PDW Guidebook


REQUIRED CONTACTS

The Service Coordinator must complete a full reassessment at least every 6 months or anytime there are significant changes in the participant’s health or other circumstances that may impact the plan of care. 

The Service Coordinator must make a home visit to the PDW participant at least quarterly.  

The Service Coordinator must make a monthly contact: with the participant/family, physician, or provider.  Monthly contact may include communications with the participant/family, provider, or physician regarding the participant's condition and progress.  Prior Authorizations, Provider Monitoring Logs and medical records may be considered a form of monthly contact, as long as the medical record is related to the condition that warrants the service being provided.  All contacts are to be made by and documented by the Service Coordinator or the Regional Coordinator.
There are no exceptions to this requirement.
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