DD Waiver Case Management:   Children’s Monthly Site Visit Form

Individual’s Name:
                                                Date:


	Name and Title of Family/Staff Interviewed:


	Location:     (  Home  ( School       Other:__________________

	School:                                           Teacher:
	Case Manager:                                    Agency:

	Start Time:
	End Time:

	#
	NA
	Items Reviewed:
	Frequency
	Description of concerns/barriers and/or successes:

	1. 1
	
	Is clothing, food, and structural state of site, adequate and safe?  


	At each visit
	

	2. 3
	
	Is the child protected from abuse, exploitation, neglect, injury, physical harm, emotional distress? 
	At each visit
	Report concerns to IMB &  applicable protective services agency

	3. 4
	
	Change in health status?  

(e.g. changes in seizure or aspiration frequency, sleep patterns, bowel/bladder function, activity level, mood, or other typical behavior/routines that may indicate a health concern, significant weight gain or loss, wounds, signs of pain, including dental pain).


	At each visit 
	Assist family as needed to obtain needed medical services through EPSDT.

	4. 6
	
	If aspiration risk, are dietary instructions, mealtime protocols and/or feeding tube orders in place and being followed?
	At each visit, if applicable
	

	5. 8
	
	Have there been any medical appointments?  Have any appointments been missed?  Any ER visits or hospitalizations? 

	At each visit
	

	6. 9
	
	Discuss with family any changes to medication regime and whether there are any medication related concerns.


	At each visit
if applicable
	

	9.
	
	ISP Implementation & Progress: 

Review vision, outcomes, and data collected for appropriateness, skill level, and progress.  Verify whether services are being received as per ISP.

	At each visit
	

	10.


	
	IEP: Is there a current IEP in place? 

	1st fall visit each year
	

	11.
	
	Therapies: Is the child to be receiving therapies through the school and/or through Medicaid EPSDT benefits?  If yes, ask the family if they have any concerns.
	Semi annually
	

	12.
	
	Recommendation Follow-up:  Have needed assessments, testing or evaluations, including health related screenings identified in the ISP been completed and recommendations reviewed?
	At each visit with the family
	

	13.
	
	Specialty Services:  Does the individual have timely* access to: 
· Therapies (as per ISP) 

· Durable Medical Equipment – in good repair with proper fit

· Medical supplies

· Specialty medical services (e.g. Neurology, Psychiatry, Cardiology)

· Assistive Technology, Augmentative Communication devices present, in good repair, and being used? 
	At each visit
	* For DME “timely” is defined as receipt of new equipment within 150 days of request and repairs of DME within 60 days of request.

	14.
	
	Individual/Family Satisfaction: 

Extent of the individual’s/their family’s satisfaction with current environments, services, choices, privacy & supports?  
	At each visit
	

	15.
	
	Have there been any significant life changes for the individual since last visit?

	At each visit
	

	Individual/Staff/Family Concerns:



	Additional Notes:



	Status of Issues Identified at Previous Visits, IDT Meetings, etc.: (If a concern or barrier remains unresolved 2 visits in a row, identify the barrier, efforts to resolve & submit a “Request for Intervention” form to the local Region Office.)       



	Follow-up Actions Required by CM:



	____________________________________________________________________________         

Case Manager signature                                                                       Date




1

