NC Money Follows the Person (MFP) Demonstration
Project
Transition Readiness Tool

This tool is a transition planning tool. While you can use it throughout the transition
planning process, it must be referenced and documented two times during the transition
process. The first is during the initial planning phase between the time of your first face-
to-face meeting with the Participant and the Initial Transition Planning Team meeting.
The second time is during final transition briefing phase which takes place between the
Final Transition Team Planning meeting and the Pre-Transition Briefing meeting to
validate all services and supports will be in place on the day of transition, confirming all
transition team members know who is responsible for acting on specific transition
aspects, and all transition aspects are reviewed.

Not all questions will apply to every participant, but they are referenced here as prompts
to consider when exploring necessary services and supports, as well as desired
services and supports. In addition, you may find that you will document more in one

section or anoth eforgatherqgare ngaimj egmoun tent you provide in
response to any@glestion. as ergrge hrigition ti@ining documents for
guidance on corgple r tN3

This document will be submitted to the Department within ten (10) State Business Days
following a completed transition. Itis a complementary document to the monthly

Transition CoorCismdi 0 aro t QN plan that may
be completed by CAP| M ity®r WACE o @ ion.
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Participant Demographics and Transition Preparation Information:

Participant Identification and Contact Information

Participant’s First Name: Participant’s Middle Participant’s Last
Name: Name:

Participant’s Date of Birth: Participant’s Medicaid ID | Participant’s Current
Number (MID): Medicaid County:

Participant’s Phone #: Participant’s Email Address:

Participant’s Current Facility Name:

Current Facility Street Address:

City:

Facility Social rker H

Facility Alternate Contact Name: Facility Alternate Contact Email Address:

Facility Alternate Contact Phone | Facility Alternate Contact | Facility Alternate

#: Secondary Phone #: Contact Fax #:
Representative / Alternate Representative / Alternate Contact Email Address:
Contact Name:

Representative / Alternate Representative / Alternate Contact Phone #:
Contact Relationship to

Participant:
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Transition Preparation Information: Initial Transition Planning

Perspectives on Why Transitioning Matters

Participant’s Perspective

Other Perspectives

From the Participant’s perspective,
why did the Participant come to facility
in the first place?

From others’ perspectives, why did the
Participant come to the facility in the
first place?

From the Participant’s perspective,
what is the Participant looking forward
to after transitioning and living in their

aAM

From others’ perspectives, what is the
Participant looking forward to after
transitioning and living in their own
home?

PLE

From the Participant’s perspective,

what’s workini?

From others’ perspectives, what’s

RFP

From the Participant’s perspective,
what is not working?

From others’ perspectives, what is not
working?

From the Participant’s perspective,
what do people need to know about
supporting them?

From others’ perspectives, what do
people need to know about supporting
the Participant?

Page 6 of 68




Transition Preparation Information: Initial Transition Planning

Perspectives on Why Transitioning Matters

From the Participant’s perspective,
what do people like and admire about
them?

From the others’ perspectives, what
do people like and admire about the
Participant?

Based on what has been shared, from
the Participant’s perspective, what is
Important TO them?

Based on what has been shared,
from others’ perspectives, what is
Important TO the Participant?

SAMPLE

Based on wha| b
the Participanf§s persig
Important FORthem?

h shared,
’ persfjectives, what is

What more needs to be known for the transition planning process?
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Participant Demographics and Transition Preparation Information:

Key Documents

Document Type Obtained Comments
(As Applicable)

Birth Certificate (Certified Copy) [ ]Yes[ INo[]NA
(Required for Targeted/Key Housing)

Photo ID (State Issued) []Yes[ ]No[ ]N/A
(Required for Targeted/Key Housing)

Social Security Award Letter [ ]Yes[ ]No[]N/A
(Required for Targeted/Key Housing)

o[]

Social Security
(Required for T d/

es[ ]
[ ]Yes[ ]No[ ]N/A

Advanced Direc

Advocate (Paid or Unpaid)

Conservatorshi

Credit Report

Guardianship [ ]Yes[ ]No[ ]N/A
Offender Report []Yes[ ]No[ ]N/A
Power of Attorney [ ]Yes[ ]No[ ]N/A
REAL ID [1Yes[_INo[_]N/A
Representative Payee [ ]Yes[ ]No[ ]N/A
Veteran ID (DD264) [ ]Yes[ INo[]NA
Other: [1Yes[_INo[_]N/A
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Participant Demographics and Transition Preparation Information:

From the Clinical Records:
Institutional History and Circumstances Surrounding Admission

Relevant Institutional History (give short explanation) (e.g. How many facilities
has the participant been in over the last year? How long were they at each facility?)

Who made the decision that the participant be placed in the facility (check all
that apply)

[] Participant (Self) [] Family Member(s) [ ] Guardian/POA

[] Doctor Other If checked, explain:
Circumstancegsurfoun AN S S| - tail Jof hy th@ participant was
admitted, reason d ili Jic diag , etc.). Check all that

apply.
[] Abuse leading to long-term care
[ ] Behaviors
[] Criminal jus a
[] Fall leading p long-
[] Heart attack

[] Injurious to others/self

[ ] Less restrictive option was not previously available

[ ] Loss of home and community-based resource/services
[] Loss of parent/family member/guardian

[] Loss of unpaid/natural supports

[ ] Stroke

[] Traumatic Brain Injury (TBI)

[] Vehicular accident leading to long-term care

[] Other accident leading to long-term care (describe below)
[_] Other health condition complication of (describe below)

Other comments/explanation of circumstances leading to admission
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Was substance use a contributing factor to institutionalization? [ ] Yes [ | No
Comments:

SAMPLE
FOR RFP
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Participant Demographics and Transition Preparation Information:

Risk Identification and Preventative Measures

Is there a risk associated with any of the following?

