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	DEPARTMENT OF HEALTH SERVICES
Division of Long Term Care

F-20946 (05/2015)


	STATE OF WISCONSIN

Federal Regulation

§ 1915 (c)

	RECERTIFICATION ASSURANCE – COP-W/CIP-II

	Completion of this assurance form is required to meet the documentation requirements under the state’s 1915c Medicaid waiver.

Use the notes box at the end of each section to add explanations for any items that cannot be checked, and to describe any related corrective action(s) taken to address the issue. Add additional pages as needed.

	Name – Participant (Last, First, MI)

     
	Date of Birth

     
	Recertification Month

     

	Living Arrangement:


Lives Alone

Adult Family Home

Supervised Apartment


CBRF (≤ 20 beds)

CBRF (> 20 beds)

Residential Care Apartment Complex

Lives with others in home/apt.

Other

	Care Manager Name & Agency

     
	Care Manager Phone

     
	Care Manager E-mail Address

     
	Date Completed

     


	Yes
	INDIVIDUAL SERVICE PLAN (ISP)

	
	1. The ISP has been reviewed with the participant

	
	2. The ISP is signed and dated by the participant (or authorized individual) and the care manager.

	
	3. The information is updated to reflect current services and funding sources (Medicaid, COP, Waiver, etc.).

	
	4. Appropriate and correct SPC codes are listed for waiver services.

	
	5. Does the participant reside in a substitute care facility?  Yes   No  (If Yes, answer 5a-5d; if No, skip to #6)

	
	a. The ISP includes a breakdown of room & board, support & supervision, and personal allowance (minimum of $65)

	
	b. The substitute care facility is certified/licensed.

	
	c. If the facility is over 20 beds, a variance has been granted.

	
	d. If a CBRF, there is documentation that the four (4) placement criteria have been met.

	
	6. Have there been any home modifications funded by the waiver program? (Reminder: Effective May 1, 2005, all home modifications over $2000 AND all ramps [regardless of cost] must have an approval letter.) Yes   No (If Yes, answer 6a; if No, skip to #7) 

	
	a. Request for approval for the home modification was approved by TMG.

	
	7. Does the plan include institutional respite services? Yes   No (If Yes, answer 7a; if No, skip to #8)

	
	a. Variance request was approved by TMG

	
	8. Does the participant have a cost share? Yes   No (If Yes, answer 8a; if No, skip to #9)

	
	a. Cost share is specified on the ISP. Select one option below:

	
	 Cost share paid directly to vendor: ISP shows which waiver allowable services it is being applied to.

	
	 Cost share paid directly to county: SPC Code 095.01 and the cost share amount is listed on the ISP.

	
	9. All program-funded supports and services listed on the ISP correlate to an outcome identified on F-20445A, Individual Outcomes page.

	Enter notes and/or any corrective action taken to explain and/or correct the required items above.

     

	Yes
	Health Form and Wisconsin Long Term Care Functional Screen (LTC-FS)

	
	1. Current Health Form (F-21080) has been completed by a physician, registered nurse, other Medical Professional

	
	2. Health Form is signed and dated within 90 days (before or after) the recertification month

	
	3. Updated WI Long-Term Care Functional Screen (WI LTC-FS) has been completed by a certified screener no more than 12 months after the previous LTC-FS. If no, please explain in the notes section below.

	
	4. The individual passed the LTC-FS with an appropriate nursing home Level of Care – Intensive Skilled Nursing (ISN), Skilled Nursing Facility (SNF), or Intermediate Care Facility (ICF) Level 1 or Level 2. If No, see note below*

	
	5. Items on the WI LTC-FS can be verified by information on the Health Form, the notes section of the WI LTC FS, or in the person’s file. 

	
	6. LTC-FS Eligibility Results page indicates “yes” for Home & Community Based Waivers

	*If the individual did not receive an eligible Level of Care result, the person does not meet the level of care requirement for the waiver program. Please contact TMG with any questions regarding non-financial eligibility.

	Enter notes and/or any corrective action taken to explain and/or correct the required items above.

     

	Yes
	No Active Treatment (NAT)

	
	1. Does the participant have a diagnosis of epilepsy or seizure disorder prior to age 22, a brain injury prior to age 22, autism, cerebral palsy, or intellectual disability? Yes   No (If Yes, answer #2 and #3; if No, skip to FINANCIAL section.)

	
	2. NAT rating has been re-determined by QIDP. 

	
	3. If a separate form is utilized, is the form signed and dated by a QIDP and in the file? If no, the signature/date of a QIDP below attests to the fact that a NAT has been re-determined for this participant.

	
	Signature – QIDP 

	Date:

	Enter notes and/or any corrective action taken to explain and/or correct the required items above.

     

	Yes
	FINANCIAL (Check the eligibility group that applies and complete that section)

	
	
Group A: 

	
	1. Updated F-20919 Cost Sharing Worksheet has been completed, OR the CARES Community Waiver budget screens have been updated and indicate that the individual has passed as Group A eligible.

	
	2. If F-20919 Cost Sharing Worksheet was used, answer a-c  below. If CARES was completed, skip  to signature section.

	
	a. Cost Sharing Worksheet is dated.

	
	b. Section II Divestment question was answered

	
	c. If Divestment question answered in the affirmative, referral was made to IM Worker.

	
	
Group B: 

	
	1. CARES Community Waiver budget screens have been updated and indicate that the individual has passed as Group B eligible.

	
	2. CARES budget screens accurately reflect the participant’s current financial situation.

	
	3. Medical/remedial expenses are accurate and up-to-date.

	
	4. Is there a cost-share obligation? (If Yes, continue with #5. If No, skip to signature section).

	
	5. If applicable, has the Special Housing deduction been considered, and is the dollar amount correct?

	
	
Group C:

	
	1. CARES Community Waiver budget screens have been updated and indicate that the individual has passed as Group C eligible. (Note: In lieu of a budget screen for a married person who passed as Group C, a Spousal Impoverishment Income Allocation Worksheet completed by the IM Worker is acceptable.)

	
	2. If married, is there a cost share obligation also? If applicable, be sure to include the cost share on the ISP.

	
	3. If married and applicable, has the Special Housing deduction been considered, and is the dollar amount correct?

	Enter notes and/or any corrective action taken to explain and/or correct the required items above.

     

	I assure the above information is complete, accurate, and contained in the participant’s records. Based on the above information, the participant is approved for continued eligibility for the COP-W/CIP-II Program.

	Name – Care Manager
     
	Date
     

	Name – Supervisor
     
	Date
     


Send completed Recertification Assurance forms to TMG by mail, fax (866-505-1316) or email (select one method only):

Mail:
TMG, 1 S. Pickney St., Suite 320, Madison, WI 53703

FAX:
866-505-1316
Email:
WaiverQualitySupport@tmgwisconsin.com

*Note: Please use secure mail when sending by Email. Email only Recertification Assurance forms to this email address.
