledfordischargeon | | [mmisdyyy)

O continue receving sennces wntl established with a new provider agency: no discharge planned at his time

Beneficiary's Preferred Provider (if known):
Agency Hame:
Location:

Phone: | I

Agency Mame |[Alternate):
Location:
Phone: | i




Change of Provider (COP) Home Care Agency
(DMA 3043)




Required Forms to Submit Requests

» Licensed Residential Facilities (DMA 3068)

Revised (3/8/2013) « Home Care Agencies (DMA 3041)

* Licensed Residential Facilities (DMA 3069)
 Home Care Agencies (DMA 3042)
| Revised (3/8/2013) J

» Licensed Residential Facilities (DMA 3070)
« Home Care Agencies (DMA 3043)

o
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Locating Forms to Submit Requests

* Division of Medical Assistance Personal Care
Services (PCS) Webpage

Revised 3/8/2013 e Carolina Center for Medical Excellence

(CCME) Personal Care Services (PCS)
| J Webpage
o

* Division of Medical Assistance Personal Care
Services (PCS) Webpage

 Carolina Center for Medical Excellence (CCME)
Personal Care Services (PCS) Webpage

Revised 3/8/2013 .+ QiRePort Provider Interface*
| o

Division of Medical Assistance Personal Care
Services (PCS) Webpage

Carolina Center for Medical Excellence Personal
Care Services (PCS) Webpage

QiRePort Provider Interface*

' J CCME Call Center
4
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Division of Medical Assistance (DMA) Personal Care
Services Webpage -

Carolina Center for Medical Excellence (CCME)Personal
Care Services webpage -
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f Locating Forms to Submit Requests:

FOR BEMEFICIARIES

DMA HOME

¥ Medicaid Providers
A-Z Provider Topics
Calendars
Claims and Billing
Community Care (CCNC/CA)
Contacts for Providers
Enrollment
EPSDT and Health Check
Fee Schedules/Cost Reports
Forms
Fraud and Abuse
HIFAA
Library (bulletins, policies)
MNational Provider Identifier
Programs and Services

Seminars

ABOUT DMA

CONTACT DMA

Archived 1215 b/c Waiver

Content

DIVIA Welbsite

DHHS Home | A-F Site Map | Divisions | About Us | Contacts | En Espafiol Dsearch DHHS Wsearch oA I G0

NC Division of
Medical Assistance

FOR COUNTY STAFF For Providers STATISTICS AND REPORTS

Consolidated Personal Care Services (PCS)

EFFECTIVE DATE: January 1, 2013
The Consolidated Personal Care Services (PCS) program is a Medicaid State Plan benefit designed to

provide personal care services to individuals residing in a private living arrangement, or a residential facility
licensed by the State of North Carolina as an adult care home, or 3 combination home as defined in G.5.
131E-101({13).G.5. 131E-101{1a); or resides in a group home licensed under Chapter 122C of the General
Statutes and under 104 NCAC 27G .5601 as a supervised living facility for two or more adults whose
primary diagnosis is mental illness, a developmental disability, or substance abuse dependency.

Consolidated Personal Care Services (PCS) is available to individuals who has a medical condition,
disability, or cognitive impairment and demonstrates unmet needs for, at a minimum three of the five
qualifying activities of daily living (ADLs) with limited hands-on assistance; two ADLs, one of which
requires extensive assistance; or two ADLs, one of which requires assistance at the full dependence level.

The five qualifying ADLs are eating, dressing, bathing, toileting, and mobility.

PCS program eligibility is determined by an independent assessment conducted by the Division of Medical
Assistance or its designee; and shall be provided in accordance with an individualized plan of care.

DMA Clinical Policy & Programs

Home and Community Care-Personal Care Services
Phone 919-855-4340

E-Mail: PCS_Program_Questions@dhhs.nc.gov




Archived 1915 b/c Waiver Phone 915-855-4340
Content E-Mail: PCS_Program_Questionsi@dhhs.nc.gowv

Basic Medicaid Billing Guide

Clinical Coverage Policies and
Provider Manuals |r|‘|p0 rtant Links
DM& Contract Standardized PCS Clinical Palicy 3L
Training

Medicaid Bulletin
Proposed Medicaid Clinical
Coverage Policies

Related Sites

MH/DD/SAS Home Page

House Bill 950 Session Law 2012-142

M.C. Medicaid State Plan and Amendments

MNorth Carolina Medicaid State Plan Amendment {SPAY NC 12-013 - Personal Care Services
House Bill 5

Carclina Center for Medical Excellence [(CCME]

1915 State Plan Archives

Subscribe to received HPES Medicaid Alerts

Send PCS questions by email to CCME

QI Report Welcome Page

Additional Information

Expand All Items Below | Collapse Items Below

Frequently Asked Questions

Announcements
Training

Bulletins ’
Forms

Archives




CCNVIE Website

News Room | Ewvents | Careers | Login/Registration

Search |CCI"u'1E Medicare @ |EntEFKE'.-'WDFdE3]' |@

The Carolinas Center
< for Medical Excellence

Who We Are Who We Serve What We Do My CCME

Home = What We Do = State Programs Management = Perzonal Cars Services Font Size @

Home Care Agencies

Licensed Residential The North Carolina Division of Medical Assistance [DMA) has contracted with The Carolinas
Faciities Center for Medical Excellence (CCME) to conduct Independent Assessments for Personal Care
Senices (PCS) for Medicaid recipients in Morth Carclina. Medicaid PCS for recipients in all settings -
including private residences and licensed adult care hames (ACH). family care hames, 56003 and
5600c supemvised living homes, and combination homes with ACH beds — will be provided under a

_ consolidated Clinical Coverage Policy 3L, PCS henefit.
PCS Important Links

Quick Links
* HCA Announcements

* LRF Announcements

B9 shareThis




The Carolinas Center
< for Medical Excellence

News Room | Events | Careers | Login/Registration

Search |CCME Medicare LQJ |EI‘ItBFKB’)I'WDFdI:3} |®

Who We Are Who We Serve What We Do My CCME

Home = VWhat We Do = State Programs Management = Personal Care Services = PCS Forms Font Size @

Home Care Agencies

Licensed Residential
Facilities

PCS Important Links

Qg&écfc 2 inks
* Home Care Agencies

* Licensed Residential
Facilities

PcCs Forms

This section contains forms pertaining to the PCS program only. Please visit cur Home Care
Agencies Forms page or Licensed Resident Facilities Forms page for specific forms

pertaining to each.

Hote: ou may need to download and install plug-ins on your computer in order to access and open certain files from
thiz page. Fres copies may be downloaded by viziting our Plug-Iln Downloads webpage. Decumentz on thiz page are

in POF format unles=s noted.

Change of Provider

Change of Status Request Form
Clinical Coverage Policy 3L
Electronic Plan of Care

MHew Referral

Provider Billing NHumber Update Form
QiRePort

Change of Provider

T Licensed Residential Facility Change of Provider 1102 k&)

Form (DMA 3070} to request a change of provider or a facility transfer for a licensed residential facility
resident.

T Home Care Agency Change of Provider Form (82 KB}
Fillakle farm (DMA 3043) for current PCS beneficiaries to change their home care agency provider

51



Division of Medical Assistance (DMA)

* DMA Personal Care Services Webpage: http://www.ncdhhs.gov/dma/pcs/pas.html
* Home and Community Care Section: 919-855-4340
* Email: PCS_program_questions@dhhs.nc.gov

Carolina Center for Medical Excellence (CCME)
* Personal Care Services webpage www.thecarolinascenter.org/pcs
* CCME Call Center: 1-800-228-3365 (Mon-Fri from 8- 5pm)
* Option 2 - Independent Assessment of PCS
* Option 3 - Personal Care Services Claims
* Email: PCSAssessment@thecarolinascenter.org
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What Are the Requirements for Aide
Documentation?




Aide Documentation?

* Document performance of ADL Y
tasks [ .

* Frequency of performance

 Date of services and tasks were
provided

e Name of the aide

REFERENCES:
5.4.15 Requirements for Aide Documentation & 5.4.16 Nurse Aide Tasks
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What Are the Requirements for Aide
Documentation?




