	DEPARTMENT OF HEALTH SERVICES
STATE OF WISCONSIN
Division of Care and Treatment Services
F-00260  (08/2016)

	community recovery services (crs)
service plan packet quality review results

	Name – Applicant (Last, First)

     
	Medicaid ID No.

     
	Date Received

     
	Date Individual / Guardian Signed



	Name – County / Tribe


	Date CRS Services Start


	 FORMCHECKBOX 
 Initial

 FORMCHECKBOX 
 Recertification
 FORMCHECKBOX 
 Update

	Name–  Case Manager
     
	Date of Review


	Final Disposition

 FORMCHECKBOX 
 Approved   FORMCHECKBOX 
 Not Approved

 FORMCHECKBOX 
 Updates Needed

	Name – State Medicaid Agency (SMA) Reviewer

     
	SMA Date of Review




	
	Yes
	No
	

	1.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cover letter

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Includes county/tribe name, contact information, applicants name, date of birth, and projected start date of CRS services

	
	
	
	COMMENTS

	
	
	
	     

	2.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Financial Eligibility – documented evidence that the individual meets financial eligibility for CRS

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Includes Forward Health Screen shot with current eligible Benefit Plan and Medical Status Code

	
	
	
	COMMENTS

	
	
	
	     

	3.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Functional Screen (FS) – dated within 90 days prior to the expected effective eligibility date

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Shows calculated date of eligibility for CRS for initial enrollment, annual recertification, and re-enrollments

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Includes notes in each section on how determination was made, the individual’s opinions, and collateral information

	
	
	
	COMMENTS

	
	
	
	     

	4.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Independent Assessment – completed after financial and functional eligibility is determined

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Completed, signed and dated by qualified professional

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Evidence of consultation with the individual, treatment team and guardian, if applicable 

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Developed with recovery-focused, strengths-based approach that supports Person-Centered Planning and includes the individual’s physical and mental health care and support needs, strengths and preferences, and available services and housing options 

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Includes relevant history from past and current status

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	A determination of need for at least one CRS service:

 FORMCHECKBOX 
 Community Living Supportive Services (CLSS)  FORMCHECKBOX 
 Supported Employment  FORMCHECKBOX 
 Peer Supports

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Completed annually, when re-enrollment is needed due to loss in financial eligibility, or more frequently if significant changes occur in the individual’s circumstances

	
	
	
	COMMENTS

	
	
	
	     

	5.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Individual Service Plan (ISP) – completed after financial and functional screen determination and assessment

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Consists of all four components
(CRS form, F-00202 and CRS form, F-00202A)

 FORMCHECKBOX 
 Demographics Page  FORMCHECKBOX 
 Financial/Services Page  FORMCHECKBOX 
 ISP Page  FORMCHECKBOX 
 Signature Page

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Completed for the initial application, recertification, re-enrollment and when updates are needed

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Demographics page includes: Medicaid ID Number, Service Plan Date, Functional Screen Date, Current Living Arrangement, CRS Agency and Case Manager, Guardian Information (if applicable), Emergency Contact Information

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Identifies individual’s preferences for recovery team and service planning meeting

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Financial/Services page includes CRS funded services and other services (Community Support Program (CSP), Comprehensive Community Services (CCS), Targeted Case Management (TCM), medical and psychiatric treatment providers, and natural supports)

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Does not duplicate services

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Specifies start date, end date and/or changes in services

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Includes the unit cost (hourly, daily rate of service) and the authorization units (number of hours a service will be received – daily, weekly, and/or monthly)

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	ISP page is person-centered and reflects the individual’s wants and needs and supports change

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Includes strengths and barriers that affects the individual’s well-being and achievement of personal goals

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Includes goals that are identified by the individual and written in the individuals own words

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Includes discharge/transition criteria

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Includes measurable objectives that are achievable, support change, and focus on the individual’s strengths

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Includes interventions that focus on psychosocial rehabilitation and treatment services, and specify the frequency, intensity, and duration of services to be provided

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Signature page includes all required signatures and dates

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Informed of the CRS approval process

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Informed of client rights responsibilities and grievance procedure

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Includes evidence that individual has chosen to participate and receive psychosocial rehabilitation services

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Includes evidence that a copy of the ISP has been provided

	
	
	
	COMMENTS

	
	
	
	     

	6.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Narrative Crisis Plan

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 Reflects the individuals preferences

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 Addresses the individuals safety

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Addresses the intensity of supervision, as needed

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Identifies supports the individual will need to remain in the community

	
	
	
	COMMENTS

	
	
	
	     

	7.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Room and Board – Formula to Determine Amount of Income Available to pay for Room and Board in Substitute Care form, F-20920, if applicable

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Calculation of Room and Board in Substitute Care Facility for all Community-Based Residential Facilities (CBRF’s), Adult Family Homes (AFH’s). and Residential Care Apartment Complexes (RCAC)

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Calculation separates the cost of services from the cost of room and board

	
	
	
	COMMENTS

	
	
	
	     

	8.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Information on various forms / supporting documents support each other – no contradictions 

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Assessed mental health needs and health and safety

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Concerns identified in the Functional Screen addressed in the assessment

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Concerns raised in the assessment addressed in the ISP

	
	
	
	COMMENTS

	
	
	
	     

	9.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Follow-up needed / taken

	
	
	
	COMMENTS

	
	
	
	     