[] Adverse reports from the facility within the last 6 months

[] Chronic conditions (e.g. history of bowel obstruction, diabetes, wound care, etc.)
[] Cognitive impairment (ex. dementia)

[] Equipment dependence (i.e. DME, assistive technology, etc.)

[ ] Fall risk

[] Has had a behavioral health crisis within the last year

[] Has not lived independently within the last 5 years (or ever)

[] Has not managed a home & community-based household budget within the last 3

years
p m slutionfation
e®medica reatment plans

[] History of abffse, Megleglor ex@iWitat]

[] History of bgyve tr

[] History of ch t to foMo\W pr&cr

[] History of hospitalization/ER visits while in the facility

[] History of p dog Vi

[ ] In-home aid mec @ Rjnty R F P
[ ] Interactions Wlith law yigrg#me

[] Substantiated APS report regarding the participant

[] Other (Describe):

What preventative measures can be considered for mitigating these risks?
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Participant Demographics and Transition Preparation Information:

Advanced Directives

Does the participant have an Advanced Directive? [ ] Yes [ | No

If no, does the Participant want one? [_] Yes [_] No If yes, indicate below:
Advance Directive Was a Copy Date Status/ Comments

Type Obtained Obtained

Do Not Resuscitate [ ]Yes [ ]No

(DNR)

[ ]Yes [ ]No

Do Not Intubate (DNI) [ 1Yes []No

[ ]Yes [ ]No

Living Will

[ ]Yes [ ]No

Medical Power Ye

Attorney

[ ]Yes [ ]No

Other: [ ]Yes [ ]No

[ ]Yes [ ]No

Other: [ ]Yes [ ]No

[ ]Yes [ ]No

Page 12 of 68



Participant Demographics and Transition Preparation Information:

Authorized Decision Makers

Provide contact information on any authorized decision maker for the
participant.

Note: If you have more individuals to list, please add more pages.
If there are no contacts, please mark N/A in the section.

Select Type (1)
[ conservator [] Durable POA [] Healthcare POA [] Representative Payee
[J Paid Advocate  [] Patient Advocate [] Guardian (Private/Family) [] Guardian (Public/Corporate)
[] other (e.g. family member who does not have legal status) [ N/A

If other, describe relationship:

Name Phone Number

Email Addres hysical A S

Ar e ers e o]
ect Type
[J conservator urable ealilcare tative P§lee

[ Paid Advocate  [] Patient Advocate [] Guardian (Private/Family) [] Guardian (Public/Corporate)
[J Other (e.g. family member who does not have legal status)

If other, describe relationship:

Name Phone Number

Email Address Physical Address

Are copies of the legal papers available? [ ]Yes [ ]No

Other Comments:
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Who will be included in transition planning? (May include but is not limited to:
family members, friends, facility social worker, options counselor, managed care
agency staff, home and community-based waiver staff, Independent Living counselor,
children’s services, behavioral health and developmental disabilities professionals,
etc.). Update the list as necessary over the course of the transition process.

Relationship / Role to CEEE Ph(_)ne Role in Transition
and Email

Name . 3
Participant Address Planning Process

FOR
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Who are the primary support individuals when CAP/DA or PACE services are
not available (i.e., backup unpaid supports)?

Name Relationship Contact Phone | Email Address
Name Relationship Contact Phone | Email Address
Name Relationship Contact Phone | Email Address

What is the ba
is needed)?

.g., 24-hour care

If there are no ifi
referral to Centf@s for |
faith communit

at is n e em? (e.g.
g, linkigly toQocifil/cultur@ clubs, linking to

What role will transition team members, or others, have in helping to develop
supports?
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Who does the participant have as a support system of unpaid individuals? (e.g.
friends, family, neighbors, faith community, services groups, civic organizations, etc.
that can be called upon in times of distress [e.g. staff does not show, need unplanned

assistance overnight, etc.])

Contact Phone Involved in Willing to help
Name Relationship and Email lanning? with hands-on
Address b 9 care?
[ JYes [ IJNo |[[]Yes []No
How will this individual be involved?
Willing to help
Name Relgtion with hands-on
care?
[ ]JYes [ ]No

How will this ing

Contact Phone Involved in Willing to help
Name Relationship and Email lanning? with hands-on
Address b 9 care?
[ ]Yes [ INo |[]Yes []No

How will this individual be involved?
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Who in addition to those individuals identified in Primary and Other Unpaid
Support Systems does the participant have as a community-based social
connection?

Does the participant have people in the community that they want to reconnect
with upon returning home? []Yes []No

Please explain

How does the participant want friends and/or family to participate in supports?

Are there othe WES
need to be corfggered?

ifichPm/[omnEpecific items that
Other Comments:

FOR RFP
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Does the participant want help in selecting the staff to work with him/her? [ ]
Yes [ | No

Explain:

What special considerations should be made in ensuring support staff meet the
needs of the participant? (e.g., is training needed? If training is needed how will the
training be conducted and when? Does the participant want the support staff to do or
not do specific things, etc.)?

