________    County Board of DD



Documentation Compliance
Universal Monitoring Tool









 Individual's Name: ______________________
Span Dates:  ___________________________  

 

 SSA Name:  ___________________________
Guardian Name: ________________________
 Residential Provider: ____________________
Day Program Provider: ___________________

 Other Provider:  ________________________ 
Transportation Provider: __________________
 Other Provider:  ________________________
	10 Day Check
	Residential
	Day Program
	Transportation
	Other Provider

	Provider Name/Agency
	
	
	
	

	
	Yes
	No
	N/A
	Yes
	No
	N/A
	Yes
	No
	N/A
	Yes
	No
	N/A

	Do the documentation sheets correspond with the current ISP?
	
	
	
	
	
	
	
	
	
	
	
	

	Is provider in compliance with training needs for ISP/Skill Dev. ?
	
	
	
	
	
	
	
	
	
	
	
	

	Copy of current Implementation/Skill Development plans provided?
	
	
	
	
	
	
	
	
	
	
	
	

	Is provider in compliance with training needs for BSP?
	
	
	
	
	
	
	
	
	
	
	
	

	Proof of BSC/HRS approvals of BSP’s.
	
	
	
	
	
	
	
	
	
	
	
	

	Copy of current ISP/Changes available w/ documentation?
	
	
	
	
	
	
	
	
	
	
	
	

	Typical Schedule in ISP matches services being delivered?
	
	
	
	
	
	
	
	
	
	
	
	

	Are the 9 requirements for documentation being met?
	
	
	
	
	
	
	
	
	
	
	
	

	Is there  a spot for the monthly statement on the doc sheet.
	
	
	
	
	
	
	
	
	
	
	
	

	   1.  Date of Service
	
	
	
	
	
	
	
	
	
	
	
	

	   2.  Name of person receiving services
	
	
	
	
	
	
	
	
	
	
	
	

	   3.  The individual's Medicaid billing number
	
	
	
	
	
	
	
	
	
	
	
	

	   4.  Name of provider
	
	
	
	
	
	
	
	
	
	
	
	

	   5.  Provider's seven-digit provider number
	
	
	
	
	
	
	
	
	
	
	
	

	   6.  Type of service (i.e. homemaker/personal care, transportation:  per trip/per mile)
	
	
	
	
	
	
	
	
	
	
	
	

	   7.  Frequency (how often the service is provided or # of trips or miles)
	
	
	
	
	
	
	
	
	
	
	
	

	   8.  Duration (how much time was spent providing the service or beginning/end times)
	
	
	
	
	
	
	
	
	
	
	
	

	   9.  Location of services if provided outside the home
	
	
	
	
	
	
	
	
	
	
	
	

	Notes, comments, follow up, due dates, etc:




 Others participating in 10-day review:







Distribution

         Check all that apply

Date Sent
__________________________________________________________________________                            
                  Individual/Guardian ________________________________________________________











Residential Provider_________________________________________________________
__________________________________________________________________________

                  Day Provider  ______________________________________________________________










 
Transportation _____________________________________________________________
__________________________________________________________________________

                  Central Records (original)  ___________________________________________________











Other ____________________________________________________________________
SSA Signature: ______________________________________Date:____________________________    

Reviewed by: ____________________________________Date:_____________________
Monitoring Tool Summary Page for: _____________________________________________________________________  
	
	1st 
	2nd 
	3rd 
	Other Provider

	PERIOD OF DOCUMENTATION REVIEWED---------------------------->>>
	
	
	
	

	NAME OF PROVIDER BEING REVIEWED-------------------------------->>>
	
	
	
	

	
	Yes
	No
	N/A
	Yes
	No
	N/A
	Yes
	No
	N/A
	Yes
	No
	N/A

	Was this a face to face monitoring review?
	
	
	
	
	
	
	
	
	
	
	
	

	Are 9 requirements for documentation still being met?
	
	
	
	
	
	
	
	
	
	
	
	

	Do the doc. Sheets correspond with the current ISP?
	
	
	
	
	
	
	
	
	
	
	
	

	Is there a monthly documentation statement?
	
	
	
	
	
	
	
	
	
	
	
	

	Is provider in compliance with training needs in ISP?
	
	
	
	
	
	
	
	
	
	
	
	

	Is 1:1 time being provided?
	
	
	
	
	
	
	
	
	
	
	
	

	Are skill developments being provided according to ISP?
	
	
	
	
	
	
	
	
	
	
	
	

	Is the current ISP available to staff?
	
	
	
	
	
	
	
	
	
	
	
	

	Was staff knowledgeable about the individual's services?
	
