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APPENDIX 2

HCBS CARE PLAN AND PARTICIPANT CHOICE STATEMENT 


The Home and Community Based Services (HCBS) Care Plan and Participant Choice Statement (DA-3) shall be completed at each initial and subsequent face-to-face (re)assessment used to determine eligibility for HCBS.  HCBS are in lieu of nursing facility placement and are authorized by the Department of Health and Senior Services (DHSS), Division of Senior and Disability Services (DSDS) or its designee.  The DA-3 shall be made available to all HCBS providers in the participant’s electronic record.  Any changes to the care plan must be documented in the Case Notes section of the HCBS Web Tool.  As a component of the person centered care planning process the DA-3 provides documentation of the participant’s involvement in care planning by including the participant’s acknowledgment and outcome of his/her:

· Participation in the development of the person centered care plan – to include both formal and informal services identified to live successfully in the community;

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

· Right to choose and receive HCBS (State Plan and/or Waiver) or nursing facility care;
· Right to choose the HCBS provider;

· Need to notify the DHSS’s Central Registry Unit (CRU) to report abuse, neglect, or exploitation; 
· Need to notify the appropriate DSDS Regional Evaluation Team of any problems concerning service delivery as well as changes in health, formal and informal supports, satisfaction with the services provided, and/or functioning status that might require care plan adjustment;
· Discriminatory behavior regarding service delivery;
· Understanding that all State Plan HCBS Providers are required to use the Electronic Visit Verification (EVV) system;

· Expectations and responsibilities.

NUMBER OF COPIES
One copy of the DA-3 shall be made.  
INSTRUCTIONS

Information (both page 1 and 2) shall be reviewed with the participant regarding all subjects covered on the document.  The participant shall initial next to each designated area and sign the document indicating they have read and understand the information contained therein.   In instances where the participant is unable to or refuses to initial next to each designated area and/or sign the document, DSDS staff or their designee, shall document this information in the Case Notes section of the HCBS Web Tool.
PARTICIPANT NAME:  Enter the participant’s name.

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

COUNTY NAME:  Enter the participant’s county of residence.

The participant shall initial next to each section indicating they have read and understand the information contained in that section. Assessors should pay special attention that each box is acknowledged by initialing prior to obtaining the signature. In the designated fields, enter the phone number of the appropriate Regional Evaluation Team.  This is a drop-down box that includes the phone number of each region.  
IDENTIFIED supports and services (other than the authorization of DSDS HCBS):  

Include any critical risks and needs of the participant that were identified in the assessment process and the community resource to which a referral has been made.  

· An example of a critical risk could be the participant needs assistance with a utility bill as the participant has received a shut-off notice, or rent as the participant has received an eviction notice.  A referral would be made to an appropriate community resource such as the Area Agency on Aging (AAA), Missouri Association for Community Action (MACA), or Center for Independent Living (CIL), etc. 

· An example of an indentified need could be the participant needs assistance with personal care.  However, the participant has informal supports that is or will be meeting this need; a family member is assisting with personal care.

PARTICIPANT SIGNATURE AND DATE:  Obtain the participant’s signature and date.  In instances where the participant is unable to or refuses to sign the form, DSDS staff or their designee, shall document this information in the Case Notes section of the HCBS Web Tool. 

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

ASSESSOR NAME (PRINTED):  Print the name of the Assessor. 

EMPLOYED BY:  Enter the name of the Assessor’s employer.    

DISTRIBUTION 

The original copy shall be provided to the participant.  A copy shall be uploaded and maintained in the participant’s electronic case record.  
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