Will there be a pajd live-in caregiver? [ ] Yes [ ] No
Has the paid ¢ [ ive i@ with fllcility staff prior to the
transition?

If yes, describe
injection, etc.):

d administration,

Will there be '
Has the unpai
the transition?

If yes, describe training received (e.g. wound cleaning, medication administration,
injection, etc.):
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Income and Other Benefits:

Medicare

Does the Participant have Medicare? [] Yes [ ] No Medicare Number:

If yes, please check all that apply:

[ ] Medicare A[_] Medicare B (if checked, see below) [_] Medicare C [] Medicare D
Part B Premium Amount:

Is this premium deducted from the participant’s Social Security benefits? [ ] Yes []
No

Veteran’s Benefits

Is the participant a veteran? [ ]Yes [ |No
Is the participant a spouse of aveteran? [ ]Yes [ ]No
j wd for ds? [ ]Yes []

If yes to either
No

Benefits from Montlly Amount:

[ ] Yes [ ] No [ ] Has Not Applied [] Application Submitted

If the participa licatiof@gwas submitted,

explain
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Income and Other Benefits:

Social Security Income

Social Security Survivor Benefit (e.g. spouse, former spouse or parent)

[ ]JYes [ ]No

Name of other source/individual (Note: SSN of other individual will be needed)

Relationship of other source/individual to the participant

Supplemental Security Income (SSI)? Monthly Amount:

[ ] Yes [ ] No [ ] Has Not Applied [ ] Application Submitted

[ ] Denied, In A N/A

If the participarQ if - =Talal[fe i as submitted,

explain

—f YLD LIl 1

Ir ,or e an. ' Othe Ben fits

Social Security Disability Income

Social Security Disability Insurance (SSDI) Monthly Amount:
[ ]Yes [ ] No [ ] Has Not Applied [] Application Submitted
[] Denied, In Appeal [ ] Denied, Not Appealed [ | N/A

If the participant is eligible and answered “No” and no application was submitted,
explain
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Income and Other Benefits:

Social Security Award Letter

Has a social security income letter been requested?

Important: obtain social security award letter as early as possible in the
transition planning process. May need to be requested more than once.

[ ]Yes [ ]No Date Obtained:
Amount Confirmed:

Comments:

Income and Other Benefits:

L NS0’/ 5€ fofh B¢ ne

Other Source of Income (describe): Monthly Amount:

Other Source

Other Source

% Imount:

Income Verification

[] Check here if the participant has no income from any source

Total Monthly Income:
(Please indicate the sources of monthly income below)

Note: If total monthly income is outside the Medicaid Income Limits a Deductible may apply.
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Income and Other Benefits:

Access to Income

Does the participant have a bank account? []Yes [ |No []N/A

If no, where does the participant want to bank, and what is the plan to set up a bank
account for the participant?

If N/A, explain:

Is the facility the Representative Payee? [ ]Yes [ | No []N/A

If yes, what is the plan for ensuring the benefits transfer from the facility to the
participant or other identified Representative Payee?

“=QAMPL E
FOR RFP
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Income and Other Benefits:

DSS Eligibility Verification

Has the participant been linked with DSS Medicaid worker? [ ]Yes [ ]No

Medicaid Worker Name: Medicaid Worker Phone Number/Email Address:

Has the participant been had Long-Term Care Medicaid confirmed with DSS
Medicaid worker? [ ]Yes [ ]No

If no, please explain:

Has the participant discussed Income and potential Medicaid Deductible with
DSS Medicaid worker? [ ]Yes [ ]No

If no, please explain:

Were you (as a of igns held with the
DSS Medicai Orrger
[ ]JYes [ ]No e:

If no, explain:

— /N1 ) 1)1 1

In or e ax 10Othe Bel ~fits

Other Benefits

Has the participant applied for Supplemental Nutrition Assistance Program
(SNAP) benefits? [ ]Yes [ |No []N/A

If no, what is the plan to apply for SNAP benefits?

If N/A, explain:

What other non-Medicaid benefits or services does the participant need and
what is the plan to explore these? (e.g. SNAP-Related Benefits, DVR-Independent
Living Programs, Deaf-Blind Benefits, Vocational Benefits, etc.)
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Income and Other Benefits:

Deductible

Has the participant received a Spend Down worksheet from the DSS?

[ ]Yes [ ]No

Comments:

Has the participant received an Explanation of Expenditures handout from the
DSS?

[ ]JYes [ ]No

Comments:

Does the participant desire to move forward with transitioning with a Medicaid

deductible?
[ ]Yes [ ]No d I
If No, what oth hav nWsclissd and @mcing taken?

FOR RFP
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How does the participant describe his or her credit history and/or concerns
(including any money owed)? (e.g. unpaid rent, default on loan(s), bankruptcy,
unpaid utility expenses, etc.)

Has a credit report been requested? [ ] Yes [ | No
Credit Reporting Agency Name:
Date Requested:

Are there credit items listed on the report that need to be addressed? [ ] Yes

[ ] No

If yes, what are those items?

If there are identified credit concerns, what is being done to address them?

