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

	Documents
	In File
	Comments

	Date of Admission (MW Active Date)
	
	CIRTS ACTV date. This day must be on or after ElderSource approval.

	AAA Approval Prior to Service Beginning (Request to Add Form)
	
	There is a MW Decision form in the file verifying ElderSource approval to begin waiver.

	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
	
	Hospice election and agreement is noted.

	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*
	
	A 2515 is in the file for each year at redetermination or whenever there is a change in client status where DCF should be notified.

	Informed Consent Form 2040*
	
	A 2040 form is in the file for each year at redetermination.

	Physician Referral Form 3008
	
	A legible, signed and dated (by physician) 3008(s) is 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
	
	Current and previous two years assessment dates. Check that assessments are done on time and there are no gaps in dates.

	Signed by Case Manager
	
	A signed dated 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 the file.

	Care Plan:
	
	

	Care Plan is Current
	
	Current and previous two years care plan dates. Check that care plans are done on time and there are no gaps in dates.

	Dated and Signed by Case Manager
	
	Signed dated copies of the care plan(s) for the last two years and to date are in the file.

	Signed by Client or Representative
	
	Each care plan is signed and dated by the consumer or client.

	Care Plan Meets Assessed Needs
	
	The care plan(s) meet(s) the needs identified in the assessment.

	Legible and Maintained in Detail
	
	The care plan(s) are legible and have all required elements.  

	Quarterly Reviews Documented
	
	The review(s) is dated and initialed on the care plan(s) by the case manager.

	Case Narratives:
	
	

	Client’s Condition
	
	The case manager’s observations of client’s behavior, physical appearance, dress, grooming, and environment are noted.  Client's self-reported health, functional, mental and emotional states are noted and any problematic state(s) is addressed.  Family, financial, and other client and/or informal supports-reported changes and issues of concern are noted and addressed as necessary.

	Services Provision
	
	Care plan services additions, revisions and terminations, and the reason(s) therefore are noted. Client and informal supports' participation in care plan review(s), and in developing assessment(s) and care plan(s) is noted.

	Services Receipt
	
	Face-to-face visits and communications regarding service receipt, service receipt problems and service receipt monitoring are documented. Note includes service activity log, medication observation record/medication administration record review results and a description of how the care plan or services were adjusted when prescribed services and services receipt did not match.  How client-reported service discrepancy(ies) were resolved is noted. Service provider issues are addressed with a planned course of action and documentation of progress made towards problem resolution.  

	Case Management Billing
	
	The case manager has signed each narrative entry (for both billable and non-billable entries). Case management reimbursement claims are properly supported by the narrative documentation.

	Complaints/Grievances
	
	Description of the complaint or grievance and the corrective action(s) taken or to be taken or assistance provided is noted. When a client’s complaint concerns services being reduced or terminated, a note that a fair hearing notification was provided is in the narrative.

	Interviews with Caregiver/Family Members
	
	With client's agreement, informal supports are asked and encouraged to participate in care plan development and review and assessments, as appropriate.

	Hospital/Medical Visits
	
	Diagnosis or problem, type of medical care and date provided, expected date of return to ALF, if admitted, actual date of return to ALF, any resulting complications, a prognosis, changes in service needs, follow up done as necessary and noted.

	Satisfaction with Services
	
	Whether client is satisfied (or pleased, happy, contented) or dissatisfied with all services received is noted. If dissatisfied: a description of how service dissatisfaction is being addressed, will be addressed or otherwise resolved is included.

	Monthly Contact Recorded
	
	The case manager has documented a face visit with the client monthly.


	Missing Monthly Contact
	
	List any missing monthly contacts.

	Narratives are Comprehensive
	
	The narrative is kept in continuous chronological order by calendar year and is not separated. All case management activities are properly documented. Examples:  Hospice election and agreement is noted, care plan reviews and assessments-including client visit requirements-are documented, client absences from home (vacation, visits, etc.) and the resulting services authorization and care plan changes are noted.


Summary:
