HCY/MFAW PROGRAM MANAGER CHANGE REQUEST INSTRUCTIONS
Complete all bold sections when submitting a Program Manager Change Request for a HCY/MFAW participant. PM Change Requests should capture all pertinent information related to the requested change in the participant’s authorization that the HCY/MFAW Program Manager would need to make a determination. Instructions for each individual section are outlined in italics, with examples provided below the instructions. Please see the HCY and MFAW Guidebooks for information on when a PM Change Request is required to be completed. 
______________________________________________________________________________
Participant Name: Enter the participant’s first and last name.
· Example: Jane Doe
DCN: Enter the participant’s DCN.
· Example: 12345678
DOB: Enter the participant’s DOB.
· Example: 1/1/2010
Program: Enter the program name (HCY or MFAW) the participant is enrolled in.
· Example: HCY
Service Coordinator: Enter the name of the RN-SC who is completing the PM Change Request. 
· Example: Sally Jones, RN
Initial Date of Request: Enter the date the request is being made.
· Example: 7/1/2023
Date of Amendment (if applicable): Enter the date of the amended request, if appropriate, and include the updated information in red font in each section so it is easily identifiable. Only information pertinent to the updated/ongoing request should be included and indicated in red font. If you are making a new request for a participant that is unrelated to a historical request, a new PM Change Request form should be used. Any historical information should be included below in the ‘Participant History, Current Status and Medical Needs’ section, rather than in a new color as an amendment.
· Example: 8/15/2023
Current Authorization: Enter the participant’s current HCY/MFAW authorization and delete any sections for services the participant is not currently receiving. 
PDN: 
PCA: 
APC: 
ARN:

WAC:
Supplies: 
· Example 1: 
PDN: 50 hours/week

· Example 2: 

PCA: 2 hours/day, 7 days/week

APC: 1 hour/day, 7 days/week

ARN: 1 visit/month

· Example 3: 

PDN: 70 hours/week 
Supplies: Gloves-2 boxes/month, Briefs-3 cases/month, Washable Underpad-1 pad/month
Requested Change In Authorization: Enter the requested change to the participant’s HCY/MFAW authorization, including effective dates, and delete any sections for services that are not impacted by the requested change.
PDN: 
PCA: 

APC: 

ARN:

WAC:

Supplies: 

· Example 1: 

PDN: 100 hours/week from July 5-August 15 (6 weeks)
PDN: 100 hours/week from August 15-August 30 (extended an additional 2 weeks)

· Example 2: 

PCA: 3 hours/day, 7 days/week

· Example 3: 