SAMPLE
FOR RFP
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Has the participant ever been arrested? [_]Yes [ | No If yes, explain:

Does the participant have an outstanding arrest warrant? [ ] Yes [ | No If yes,
explain:

Does the participant have any pending charges? [ | Yes [ ] No If yes, explain:

Has the participant ever been convicted of acrime? [_] Yes [ ] No Ifyes,

explain:
If the participafit w cofifcte@Rf a Fim > 8l the f#rms of the sentence
been fulfilled? S o] of & [o]

Has the participant ever violated a condition of parole or probation? [ ] Yes

““FOR RFP

Has the participant ever been incarcerated for more than 1 year? [ ] Yes [ ]
No

If yes, when:

Has participant been provided expungement resources?
https://www.nccourts.gov/help-topics/court-records/expunctions

[]Yes []No []N/A

If yes, what is the status?
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https://www.nccourts.gov/help-topics/court-records/expunctions

Desired Living Arrangement

From the participant’s perspective,
what is the desired living
arrangement?

(please include items such as county, city
vs. rural, with family/friends or without,
specific amenities, access to
transportation, access to specific social
or community activities, etc.):

From the other’s perspectives, what
do you know about the Participant’s
desired living arrangement?

(please include items such as county, city
vs. rural, with family/friends or without,
specific amenities, access to
transportation, access to specific social
or community activities, etc.):

From the participant’s perspective,
what is needed to feel safe in the
community? (this could include security

features in the peog or
influences the icipan sn a
to be around, rgutin

Please describe:

From the other’s perspective, what is
needed for the Participant to feel safe
in the community? (this could include

ature home, people or
the jpant does not want
arqaind, ro@tines, etc.)
lease

What is the pl@h to a
not possible to @ccommOX
are being considered?)

ms ag@possible? (ifitis
why, ald what alternatives
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Housing:

Pre-Admission Living Arrangement

Prior community-based living arrangement preceding admission(s)
(within 5 years preceding admission to institutional care) Select all that apply:

[ ] Home Owned by Participant [] Camper/Trailer Owned by Participant
[ ] Home Owned by Family Member  [_] Camper/Trailer Owned by Family Member
[_] Home Owned by Friend / [] Camper/Trailer Owned by Friend /
Significant Other Significant Other
[] Apartment Leased by Participant [] Assisted Family Living (AFL)
[] Apartment Leased by Family [] Group Home
Member

[] Department of Corrections Facility

[] Apartment L by
Friend/Signiffcan®0th S HO”T elter.
[] N/A Residing in Tti clr 0 munit d setting
greater than stEXxplain:

Does the participant have housing to return to after discharge? [ ]Yes [ | No
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Housing:

Post-Discharge Living Arrangement Availability

If the participant has housing to return to after discharge, please provide the
information below.

Address City State ZIP

Type of Home:

[ ] Home Owned by Participant [] Camper/Trailer Owned by Participant
[ ] Home Owned by Family Member [] Camper/Trailer Owned by Family
[ ] Home Owned by Friend / Significant Member

Other [] Camper/Trailer Owned by Friend /

[] Apartment Leased by Participant Significant Other

[] Apartment L by ily ihemb || Other community-based setting
[] Apartment L by d istERpflin:
Significant @ther

Will the participant live with family? [ ] Yes [_] No
Return Housi

current?

[JYes []Noll[[]N/A

How is rent/mortgage currently How will rent/mortgage be paid upon
paid? discharge?

Comments:
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Housing:

Living Arrangement to be Identified

What is the desired county of residence?
Is the participant open to other counties? [ ]Yes []No

If yes, list additional counties:

Does the participant have a preferred housing arrangement upon transition?
[]Yes []No Ifyes, please select preference below:

[ ] Home Owned by Participant [] Camper/Trailer Owned by Participant

[ ] Home Owned by Family Member [] Camper/Trailer Owned by Family Member

[ ] Home Owned by Friend / Significant [] Camper/Trailer Owned by Friend / Significant
Other Other

[] Apartment Leased by Participant [] Other community-based setting

[] Apartment Leased by Family Member  List/Explain:

If no, has an appli

If an application Bection 8

applications?
Comments:

Does the participant have a voucher for public housing? [] Yes [ ] No
If yes, what is the status of the voucher?
If no, has an application been submitted? [ ] Yes [] No

If an application has not been submitted, does the desired destination accept public housing
applications? [] Yes [] No

Comments:

Has areferral been made to the Targeted/Key Program?
[lYes [INo Ifyes, date:

If yes, how many units is the participant on a waiting list for?
If no, explain:

Note: Attach Targeted/Key program application and waitlist confirmation email to this
Readiness Tool.
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Housing:

Potential Barriers

Does the participant have tenancy concerns that will make obtaining housing
difficult?

[ ] No income [_] Owe money to utility company

[ ] Owe money to housing authority [] Criminal Record

[] Previously evicted from subsidized [ ] Registered Sex Offender

housing [] Smoking
[] Previously evicted from non-

subsidized housing [] Requires housing be on the first floor

[] Other, please explain:

Will the participant need to consider a live-in support (paid or unpaid) when

searching for N1g?
[ ]Yes [ ]No m
If yes, is this in(usigis®| Foing oWthdllelise? [] N/A (no lease

required)
Has credit and criminal history of live-in support (paid or unpaid) been vetted?