	
	
	
	
	
	
	
	
	
	
	

	If applicable, is the individual's BSP available? (including BSC and HRC review)
	
	
	
	
	
	
	
	
	
	
	
	

	Is provider in compliance with training needs in the BSP?
	
	
	
	
	
	
	
	
	
	
	
	

	Were there any Unusual Incidents/MUI's in this period?(Summarize incidents below.  Was there a trend or pattern identified?)
	
	
	
	
	
	
	
	
	
	
	
	

	Were UI's/MUI's reported in timely manner?
	
	
	
	
	
	
	
	
	
	
	
	

	Are the services provided based on the units authorized in the ISP?
	
	
	
	
	
	
	
	
	
	
	
	



Monitoring Tool Summary Page for: _____________________________________________________________________  

CHOICES/OPTONS (Advocacy, guardianship/POA, rights, privacy, living arrangements, personal possessions, opportunity to choose, 
               inventory)
	
	1st 
	2nd 
	3rd 
	Other provider

	
	Yes
	No
	N/A
	Yes
	No
	N/A
	Yes
	No
	N/A
	Yes
	No
	N/A

	Did the individual try anything new or different recently?
	
	
	
	
	
	
	
	
	
	
	
	

	Does the individual still want to live where they live?
	
	
	
	
	
	
	
	
	
	
	
	

	Does the individual still want to live with their current roommates?
	
	
	
	
	
	
	
	
	
	
	
	

	Is the individual satisfied with their day services?
	
	
	
	
	
	
	
	
	
	
	
	

	Does the individual like their job?
	
	
	
	
	
	
	
	
	
	
	
	

	Is it the job they want? 
	
	
	
	
	
	
	
	
	
	
	
	

	Have there been any rights issues that have come up that need to go before the Human Rights Committee?
	
	
	
	
	
	
	
	
	
	
	
	

	Does the individual require a guardian / are there changes needed?
	
	
	
	
	
	
	
	
	
	
	
	


Please report current status, positive outcomes, goal progress, team concerns, needed changes, and/or plans to address concerns/implement changes: 



Monitoring Tool Summary Page for: _____________________________________________________________________  
PERSONAL INCOME: (Basic needs ensured, budgeting, participation in money management, personal spending ledger, benefits maintained, stable income, payee, patient liability, room/board, burial funds, trusts, check book, bank statements)  Clearwater COG is recommending this be completed at least 2 x year.
1st Review





2nd Review





3rd Review
Income Sources/Amounts



Income Sources/Amounts



Income Sources/Amounts

SSI:


$
                                    SSI:


$

 

SSI:


$
             
   
SSDI:


$

            
SSDI:


$


            SSDI:


$
            



Food Stamps:

$



Food Stamps:

$



Food Stamps:

$

            


Earned Income:
$



Earned Income:
$



Earned Income:
$

            


Other:


$

                        Other:


$



Other:


$

            

Total:


$

                   
Total:


$


      
Total:


$


 

Accounts/Balances




Accounts/Balances




Accounts/Balances

Savings:

$



Savings:

$



Savings:

$



Checking:

$



Checking:

$


   
Checking:

$



Food Stamps

$


   
Food Stamps

$



Food Stamps

$



Cash on Hand

$



Cash on Hand

$



Cash on Hand

$



Other


$



Other


$



Other


$



Total


$



Total


$



Total


$



Notes:: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Monitoring Tool Summary Page for: _____________________________________________________________________  
	
	1st 
	2nd 
	3rd 
	Other provider

	

	YES
	NO
	N/A
	YES
	NO
	N/A
	YES
	NO
	N/A
	YES
	NO
	N/A

	Is Medicaid eligibility being maintained?
	
	
	
	
	
	
	
	
	
	
	
	

	Are all accounts balanced monthly?
	
	
	
	
	
	
	
	
	
	
	
	

	Are receipts for expenses/withdrawals/deposits available/reviewed?
	
	
	
	
	
	
	
	
	
	
	
	

	Does the ending balance match the following months beginning balance?
	
	
	
	
	
	
	
	
	
	
	
	

	Were any checks made out to cash?
	
	
	
	
	
	
	
	
	
	
	
	

	Were any checks made out to staff?
	
	
	
	
	
	
	
	
	
	
	
	

	Were any checks made out to other clients?
	
	
	
	
	
	
	
	
	
	
	
	

	Were there any single item purchases over $100.00?
	
	
	
	
	
	
	
	
	
	
	
	

	Were bills paid on time?
	
	
	
	
	
	
	
	
	
	
	
	

	Late fees applied?
	
