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         SED Attachment M
⁭
Home and Community Based Services
SERIOUS EMOTIONAL DISTURBANCE WAIVER
PLAN OF CARE
SECTION I. IDENTIFICATION INFORMATION


POC Date:  ___________      ⁭ Initial POC   ⁭ Annual POC
Child/Youth Name:_______ ______________

Medicaid I.D.______________


Birth Date: ___________
Gender: ________
Date of Kan Be Healthy Screen___________ Clinical Eligibility Date:  ________                
Address: __________________________________________________________________
Phone: _______________
Parent/Legal Guardian: ___________________
Address:______________________
Phone: _______________
Mental Health Provider: ______________________________________________________
Phone: _______________
CMHC Contact Person (Case Manager on electronic POC) __________________________
Phone: _______________

Wraparound Facilitator: __________________________________
Phone#: _______________
KanCare MCO:  ________________________________________
SECTION II. PARTICIPANTS (List participants in the development of the plan)

	Involvement
	Name
	Relationship to Child/Family
	Phone

	C ⁭  A⁭   P⁭   R⁭


	
	
	

	C ⁭  A⁭   P⁭   R⁭


	
	
	

	C ⁭  A⁭   P⁭   R⁭


	
	
	

	C ⁭  A⁭   P⁭   R⁭


	
	
	

	C ⁭  A⁭   P⁭   R⁭


	
	
	

	C ⁭  A⁭   P⁭   R⁭


	
	
	

	C ⁭  A⁭   P⁭   R⁭


	
	
	

	C ⁭  A⁭   P⁭   R⁭


	
	
	

	C ⁭  A⁭   P⁭   R⁭


	
	
	

	C ⁭  A⁭   P⁭   R⁭


	
	
	

	C ⁭  A⁭   P⁭   R⁭


	
	
	

	C ⁭  A⁭   P⁭   R⁭


	
	
	

	C ⁭  A⁭   P⁭   R⁭


	
	
	

	C ⁭  A⁭   P⁭   R⁭
	
	
	


Codes: 
C -- Contacted prior to plan development, 
A -- Completed assessment prior to plan development, 
P -- Present at the planning meeting 
R -- Reviewed the completed plan

SECTION III.  STRENGTHS/NEEDS ASSESSMENT 
	DOMAINS
	STRENGTHS
	NEEDS

	Home


	
	

	Community


	
	

	Financial/Economic


	
	

	Health


	
	

	Legal


	
	

	Leisure/Recreation


	
	

	Vocational/Educational


	
	

	Socialization 


	
	

	Other
	
	


SECTION IV.   TERMINATION PLAN:


PRESENTING PROBLEM: 
STATEMENT OF GOALS/OUTCOMES REQUIRED FOR TERMINATION OF THE PLAN OF CARE:
Example: (Child’s name) will have no evidence of suicidal thoughts or gestures and will attend a full day of school without running away.

	I.D. LETTER
	GOAL/OUTCOME

	
	

	
	

	
	

	
	

	
	

	
	


SECTION V.  OBJECTIVES: List objectives and action steps needed to reach goals.  Include a target date to reach objective.
	Goal ID Letter___A____  Measurable Objective: 
Projected date for meeting objective:  

	Action Step
	Responsible Person
	Target 

Date
	Completion 
Date
	Progress

Notes

(date)

	
	
	
	
	

	Services and 

Supports needed

for Objective(s)
	Type of Support
	Duration and Frequency
	Total Units

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


SECTION VI.  CRISIS PLAN:

	Potential Crisis
	Action Steps
	Person(s) Responsible

	
	
	

	Triggers and Precursors

	
	

	
	
	

	Services and 

supports 

needed for 
crisis
	Type of Support 
	Duration and Frequency
	Total Units

	
	
	
	

	
	
	
	

	
	
	
	


	Services and 

supports 

needed for 
post crisis follow-up
	Type of Support 
	Duration and Frequency
	Total Units

	
	
	
	

	
	
	
	

	
	
	
	


SECTION VII. INDIVIDUALIZED CARE PLAN THREE MONTH BUDGET

	Waiver and Supports


	Provider
	Procedure

Code
	Effective 

Date
	Unit of

Service
	Frequency &

Duration

Totals
	Rate
	Waiver Cost or

Other Source of 

Pymt.

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Non-Waiver Services Supports


	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Total 3 month Waiver Cost (including crisis)
$___ __________

         
           Plan of Care Start Date:
________________
Total 3 month Non-Waiver Cost including crisis
$______________

           Plan of Care End Date:
________________

Total Plan of Care Cost
$__________





Non Crisis Waiver services only monthly cost:

$_____________
$_______________
 $_____________
     

MM/YY

MM/YY

MM/YY

SECTION VIII. SIGNATURES
Child/Youth: ________________________________________________


Date: ____________________

Parent/Legal Guardian: ________________________________________


Date: ____________________

Wraparound Facilitator: ___________________________________



Date: ____________________

Mental Health Center QMHP: ______________________________



Date: ____________________

Mental Health Center Physician: ____________________________



Date: ____________________

Other team member: _____________________________________



Date: ____________________
By my signature below I (Parent/Legal Guardian and/or Child/Youth) am indicating my choice and agreement in the denial, reduction, suspension, or termination of services as written in this Plan of Care. I (Parent/Legal Guardian and/or Child/Youth) agree to a same day notice of the changes and accept a copy of this signature page as my Notice of Action. 

I (Parent/Legal Guardian and/or Child/Youth) understand that I have a right to appeal the decision by filing a grievance with my Medicaid health plan or by requesting a state fair hearing. I understand I may request a state fair hearing using a written, taped, or other alternative format within 30 days of this notice of action from:

The Kansas Department of Administration 
Office of Administrative Hearings 
1020 S. Kansas Avenue 
Topeka, KS 66612 
Parent/Legal Guardian Signature (or youth if 18 years or older) ___________________________________  Date: ___________________________