Comments:
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Housing:

Participant Engagement in the Process

How is the participant engaged in the housing process? (check all that apply)

[] Completing applications [] Actively resolving past credit concerns

[] Obtaining necessary financial info  [_] Following up with properties

[] Providing properties with required  [_] N/A (e.g. have a home already)
identification documents [ ] Other:

Has the participant been actively viewing housing options?

[JYes [ I]No [ ]N/A

Will the participant view the secured housing unit prior to lease signing?

[JYes [ INo [ ]N/A

. in-person, online

Ansportation)

— FOR RFP

Page 32 of 68



Housing:

Other Waitlisted Properties

Property Name

Address

Contact Person | Date Added

Status / Comments

Housing:

O erof or,pusud

Property
Name

Contacted | Comments
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Housing:

Modifications and Other Considerations

Does the participant need any physical changes or home modification to help them live
in the community? []Yes []No

Has a referral been made to DVR/IL? [ ] Yes [ ] No

If modifications are needed, what are they? (e.g. ramp, grab bars, modified doorways, etc.)

Modification Needed

hoarding abatement, etc.)

Plan

Smoke Detector

Fire Extinguishe
Electrical Wiring
Pest Eradication

Other

Other

Other

Are there any other housing considerations? (e.g. repairs, deep cleaning, other)

What does the participant need to feel safe in the home?

How will the participant get out of their home in case of a fire?

How will the participant get out of the home for personal safety? (e.g. cases of domestic
violence, home invasion, etc.)
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Housing:

Utility Needs

What utilities are needed? (check all that apply)

[l Water [ ] Electricity [ ] Gas[ ] Trash [ ] Internet[ ] Phone [ ] Other:
Utility Is there an If there is an Is a deposit Has the utility
outstanding outstanding bill, needed? been
bill? has it been secured?
resolved?
[ ] Water [JYes [INo |[]Yes [ ]No [lYes [] [lYes []
If yes, amount: | If yes, what No No
resources were If yes, how Comments:
used? much is the
it?
CTYsr [JIL deposit~
. If yes, what
L] D.SS . L] Utility resources were
used
cil/ Pri
Bl T IL
r: P
o Utility Provider
If No, explain: (] Church /
It No, explain:
[] Electricity [lYes [JNo |[JYes [JNo [(lyes [] [lyes []
If yes, amount: | If yes, what No No
resources were If yes, how Comments:
used? much is the
it?
CTYsr [JIL deposit~
. If yes, what
[IDsSs [ utility '
Provider resources were
2 used?
Church / Private
Organization LTysR LI
. [Ibss [
L] other. Utility Provider
If No, explain: [] Church /
Private
Organization
[ ] Other:
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If No, explain:

as es 0 es 0 es es
]G [JYes [INo |[]Y LIN L]y O (gy ]
If yes, amount: | If yes, what No No
resources were If yes, how Comments:
used? much is the
C]TYsr [JIL deposit?
. If yes, what
Eol\?i?jg " L] Ltility resources were
2 used?
Church / Private
Organization LITysR LI
. [Ibss [
[ other: Utility Provider
If No, explain: [] Church /
Private
Organization
[ ] Other:
If No
[ ] Trash []Y [JYes []
No No
ASR L Comments:
much is the
deposit?
Ies, wh
r e
5 ed?
C
Organization TYSRTLIIL
. [Ibss [
L] Other: . Utility Provider
If No, explain: ] Church /
Private
Organization
[] Other:
If No, explain:
[ ] Internet [JYes [INo |[]Yes [ ]No [lYes [] [lYes []
If yes, amount; | If yes, what No No
resources were If yes, how Comments:
used? much is the
CJTYSR [JIL deposit?
If yes, what

[1DSs [ utility
Provider

resources were
used?
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[ ] Church/Private | [ JTYSR []IL
Organization [Jpss []
[ ] Other: Utility Provider
If No, explain: [ ] Church/
Private
Organization
[ ] Other:
If No, explain:
[ ] Landline [JYes [INo |[]Yes []No [IYes [] [J1Yes []
Phone If yes, amount: | If yes, what No No
resources were If yes, how Comments:
used? much is the
C]TYsr [JIL deposit?
o If yes, what
[IDss [ utility :
Provider resources were
. used?
Church / Private
rgajilia Ny IL
. H) S
) Utilit er
| , SKpRin:
Private
Organization
r:
I exp
[ ] Mobile Phondll| [ ] Ye [ ]Y No Yes H[] [lYes []
If yes, amount: | If yes, what No No

resources were
used?

L]TYSR []IL

[IDsSs [ utility
Provider

[] Church / Private
Organization

[ ] Other:
If No, explain:

If yes, how
much is the
deposit?

If yes, what
resources were
used?

[]JTYSR []IL

[Ibss []
Utility Provider

[ ] Church/
Private
Organization

[] Other:
If No, explain:

Comments:
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[ ] Federally
Funded
Lifeline
Services

[ ]Yes [ ]No

If yes, amount:

[lYes []No

If yes, what
resources were
used?

LJTYSR [JIL

[1DSs [ utility
Provider

[] Church / Private
Organization

[ ] Other:
If No, explain:

[lYes []
No

If yes, how
much is the
deposit?

If yes, what
resources were
used?

LJTYSR []IL

[IDss [
Utility Provider

[ ] Church/
Private
Organization

[] Other:
If No, explain:

[ ]Yes
No

L]

Comments:

[ ] Other: Yes No
S, nt:

FO

If No, explain:

L1y
No

If ye

deposit?

If yes, what
r
ed?

TYSR IL

DSS [ ]
Utility Provider

(] Church/
Private
Organization

[ ] Other:
If No, explain:

[ ]Yes
No

]

Comments:
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Health & Wellness:

Medical Health

From the Participant’s perspective, From the other’s perspectives, what
what medical conditions or concerns medical conditions or concerns need
need to be addressed? to be addressed?

Initial

Did you obtain an initial copy of the current diagnosis from the facility
chart (attach)? []Yes []No

If no, explain:

Did you obtain an initial copy of current medications from the facility
chart (attach)?

“SAMPLE

Final

Did you obtain a final copy of the current diagnosis from the facility chart

(attach)
[ ]Yes
If no, ex@ain:

Did you obtain a final copy of current medications from the facility chart
(attach)?

[ ]JYes [ ]No

If no, explain:
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Health & Wellness:
Medical Health (Continued)
Observations based on RN Notes, Social Work Notes, Psych Notes, etc.

identified during TC visit

Note to TC: Pay attention to elements that could reflect other’s perspectives on
the Participant (e.g., daily behavior and social interactions)

Example: Synthesis of compliance issues, undocumented issues

Does the current physician support discharge? []Yes [ |No

SAMPLE
FOR RFP
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Health & Wellness:

Mental/Behavioral Health

Does the participant have any mental health diagnoses? [ ]Yes [ ]No

Does the participant have any behavioral health diagnoses? [ ]Yes [ ]No

Has a referral been made to the MCO?

[ ]JYes [ ]No

Please explain:

Please list any psychiatric hospitalizations

Describe any current or past behavioral/mental health treatments

Has the participant exhibited self-injurious behaviors in the last 90 days?

(e.g. attempte icidfe, S al t a- pEessed Quicidal ideation, reckless
and puts self in ro atiprg)
[ ]JYes [ ]No

Actions taken to address the issue(s).

FOR RFP
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Health & Wellness:

Mental/Behavioral Health (Continued)

Has the participant exhibited injurious behaviors to others in the last 90 days?

(e.g. assaultive to other children or adults, attempts to or has sexually assaulted other
individuals)

[ ]JYes [ ]No

Actions taken to address the issue(s).

Has the participant experienced severe physical or sexual abuse or has s/he
been exposed to extreme violent behavior in the past?

(Subject to or witnessed extreme physical abuse, domestic violence or sexual abuse,
severe bruising in unusual areas; forced to watch torture or sexual assault; witness to
murder, etc.?)

[ ]Yes [ ]No

Actions taken re

Has the participant exhibited atypical behaviors in the last 90 days?

(History or patt ireaiblng; | : i A or public
masturbation; gpears # heal i i (including
side effects to t " i ging hands,

etc.) or vocalizgions (e

[ ]JYes [ ]No

Actions taken to address the issue(s).
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Health & Wellness:

Mental/Behavioral Health (Continued)

Has the participant had difficulties with social or environmental adjustments?
(Change schedules, change environments, loud noises, crowds, strong smells, etc.?)

[ ]JYes [ ]No

Actions taken to address the issue(s).

Has the participant had difficulties making and maintaining healthy
relationships and/or social adjustments?

(Unable to form positive relationships with peers; provokes and victimizes others;
does not form bond with caregiver. Regularly involved in physical fights with others;
verbally threatens people; damages possessions of self or other; runs away; steals;
untruthful; mute; confined due to serious law violations; does not seem to feel guilt
after misbehavigggeic.)

(Severe tempe@ screa
uninvolved wit S,
others are out tll get theQge

[ ]JYes [ ]No

Actions taken to address the issue(s).

Does the participant own a firearm or other weapons?

[ ]JYes [ ]No

If yes, what is the plan to secure the firearm or other weapons?

Any Additional Comments or Observations
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Health & Wellness:

Substance Use

Does the participant have any Substance Use Diagnoses? [ ]Yes [ ]No
If yes, describe:

Has the participant received services from a provider specializing in substance
use services? [ ]Yes [ |No

If yes, describe:

Does the participant exhibit atypical behaviors in response to drug or alcohol
use (e.g. hyper strength, aggression towards others, self-injurious, etc.)?

[ ]Yes [ ]No

If yes, describe:

Does the participant need help connecting to community alcohol and/or drug
treatment resources? [ ]Yes [ ]No

t @ccess PSources:

If yes, explain \fat is b
Has a referral Been mad®

[ ]JYes [ ]No

Observations

Example: Participant leaves facility frequently and returns exhibiting altered states
behaviors.

Actions taken to address the issue(s):
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Functional, Independent, & Assistive Supports:

Functional Support Needs (Activities of Daily Living — ADLS)

Activity Type of Support Who is Notes and Extenuating
o Ao .
(Please write in the | 0=None responsible® Clrc%rgsg?ggfsdto be
appropriate boxes 1 = Monitoring (asking (roles and '
that app|y) questions but not telling the responsibilities)
person)

2 = Verbal/Gesture Prompting
(giving a verbal or
gestural/visual direction)

3 = Patrtial Physical Assistance
(giving some help, but not
full support)

4 = Full Physical Support (all, or
nearly all, steps need to be
done for the participant)

Dressing
Bathing PL E
Transferring
3
Toileting 1
(12 [O3 [4
Grooming [Jo [1
(12 O3 [4
Feeding / Eating [Jo []1
(12 [O3 [4
Mobility [Jo 1
(12 [O3 [4
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Functional, Independent, & Assistive Supports:

Independent Living Support Needs (Instrumental Activities of Daily Living - IADLS)

Activity

(Please write in the appropriate
boxes that apply)

Grocery Shoppingg Mea

Preparation

Type of Support
0 = None

1 = Monitoring (asking
questions but not
telling the person)

2 = Verbal/Gesture
Prompting (giving a
verbal or
gestural/visual
direction)

3 = Partial Physical
Assistance (giving
some help, but not full
support)

4 = Full Physical Support
(all, or nearly all, steps
d

Who is
responsible?

(roles and
responsibilities)

Notes and
Extenuating
Circumstances to
be Considered.

LE

Taking Medications

Home Chores, Majitenancdiie []1
Upkeep (e.g., hom@ll mainten$ ' 4
upkeep, laundry, etc.)

Daily Decision Making (e.g., (o [1
managing appointments / paying

bills / money management / Oz DOs D4
budgeting) Managing Appointments

Community Interactions (e.g., (o [1
interacting with community O2 [3 [O4

members / getting to and from
places in the community / visiting
friends & family / engaging in
preferred activities Interacting with
Community Members)

Comments/Observations:
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Functional, Independent, & Assistive Supports:

DMEPOS & Assistive Technology Support Needs

Are there any communication supports needed? [ ]Yes [ ]No
If yes, please check all that apply:

[] Visual Support Needed [ ] Language Support Needed
[] Audio Support Needed [] Other Supports Needed (explain
below)

[] Literacy Support Needed

Explain:

Does the participant need any Durable Medical Equipment (DME) Prosthetics,
Orthotics, or Supplies (POS)?

[1Yes [ ] No@f yeW, lis

Equipment/Suli [ [ If Ye@@ Date of Script
Needed

te:

[ JYes [ ]No [ ]N/A | Date:

[ JYes [ ]No [ ]N/A | Date:

[ JYes [ ]No [ ]N/A | Date:

Does the participant own any Adaptive Equipment/Assistive Technology?

[ ]JYes [ ]No

If yes, list:

Equipment Description
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Functional, Independent, & Assistive Supports:

DMEPOS & Assistive Technology Support Needs (Continued)

Does the participant need any Adaptive Equipment/Assistive Technology?
[1Yes []No Ifyes, list:

Equipment/Supplies Needed Script Obtained? If Yes, Date of Script

[JYes []JNo [ IN/A |Date:

[JYes []No [ JN/A |Date:

[ JYes []JNo [ IN/A |Date:

[JYes []JNo [ JN/A |Date:

N/A e:

N/A te:

Will the partici sing i me®, Rest

Assured®, Lifeline®, etc.) [ ]Yes [ ]No

Explain:
If yes, what is [e pIa@rRhe nR I I

Note: Remember to consider the following types of supplies:

Diabetic supplies, Feeding tube care and equipment, Tracheotomy care and
equipment, Gloves, Feminine hygiene products, Ostomy and ileostomy supplies,
Wound care supplies, Incontinence supplies (e.g. bed pads, adult diapers), modified
dishes, gait belts, communication devices, etc.

Notes and Plan to Secure Functional Needs, DMEPQOS, and Assistive
Technology Supports

(Include who will take the lead and roles and responsibilities of team members)
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Transportation

How will the Participant get to community-based activities, appointments, or
other destinations of choice?

Does the participant need accessible transportation? (e.g. lift, wheelchair
accessible van, stretcher transportation, etc.) [ ]Yes [ ] No

Describe:

Has the participant been linked with the county-specific Medicaid-funded
transportation system? [ ]Yes []No

If no, explain:

Will the participant need public transportation? [ ] Yes [] No

If no, what is being provided to acquaint the participant with options?

c
=

I

S

0 Has the participant applied to receive discounted tickets or taxi
C : )

G rides”

= []Yes [ ]No

2

Ie)

>

o

Does the participant know how to use public transportation?
(e.g. able to enter bus, provide payment, use phone apps)

[ ]Yes []No If no, what is being provided to educate the
participant?
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Transportation (Continued)

Medicaid-Funded Transportation

Will the participant need Medicaid-Funded transportation? [ ]
Yes [ | No

Does the participant know how to access local Medicaid-Funded
transportation? (e.g. phone number, website, contact agency)

[ ]Yes [ ] No

If no, what is being provided to acquaint the participant with options?

Does the participant know how to use Medicaid-funded
transportation? (e.g. know when to call, how much notice is
needed, etc.)

[ ]Yes [ ]No

If no, what is being provided to acquaint the participant with options?

Block Grant
Transportation

rajito the on of Adult and
Aging (AAA) for

Block Grant transportation? [ ]Yes

FOR REP

Other
Transportation

What other transportation has been explored to supplement
Public, Medicaid-Funded, and Block-Grant Funded options?
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How will the participant spend their day in a way that provides the support,
social opportunity, and structure that is wanted and needed?

Please describe (include things like waking up, going to bed, eating, bathing,
exercise, watching TV, talking to friends/family, hobbies, going out, etc.):

Are there any rituals or routines that should be ensured for the Participant’s
health or well-being?

