

Date Due:




PAGE  

Ten Day Check  Form

Individual:    







Date:      









   
Check for:  __ Initial Plan

__Annual
Current ISP Date:






 
       __Re-determination
__ Revision
Service & Support Administrator:   


  
   
 Review Completed by:    


   Service Provider/s:   



 


Location of Review:    Workshop



Service Provider/s:   



 




  
 SSA office
4065/Reduction of Services sent __Yes, date                ,      __ Not Applicable









DOCUMENTATION
RESIDENTIAL           DAY PROGRAM  





Yes  No  N/A         Yes  No  N/A Do the documentation sheets correspond with the current ISP?




Yes  No  N/A         Yes  No  N/A Is provider in compliance with training needs for  Skill Dev.?

Yes  No  N/A         Yes  No  N/A Is provider in compliance with training needs for  Behavior Support Plan.?

Yes  No  N/A         Yes  No  N/A Is provider in compliance with training needs for  ​​​​_______________?

Yes  No  N/A         Yes  No  N/A Copy of current  ISP/Changes available w/ documentation?  






Yes  No                  Yes  No         Are the 9 requirements for documentation being met?





  Yes  No                    Yes  No   1.  Date of service




  Yes  No                    Yes  No   2.  Name of person receiving services






  Yes  No                    Yes  No   3.  The individual’s Medicaid billing number




  Yes  No                    Yes  No   4.  Name of provider




  Yes  No                    Yes  No   5.  Provider’s seven-digit provider number





  Yes  No                    Yes  No   6.  Type of service (i.e. homemaker / personal care, transportation)



  Yes  No                    Yes  No   7.  Frequency (how often the service is provided)






  Yes  No                    Yes  No   8.  Duration (how much time was spent providing the service)




  Yes  No                    Yes  No   9.  Location of services if provided outside the home
SPECIFICS TO THIS PERSON:
NOTES:

FOLLOW-UP / ITEMS REQUESTED:  

FOLLOW-UP / ITEMS REQUESTED:
                                                   FROM:




   FROM:

                                               DUE  BY: 



               DUE  BY: 

​​​​Participant Names:

Date


           CC: (  Individual

 
(  Dir. of Day. Hab. Services




       



   (  Residential Provider

(  Transportation


          






   (  Adult Services Program Manager
(  Original to Central Records

 SSA signature:  ____________________________________
   

   (  

             

(            
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