Interruption and Change in Delivery of In-Home Services

Client Name _______________________________________ Medicaid # _________________________

[bookmark: _GoBack]Provider Name ______________________________________ Service:      TCS     TCM      BHP      (circle)

Date of changes or interruption in services: From __________________ to _______________________.
Regular planned services (as stated on the Service Plan) were disrupted for the following reasons:
        1. ___The client/family requested to reschedule: explain: _________________________________
        2.___ Client did not show for appointment.                               3.___ Provider failed to reach client to schedule.
        4. _____ Plan denied no current authorization for services.	 5. ___ Provider requested to reschedule: 
               Was this a planned leave of absence? ______________.  List names of team members who were notified of the               	absence? _______________________________________________________________________________.
	Name & # of covering provider: _____________________________________________________________.
	Did this provider agree to provide all planned services in your absence? _____________________________.
	Was a Crisis Plan with contact #’s reviewed with the client family? _________________________________.
	Will you be available by phone? _________? Contact number: ____________________________________.
Client was referred to a higher level of care with plans to return to Impact Plus In-home services:
6. _____ Partial Hospitalization Program.		7. ____Crisis Stabilization Unit.
8. ____ Psychiatric Hospitalization.			9. ___ Other: ___________________________.
Name of Facility: ___________________________________________________________________
Contact Person: __________________________________ Phone ____________________________
Who initiated the referral to this higher level of care? ______________________________________
Anticipated date of discharge & return to IMPAC T Plus in-home services: _____________________.
Describe your plan to correct and prevent further disruption to this client’s in-home services?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have a scheduled appointment with this client? ______. If yes, when: ___________________________________.
 (
Follow-up Report on Referral to a Higher Level of Care:
 
Has the client returned to your care? _______.  
 
If yes, what date will
 you begin services? ______________
_______________________________________
_
Have you acquired or requested a discharge summary from the treating 
facility? ________________
You must provide the facility with an Authorization
 to Share Protected Healthcare Information
.
What services will you be providing to this client?   Individual, Collateral, Group,
 
TCS, or TCM
What date will/did the team meet to discuss relapse prevention and review the crisis plan?
_________________________________________________________________________________
If no, have you received a report from the treating facility regarding the child’s progress and anticipated d
ischarge date?  _______________
  
You must provide the facility with an Authorization to Share Protected 
Healthcare Information
.
You must request progress reports 
and discharge planning 
from the facility.
Does the plan still include a return to IMPACT Plus 
services
? ___________________________
If not, you will need t
o complete a discharge summary.
Will the child be returning to your services? _________________________________________
If not, you will need to complete a discharge summary.
If the child is returning to IMPACT Plus but not your services, please explain
 reason and your action to transfer the client to a new provider
: ____________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________
If yes, w
hat is the 
current 
anticipated date of discharge back to IMPACT Plus care
? _
______________
What are the current concerns and recommendations for follow-up care?
                                  
 
)
_________________________________________	         ________________________________________
Provider Signature, Credentials, and Date	                            Supervisor Signature, Credentials, and Date