	
	
	
	
	
	
	
	
	
	
	

	The individual has enough income to cover basic living needs?
	
	
	
	
	
	
	
	
	
	
	
	

	Are costs divided equally amongst housemates? 
	
	
	
	
	
	
	
	
	
	
	
	

	Does the individual have credit cards?
	
	
	
	
	
	
	
	
	
	
	
	

	Did the individual get a new credit/gift card since the last review?
	
	
	
	
	
	
	
	
	
	
	
	

	Do the credit cards statements show late fees or unexplainable purchases?
	
	
	
	
	
	
	
	
	
	
	
	


Please report current status, positive outcomes, goal progress, team concerns, needed changes, and/or plans to address concerns/implement changes: 



Monitoring Tool Summary Page for: _____________________________________________________________________  
COMMUNITY MEMBERSHIP: (Communication w/others, citizenship, community resources, friends—both disabled and non-disabled, transportation, support people and options, religious customs/ ethnicity)
	
	1st 
	2nd 
	3rd 
	Other provider

	
	YES
	NO
	N/A
	YES
	NO
	N/A
	YES
	NO
	N/A
	YES
	NO
	N/A

	The individual was able to visit with family?
	
	
	
	
	
	
	
	
	
	
	
	

	The individual was able to visit with friends?
	
	
	
	
	
	
	
	
	
	
	
	

	Did the individual join any new clubs/ have new memberships?
	
	
	
	
	
	
	
	
	
	
	
	

	Did the individual have the opportunity to give back to the community?
	
	
	
	
	
	
	
	
	
	
	
	

	Did the individual have the opportunity to practice ethnic and religious customs? 
	
	
	
	
	
	
	
	
	
	
	
	

	Did the individual engage in activities such as voting, community meetings, serving on committees, self-advocacy groups?
	
	
	
	
	
	
	
	
	
	
	
	

	Did the individual go anywhere new/different?
	
	
	
	
	
	
	
	
	
	
	
	


Please report current status, positive outcomes, goal progress, team concerns, needed changes, and/or plans to address concerns/implement changes: 



Monitoring Tool Summary Page for: _____________________________________________________________________  
HOUSING:  (Basic furnishings, home maintenance, location, meal prep. and menu planning, shopping, laundry)
	 
	1st 
	2nd  
	3rd 
	Other Provider

	
	YES
	NO
	N/A
	YES
	NO
	N/A
	YES
	NO
	N/A
	YES
	NO
	N/A

	The individual has basic furnishings that are necessary for daily living?
	
	
	
	
	
	
	
	
	
	
	
	

	The home is maintained to ensure health and safety?
	
	
	
	
	
	
	
	
	
	
	
	

	Anything in the house that needs to be replaced or fixed?
	
	
	
	
	
	
	
	
	
	
	
	

	Is yard maintenance/ snow removal completed/maintained?
	
	
	
	
	
	
	
	
	
	
	
	


Please report current status, positive outcomes, goal progress, team concerns, needed changes, and/or plans to address concerns/implement changes: 


Monitoring Tool Summary Page for: _____________________________________________________________________  
PERSONAL SATISFACTION:  (Satisfaction with services/supports, free to express need for change, level of supervision, reserve
 hours, transportation
	
	1st 
	2nd 
	3rd 
	Other provider

	
	YES
	NO
	N/A
	YES
	NO
	N/A
	YES
	NO
	N/A
	YES
	NO
	N/A

	Does the individual still wish to receive services from this provider? 
	
	
	
	
	
	
	
	
	
	
	
	

	Does the individual have any concerns? 
	
	
	
	
	
	
	
	
	
	
	
	

	Does the individual feel they need additional services?
	
	
	
	
	
	
	
	
	
	
	
	

	Are there services the individual would like to discontinue?
	
	
	
	
	
	
	
	
	
	
	
	


Please report current status, positive outcomes, goal progress, team concerns, needed changes, and/or plans to address concerns/implement changes: 




Monitoring Tool Summary Page for: _____________________________________________________________________  
HEALTH:   (Medications, treatments, health maintenance, hygiene, therapies/counseling, nursing services, medical monitoring, diet)
	
	1st 
	2nd 
	3rd 
	Other provider

	
	YES
	NO
	N/A
	YES
	NO
	N/A
	YES
	NO
	N/A
	YES
	NO
	N/A

	Are doctor appointments up to date?
	
	
	
	
	
	
	
	
	
	
	
	

	Has the person received necessary exams?
	
	
	
	
	
	
	
	
	
	
	
	

	Are medications being administered correctly?
	
	
	
	
	
	
	
	
	
	
	
	

	Were there new medications prescribed?
	