Supplies: Gloves-2 boxes/month, Briefs-4 cases/month, Washable Underpad-1 pad/month, Disposable Underpads-2 cases/month
Participant History, Current Status and Medical Needs: Outline the participant’s medical needs that are pertinent to the requested authorization including, but not limited to; medical history, major diagnoses, PDN/PCA assessment, current status and recent, significant changes. Previous/recent approved changes to the participant’s authorization that are relevant to a new request should be included in this section. Historical changes should be outlined as ‘participant history’ and not ongoing on the PM Change Request in different font colors. 
· Example 1: John has a diagnosis of cerebral palsy and requires continuous assessment, seizure observation/intervention, ventilator when sleeping, trach care TID, trach change weekly, oxygen PRN, pulse oximetry TID when not on ventilator, G-tube for continuous feeding overnight, bolus feeding one time per day and administration of multiple medications, CPT vest TID, nebulizer treatments BID, decubitus assessment/positioning and reinforcement teaching. He requires total assistance with all ADLs.
· Example 2: John has a diagnosis of cerebral palsy and requires assistance with all ADLs. He requires total assistance with dressing, bathing, grooming, toileting and eating, along with partial assistance with ambulation and transfers. John is typically able to ambulate short distances with a walker and uses a wheelchair for longer distances. He can also typically transfer independently, but has increased contractures and spasticity over the past several months and now requires 1x assist for all transfers and increased use of his wheelchair, as he cannot ambulate more than a few feet with assistance now. With this recent status change, it is taking increased time to complete all ADLs.
Current Participant/Family Circumstances and Caregiver Availability: Outline the current participant/family circumstances and caregiver availability including, but not limited to; home environment, participant’s school status, individuals living in the home, available trained caregivers, employment information and other responsibilities of the responsible party(ies).
· Example 1: John lives in a two story home with his parents, Jane and Joe, and younger sister, Jill. John’s bedroom is on the main floor and the home has been modified to meet John’s accessibility needs. Jane does not work outside the home and cares for John during daytime hours and on weekends, while also homeschooling Jill. Joe works as an engineer, typically on Monday-Friday from 7:00am-4:30pm, with frequent overtime and occasional weekend hours. Joe also has a 30-45 minute commute to/from his office and is typically away from the home for over 10 hours/day. Joe assists with John’s care in the evenings and on weekends when he is not working. 
Backup Caregiver Plan: Outline the participant’s backup caregiver plan (cannot be the primary caregiver), including information regarding their availability and ability to provide care for the participant. 
· Example 1: John’s parents, Jane and Joe, are his primary caregivers and provide care when PDN is unavailable. John’s grandparents, Bill and Barbara, live in the same neighborhood as John’s family. They are trained in John’s care and are available to provide backup care in the event of an emergency. John’s aunt, Tammy, is also trained in his care, but Tammy lives over three hours away and is only available on occasions with advanced notice and not day-to-day coverage, due to the commute time.  
Justification of Proposed Changes: Outline the information justifying the requested change in authorization including, but not limited to; who made the request, why the request was made and changes in the participant/family status that necessitate change.
· Example 1: John has had no recent change in his medical needs. However, John’s mom, Jane, typically provides care during the day and on weekends, while PDN is provided overnight for 10 hours/night on Monday-Friday. Jane is having surgery on July 3 and will be unable to provide John’s care during these hours, as she will have lifting restrictions for at least 6 weeks. She is requesting a temporary increase from PDN: 50 hours/week to PDN: 100 hours/week from July 3-August 15 while she is unable to provide care to John during the day and John’s dad, Joe, is working. John’s dad, Joe, will provide care in the evenings and on weekends. John’s grandparents, Bill and Barbara, will be available to provide backup care in the event that PDN staff is unavailable. Jill has a 6 week follow-up appointment on August 15, after which we will reevaluate the temporary increase. 
Jill (mom) reported on August 15 that her doctor extended her lifting restrictions for an additional 2 weeks. She is requesting an extension of the temporary increase through August 30 when she is scheduled to follow up with her doctor to reassess her post-operative lifting restrictions. 
· Example 2: Jill (mom) is requesting an increase in PCA hours from 2 hours/day, 7 days/week to 3 hours/day, 7 days/week. This request is based on John’s increased contractures and spasticity over the past several months, which has led to increased time to complete all ADLs and additional assistance with transfers and mobility. 
· Example 3: John is incontinent of both bladder and bowel. He has had an increase in stools and urine in the past few months and Jill (mom) reports they are running out of their authorized briefs before the end of the month, as well as soiling the washable underpad more frequently. Jill is requesting to increase the number of authorized briefs/month from 3 cases to 4 cases, as well as adding 2 cases/month of disposable underpads to assist with meeting John’s increased incontinence needs. 
Duration of Medical Necessity and Date of Reassessment for Proposed Authorization: Enter the duration of medical necessity for the proposed change and date of the next assessment of the participant/family needs. Reassessment of participant/family needs should be continuous/ongoing and completed regularly during face-to-face home visits and/or via phone if changes arise between scheduled home visits. Temporary/short-term increases should not exceed 60 days and should be reassessed prior to the anticipated end date, while long-term changes should be assessed and reviewed during each HCY/MFAW face-to-face home visit. 
· Example 1: 6 weeks with reassessment on August 15 after mom’s 6 week follow up appointment
· Example 2: Ongoing with reassessment in August 2023 during quarterly home visit and each home visit thereafter 
Service Coordinator Recommendation: Enter your (SC) recommended change to the authorization and whether you agree, disagree and/or would like to have a further discussion with the PM regarding the request, followed by your name and date. If a request is amended, please note the new recommendation with the updated date below the initial request. 
· Example 1: I agree with the request to temporarily increase the PDN authorization from 50 hours/week to 100 hours/week for 6 weeks from July 3-August 15, due to mom’s upcoming surgery and a decrease in caregiver availability. The temporary increase will assist with care during working hours, as mom typically provides care during the day and will have lifting restrictions. The participant’s dad will continue to provide care on weekends and evenings to utilize natural supports. – Sally Jones, RN 7/1/2023
I agree with the request to extend the temporary increase for an additional two weeks from August 15-30, as mom continues to have post-operative lifting restrictions and cannot meet John’s skilled needs during daytime hours while Joe (dad) is working. The request will be reevaluated after mom’s appointment on August 30, when she reports her lifting restrictions will likely be removed. – Sally Jones, RN 8/15/2023
· Example 2: I agree with the request to increase the PCA authorization from 2 hours/day, 7 days/week to 3 hours/day, 7 days/week to meet the participant’s increased needs. John now requires additional assistance with transfers and mobility, as well as increased time completing all other ADLs and the increase in PCA will allow for the participant’s ADLs to be met safely in the home. – Sally Jones, RN 7/1/2023
· Example 3: I agree with the request to increase the authorized briefs from 3 cases/month to 4 cases/month and to add 2 cases/month of disposable underpads, as the increased supplies are needed to meet the participant’s incontinence needs and maintain skin integrity. – Sally Jones, RN 7/1/2023
SC Peer Reviewer Recommendation (completed by SC peer reviewer as requested by the RC or PM, NOT by the SC initiating the request): Enter whether you (SC peer reviewer) agree or disagree with the SC’s recommendation, what your recommendation would be and justification why, followed by your name and date. If a request is amended, please note the new recommendation with the updated date below the initial request.
· Example 1: I agree/disagree with the Sally’s (SC) recommendation, due to [see above justification examples in ‘Service Coordinator Recommendation’] – Sarah Smith, RN 7/1/2023
Regional Coordinator Recommendation (completed by RC, NOT by the SC initiating the request): Enter whether you (RC) agree or disagree with the SC’s recommendation, what your recommendation would be and justification why, followed by your name and date. If a request is amended, please note the new recommendation with the updated date below the initial request.
· Example 1: I agree/disagree with the Sally’s (SC) recommendation, due to [see above justification examples in ‘Service Coordinator Recommendation’] –  Bob Taylor, RC 7/1/2023
11/22/2023


