ALE 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)*
	
	

	Fair Hearing* (room 203)
	
	

	Legal Guardianship/Power of Attorney
	
	

	Hospice Agreement
	
	

	Financial Eligibility (NOCA,FMMIS, etc)
	
	

	Cert of HCBS Services Form 2515*
	
	

	Informed Consent Form 2040*
	
	

	Physician Referral Form 3008
	
	

	Level of Care*
	
	

	Assessments:
	
	

	Assessment is Current
	
	

	Signed by Case Manager
	
	

	Significant Change Reassessments
	
	

	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
	
	

	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
	
	

	Narratives are Comprehensive
	
	


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

	Actual Care Plan
Date:


	CIRTS—CCIF
Date:



	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