What Are the Requirements for

Aide Documentation of Task
Deviations?

e (Care task or tasks not performed

e Reasons tasks were not
performed
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Module Il

Person Centered Pla




Module Il Learning Objectives

Participants will be able to:

< Define person centered planning and person
centered thinking;

L)

¢ Describe three outcomes of person centered
planning;

* Discuss methods to improve the quality of
guestions; and

» Assess their current level of person centeredness

58



Module Il Outline:

|.  Defining Person Centered Planning

Il. Person Centered Thinking

I1l. Quality of Questions

V. How Person Centered Are You?




Module Il Outline:

I. Defining Person Centered Planning




Q: How do you define
person centered planning?



Person Centered Planning (PCP)
Definition

Person-centered planning is a process, directed by the
family or individual intended to identify the strengths,
capacities, and preferences, needs and desired
outcomes of the individual.




INTRODUCTION

Person-centered planning attempts to identify and
highlight the unique talents, gifts and capabilities the
beneficiary.

Explore and discover where in the “real” world these gifts
can be shared and appreciated.

The beneficiary identifies planning goals to achieve
personal outcomes.

Engaging in active listening with the beneficiary, learning
what is important to them, and lending time and energy
to support them.
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Q: What are the outcomes
of person centered planning?



Person Centered Planning Outcomes

1. The beneficiary feels welcomed and heard.

2. The beneficiary has authority to plan and pursue
his or her own vision.

3. PCS Assessment of needs is fair and accurate.

4. PCS Assessment and discovery identify personally
defined quality of life.



Getting to the PCP Outcomes

Monitoring questions should be asked
repeatedly, not just at the time of
assessment:

— Did needs change?

— Did assets change?




Getting to the PCP Outcomes

Monitoring questions should be asked
repeatedly, not just at the time of assessment:
— Did capabilities change?
— Are existing services meeting beneficiary’s

needs?




How Do We Think About and Plan For The
Future?

<SYSTEM CENTERED
APPROACH



How Do We Think About and Plan For The
Future?

Person Centered

Approach

e Ensure personal safety of the beneficiary

e Promote informed decision making

e Promote partnerships with all stakeholders

e Organize to respond to the individual

e Accessible providers who are culturally accepting.



Module Il Outline:

ll. Person Centered Thinking




Q: What is person centered
thinking?



Person Centered Thinking Activity

* | know it's going to be a good day when | arrive to work



Person Centered Thinking Activity

[ know its going

to be a bad day

[ know its going

to be a good day

What can make
my good days
better and
improve by bad
days?




Module Il Outline:

lll. Quality of Questions




Q: How do we improve
the quality of our questions?




Improving the Quality of Questions

Closed ended Open ended
guestions guestions
! | ! Respondent |
Give you facts thinks and
reflects
Quick Share feelings
answers and opinions
! Questioner | rHands controlw
controls the to the
conversation responder




Improving the Quality of Questions

One way to sustain the person-centered
approach is by asking open-ended questions
In order to:

@ Help understand the beneficiary’s thoughts and
feelings, which facilitates the process of developing
the plan of care.

@ Enhance the ability to interact with the beneficiary to
share their perspectives. OC

&L




Module Il Outline:

IV. How Person Centered Are You?




Q: How person centered
are you?




How Person Centered is Your PCP?

* Did you help the beneficiary to use this person-centered
process to assist in the planning?

« Did the beneficiary identify anyone else who they wanted to
assist in or facilitate the planning?

« Did the desires and goals of the beneficiary form the
foundation for the process? Was the process positive and
respectful?

* Were the strategies used to gain the beneficiary perspective
respectful?

« Does the beneficiary have a formal role in quality assurance?

 Is the beneficiary participating in all phases of the process?



Q: What s
person centered planning?



Personal Care Services Provider Resources

Division of Medical Assistance (DMA)

* DMA Personal Care Services Webpage: http://www.ncdhhs.gov/dma/pcs/pas.html
* Home and Community Care Section: 919-855-4340
* Email: PCS_program_questions@dhhs.nc.gov

Carolina Center for Medical Excellence (CCME)
* Personal Care Services webpage www.thecarolinascenter.org/pcs
* CCME Call Center: 1-800-228-3365 (Mon-Fri from 8- 5pm)
* Option 2 - Independent Assessment of PCS
* Option 3 - Personal Care Services Claims
* Email: PCSAssessment@thecarolinascenter.org

HP Enterprise Services (HPES)
* Toll Free: 1- 800-688-6696
* Option 3 - Provider Services
* Option 7 - PASRR
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