ADA CASE FILE REVIEW TOOL
Client Name: ______________________ Date: _____________
Lead Agency: _________________________

	Documents
	In File
	Comments

	Date of Admission (MW Active Date)
	
	

	AAA Approval Prior to Service Beginning (Request to Add Form)
	
	

	Freedom of Choice (Available Providers)*
	
	A signed dated copy of the provider choice form is in the file for each new care plan.

	Fair Hearing* (room 203)
	
	A signed dated copy of the fair hearing notice(s) form (from DOEA NOI) is in file for each new care plan and whenever services are reduced or terminated.

	Legal Guardianship/Power of Attorney
	
	Guardian and power of attorney appointment is documented in the file. 

	Hospice Agreement
	
	

	Financial Eligibility (NOCA,FMMIS, etc)*
	
	A DCF notice of case action letter or a Medicaid Eligibility Verification System (MEVS) form is in the file for each year (at redetermination).

	Cert of HCBS Services Form 2515*
	
	

	Informed Consent Form 2040*
	
	

	Physician Referral Form 3008
	
	Legible, signed and dated (by physician) 3008(s) is/are in file. Whenever the client's health condition changes significantly, a new 3008 is obtained and placed in the file.

	Level of Care*
	
	LOC is legible, signed and dated 365 days or less since last LOC date. 

	Assessments:
	
	

	Assessment is Current
	
	

	Signed by Case Manager
	
	A signed dated 701 B comprehensive assessment(s) for the last two years and to date is in the file.

	Significant Change Reassessments
	
	For clients who have had significant change(s) in condition between annual assessments, a signed dated Update assessment(s) is in file.

	Care Plan:
	
	

	Care Plan is Current
	
	

	Dated and Signed by Case Manager
	
	

	Signed by Client or Representative
	
	

	Care Plan Meets Assessed Needs
	
	

	Legible and Maintained in Detail
	
	

	Quarterly Reviews Documented
	
	

	CM notes reflect changes in the CP
	
	

	CP over threshold has been approved by MWS/CPRP
	
	

	Case Narratives:
	
	

	Client’s Condition
	
	

	Services Provision
	
	

	Services Receipt
	
	

	Case Management Billing
	
	

	Complaints/Grievances
	
	

	Interviews with Caregiver/Family Members
	
	

	Hospital/Medical Visits
	
	

	Satisfaction with Services
	
	

	Monthly Contact Recorded
	
	

	Missing Monthly Contact
	
	

	Quarterly Face Visits Documented
	
	

	Narratives are Comprehensive
	
	


Comments:
*Updated Annually
Client Name: ______________________ Date: _____________

	Actual Care Plan
Date:
	CIRTS—CCIF
Date:
	Service Authorization on file?
	Service Authorization matches CP

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


