



103.00

HCBS Care Plan - DA-3


PURPOSE

The Home and Community Based Services (HCBS) Care Plan (DA-3) shall be completed at each initial and subsequent assessment used to determine eligibility for HCBS.  HCBS are in lieu of nursing facility placement and are authorized by the Division of Senior and Disability Services (DSDS), Bureau of Home and Community Services (HCS) Worker or the division’s designee.  The DA-3 shall be made available for each provider responsible for the service delivery, and when a current participant changes from one provider to another provider.  The DA-3 provides documentation of the participant/authorized representative’s involvement in care planning by including the participant/authorized representative’s acknowledgment and outcome of his/her:

· Participation in the development of the person centered care plan;

· Right to have anyone involved in the development of the person centered care plan;

· Right to choose and receive HCBS rather than nursing facility care;

· Right to refuse HCBS;

· Right to choose HCBS, either agency option or consumer-directed option;

· Right to choose the HCBS provider;

· Discriminatory behavior regarding service delivery;

· Expectations and responsibilities;

· Need to notify the Central Registry Unit (CRU) to report abuse, neglect, or exploitation; and  

· Need to notify DSDS of any problems concerning service delivery as well as changes in health, informal supports, satisfaction with the services provided, and/or functioning status that might require care plan adjustment.

NUMBER OF COPIES
At least three (3) copies of the DA-3 shall be made.  
INSTRUCTIONS

Information (both page 1 and 2) shall be reviewed with the participant/authorized representative regarding all subjects covered on the document, and the participant/authorized representative’s understanding of the information shall be ensured.  

PARTICIPANT NAME:  Enter the participant’s name.

DCN:  Enter the participant’s Departmental Client Number (DCN).

COUNTY NAME and FIPS CODE:  Enter the participant’s county of residence and the corresponding FIPS code, if known.

REFERRAL NUMBER (HCS USE ONLY):  Enter the number assigned to the referral.

REPORTED HEALTH CONDITION:  Enter the participant’s reported health condition(s).

ASSESSMENT and PERSON CENTERED CARE PLAN DEVELOPMENT section:  
Check the participant’s choice of the following: 

· Rights:  Right to enter/remain in a nursing facility or explore other options; 

· HCBS:  Agency option or Consumer-Directed (CDS) option.  
· CDS option:  For certain CDS participants, the Independent Living Waiver (ILW) may also be available.  The ILW is an extension of services within the CDS option and only available for CDS participants who meet certain criteria.  Entry to the ILW shall be approved by HCS staff only after coordination with the DSDS Bureau of Program Integrity.  When approved for entry to the ILW, participants shall indicate their choice to self-direct their own care or appoint a designee.     
PROVIDER CHOICE section:  The name of the participant’s chosen provider shall be entered.  

AGREEMENT section:  
· Enter the phone number of the appropriate DSDS Regional Evaluation Team.  This is a drop-down box including the phone number of each region.  

· Attestation statements:  The initials of the participant/authorized representative shall be entered next to each statement indicating the statements have been read and are understood.  

PARTICIPANT SIGNATURE AND DATE:  Obtain the participant/authorized representative’s signature and date.

ASSESSOR SIGNATURE AND DATE:  The individual authorized to complete the assessment shall sign and date the DA-3 reflecting when the assessment was completed.

ASSESSOR NAME (PRINTED):  Print the name of the individual authorized to sign the DA-3.

EMPLOYED BY:  Enter the name of the assessor’s employer.  This field shall be completed when the assessment is completed by an entity other than DSDS staff.   
SUPERVISORY NURSE/PHYSICIAN SIGNATURE AND DATE:  In instances where the provider nurse completing the assessment is an LPN, the supervisory RN or physician reviewing the documentation shall sign and date the DA-3 reflecting the date the assessment was reviewed.  If the physician has ordered HCBS, the physician’s signature will document approval of the person centered care plan. 
SUPERVISORY NURSE/PHYSICIAN NAME (PRINTED):  Print the name of the supervisory nurse and/or physician signing the form.

EMPLOYED BY:  Enter the name of the supervisory nurse’s or physician’s employer.

HCS WORKER/DESIGNEE SIGNATURE AND DATE:  The Worker, or the division’s designee, shall sign and date the DA-3 reflecting the date the person centered care plan is reviewed and approved.

DISTRIBUTION 
The original copy shall be retained by the entity that completes the initial document.  The provider shall fax the initial referral document to the DSDS, Central Registry Unit (CRU).  CRU shall forward a copy to the appropriate DSDS office.  A copy shall be maintained in the participant’s case record.  When signed by the HCS Worker, or the division’s designee, copies shall be provided to the participant/authorized representative and forwarded to the appropriate provider(s).  For any subsequent provider changes, a revised DA-3 shall be signed, and copies shall be provided to the participant/authorized representative and forwarded to the appropriate provider(s).  A current copy shall be maintained in the participant’s case record.
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