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	DEPARTMENT OF HEALTH SERVICES
Division of Long Term Care
F-20394  (12/2009)

	STATE OF WISCONSIN




	CIP II COMMUNITY RELOCATION INITIATIVE

30-DAY / 90-DAY QUESTIONNAIRE


	Completion of this form is voluntary. Failure to complete will reduce the Department’s ability to document quality outcomes for program participants. The care manager will complete within 30 days after the relocation from a nursing home, and again within 90 days after the relocation.



	County
     
	Care Manager

     

	Participant’s Initials

First:    Last:  
	Date of Birth
     
	Date of Nursing Home Relocation/Waiver Start Date

     

	Date of Interview
     
	Place of Interview (home / apartment / telephone / day program / office / other)
     

	 FORMCHECKBOX 
  30-day Visit
	 FORMCHECKBOX 
  90-day Visit

	Questions to be Answered by Care Manager:

	1. Person’s functional status since relocating from the nursing home:

	 FORMCHECKBOX 
 Improved

	 FORMCHECKBOX 
 Declined

	 FORMCHECKBOX 
 Stayed the same

	2. Services identified on the ISP:

	 FORMCHECKBOX 
 Are being provided

	 FORMCHECKBOX 
 Some are no longer needed

	 FORMCHECKBOX 
 Some unmet needs have been identified

	If there are unmet needs, explain:      

	3. If equipment was obtained:

	 FORMCHECKBOX 
 Is currently being used

	 FORMCHECKBOX 
 Participant/caregiver know how to use it

	 FORMCHECKBOX 
 Not Applicable

	4. Current living arrangement 
	     

	Is there anything the participant does not like about their current living arrangement?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If Yes, specify:       

	5. Any new health and safety issues identified?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If Yes, specify:       

	6. Is person participating in community or social activities?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	If Yes, specify:       


	7. Is participant keeping in touch with people who are important to him/her?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Explain:      

	Questions to be Answered by Participant

	8. Have there been any surprises since your move?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If Yes, specify:      

	9. What worked well for you and what would you have changed about the nursing home relocation process?
     

	10. How has this move changed your life? 
     

	Optional

	If the participant’s relocation story or experience is particularly noteworthy and you and the participant would like to share it with others, please describe.

     


Distribution: 
E-mail or fax completed survey to the Community Options Section, Bureau of Long Term Support:




e-mail:  Kimberly.Schindler@dhs.wisconsin.gov



fax:  (608) 267-2913



Copy placed in participant’s file