	
	
	
	
	
	
	
	
	
	
	

	Any new medical issues?
	
	
	
	
	
	
	
	
	
	
	
	

	Does the individual like their doctors?
	
	
	
	
	
	
	
	
	
	
	
	


Please report current status, positive outcomes, goal progress, team concerns, needed changes, and/or plans to address concerns/implement changes: 



























Monitoring Tool Summary Page for: _____________________________________________________________________  
SAFETY:  (Safety training/drills, emergency services, feels safe, safe environment, supervision statement)
	
	1st 
	2nd 
	3rd 
	Other provider

	
	YES
	NO
	N/A
	YES
	NO
	N/A
	YES
	NO
	N/A
	YES
	NO
	N/A

	Does the individual have/need a behavior plan?
	
	
	
	
	
	
	
	
	
	
	
	

	Has team discussed implementing a behavior plan?
	
	
	
	
	
	
	
	
	
	
	
	

	Is current behavior support plan being followed?
	
	
	
	
	
	
	
	
	
	
	
	

	Were smoke detectors checked and in working order?
	
	
	
	
	
	
	
	
	
	
	
	

	Fire drills were conducted as outlined in the ISP?
	
	
	
	
	
	
	
	
	
	
	
	

	Are safety devices installed and working properly in the home?
	
	
	
	
	
	
	
	
	
	
	
	

	Does the individual require new safety devices?
	
	
	
	
	
	
	
	
	
	
	
	


Please report current status, positive outcomes, goal progress, team concerns, needed changes, and/or plans to address concerns/implement changes: 



Monitoring Tool Summary Page for: _____________________________________________________________________  
Monitoring Tool Summary Page for: _____________________________________________________________________  
Summary
	
	1st 
	2nd 
	3rd 
	Other Provider

	
	Yes
	No
	N/A
	Yes
	No
	N/A
	Yes
	No
	N/A
	Yes
	No
	N/A

	Does the individual/family/ support staff have any issues/concerns?
	
	
	
	
	
	
	
	
	
	
	
	

	Is the current ISP still appropriate?
	
	
	
	
	
	
	
	
	
	
	
	

	Did monitoring result in changes to ISP? (date of change)   
	
	
	
	
	
	
	
	
	
	
	
	

	Did monitoring result in change to PAWS? (date of change)
	
	
	
	
	
	
	
	
	
	
	
	

	Is follow up by the SSA necessary? (date of follow up)
	
	
	
	
	
	
	
	
	
	
	
	

	Did the monitoring result in a provider compliance review?
	
	
	
	
	
	
	
	
	
	
	
	

	Were services discussed that will not be implemented at this time?
	
	
	
	
	
	
	
	
	
	
	
	

	Have previous monitoring or quality assurance issues been addressed?
	
	
	
	
	
	
	
	
	
	
	
	




Date of changes and follow up that is necessary:

Monitoring Tool Summary Page for: _____________________________________________________________________  
Signature Page

Others participating in 1st review

Others participating in 2nd review

Others participating in 3rd review

















______________________________________________

_______________________________________________

_____________________________________________

SSA Signature                      Date

SSA Signature                     Date

SSA Signature                    Date
______________________________________________

_______________________________________________

_____________________________________________

Review By



Date

Review By                           Date

Review By                          Date

Distribution
List:  (Check/ Name all that apply)
1st 
           
   2nd               
  3rd  
           
Date Sent

Individual/Guardian _________________________________________________________________________________________________________________
Residential Provider _________________________________________________________________________________________________________________
Day Provider _______________________________________________________________________________________________________________________
Transportation ______________________________________________________________________________________________________________________
Central Records (original) _____________________________________________________________________________________________________________
Other  ____________________________________________________________________________________________________________________________                                             












                                              

























Reviews	           Date Due        Date Rec.        Scan Date





Initial _����______________________________________ 





1st__________________________________________





2nd _________________________________________





3rd __________________________________________





Funding/Service (check one)





IO/LIC	    SL	IO	Local





Level 1		XX





3rd Review





3rd Review





2nd Review





Outcome Review Areas





1st Review





2nd Review





3rd Review





1st Review





2nd Review





3rd Review





3rd Review





2nd Review





1st Review





1st Review





Name				Date





___________________________________________________________________________________________________________________________________________________________





Name				Date





___________________________________________________________________________________________________________________________________________________________





Name				Date





____________________________________________________________________________________________________________________________________________





2nd Review





1st Review





3rd Review





2nd Review





1st Review





3rd Review





2nd Review





1st Review





1st Review





2nd Review





3rd Review





3rd Review





2nd Review





1st Review
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