Please describe:

What kinds of things are of interest to the Participant? (include hobbies, specific
people or places, subject areas, activities, etc.):

ady c y of these areas?

t lis mygy of tIeseaerE are iEorporated into the
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Did the participant work prior to acquiring the disability? [ ] Yes [_]No
If yes, please describe the work previously held

Is the participant interested in employment post-transition? [_| Yes [ ] No
If yes, please describe the type of employment the participant is interested in pursuing

What kinds of employment are of interest to the Participant?

Are there any volunteering interests the Participant wants to explore?

SAMPLE

What is the participant’s highest level of education?

[ ] No formal s g ] Nic : ic program
[ ]Lessthang 2 [] 's e
[_] High schoolliploma [ ] MipsterQd@pree

[ ] GED or equivalent [] Professional school degree / Doctoral

[] Some college degree

[] Associate degree: occupational, [] Does not know

technical or vocational program

Is the participant interested in pursuing education opportunities post-
transition? [_] Yes [ ] No

Comments:
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Justification

AAAAAA

SSSSSS

SAMPLE
FOR RFP




Final Community-Based Plans:

Case Manager Name:
Phone #:
Email Address:

When to contact:

Home Health Provider Name:
Phone #:

Email Address:

When to contact:

Home Health Provider Name:
Phone #:

Email Address:;
When to contact:
Backup Unpaid 1N

Relationship to participant:

Phone #:
Email Address:
When to conta

Backup Unpaid Support #1 Name:

Relationship to participant:
Phone #:

Email Address:

When to contact:

Other Community-Based Contact Name:
Relationship to participant:

Phone #:

Email Address:

When to contact:
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Final Community-Based Plans:

Housing Property Manager:
Phone #:

Email Address:

When to contact:

Water:

Phone #:

Email Address:

When to contact:

Electricity:

Phone #:

Email Address:

Gas:

Phone #:

Email Address:

When to conta OR RF P
Trash:

Phone #:

Email Address:
When to contact:

Internet:

Phone #:

Email Address:
When to contact:

Landline Phone:
Phone #:

Email Address:
When to contact:
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Final Community-Based Plans:

Mobile Phone:
Phone #:
Email Address:

When to contact:

Lifeline Services:
Phone #:

Email Address:
When to contact:

Other:

Phone #:

Email Address:

When to contact: L E
Other:

Phone #:

Email Address:

When to contaF O_R RF P
Other:

Phone #:

Email Address:
When to contact:
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Final Community-Based Plans:

Medical and Physical Health Supports

Primary Care Doctor

Name

Organization/Practice Name

Initial Appointment Date and Time:

Phone Email

Specialist Doctor

Name

Type:

Organization/Practice Name

Initial Appointment Date and Time:

Phone Email

Specialist Doctor

SA

Dentist
Pharmacy Name

Address

Phone Email
Specialty Pharmacy Name

Address

Phone Email
Other Name
Type: Organization/Practice Name

Phone Email
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Final Community-Based Plans:

Mental Health and Behavioral Health Supports

Community-Based Name
Mental Health
Professional

Organization/Practice Name

Initial Appointment Date and Time:

Phone Email

Community-Based Name
Behavioral Health
Professional

Organization/Practice Name

Initial Appointment Date and Time:

Phone Email

Community-Based
Substance Use Health
Professional

Other
Type:
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Final Community-Based Plans:
. Housing

Will the participant live with anyone? [ ] Yes [_] No

If yes, who are the individuals (name and relationship to participant):

Name Relationship Phone # Email

Address:

Phone #:

Is the participant signing a lease? [_] Yes
[ ] No
Property Nam rogerty Cgntact
Na
Phone #:

If yes, Date Lease Signed

Housing Attes
Date:

Housing Modifications Completed? [ ] Yes [ ] No
Comments:

Final Community-Based Plans:

Functional Needs, DMEPOS, & Assistive Technology Supports

Who should be contacted if there are equipment/supplies issues?

Equipment Type: | Name: Address: Phone: Email:
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Final Community-Based Plans:

Transportation

Transportation Type

Primary
Transportation Source

Name, phone, email

Secondary
Transportation Source

Name, phone, email

Medical Appointments /
Pharmacy

Errands / Pay bills /
Shopping

Employment / Job

Entertainment / Social
Activities / Recreation /
Physical fitne ity

Government p
offices (DSS,
Office, DMV, etcC.

uri

Other
Other
Notes
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Final Community-Based Plans:

Risk Mitigation

The plan to prevent/minimize this risk/issue from occurring:

The potential risk/issue:
Staffing: Paid or unpaid
staff not showing up as
scheduled (This risk
mitigation item is required
for all transitions)

If the plan falls through, the backup strategy is:

Applicable backup contact information:

Risk if not addressed:

The potential risk/issue:

Housing: Including
compliance wit
apartment rule
lease require
such as smoki
visitors, and feeling
safe) (This risk mitigation
item is required fj
transitions)

The plan to prevent/minimize this risk/issue from occurring:

The potential risk/issue:

Medical Care:
Accessing medical care
including care from
providers and
transportation.

e plan to prevent/minimize tnis risk/iSsue from occurring:

If the plan falls through, the backup strategy is:

Applicable backup contact information:

Risk if not addressed:
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Final Community-Based Plans:

Risk Mitigation

The potential risk/issue:

Chronic Conditions:
Includes wound care,
managing diabetes, etc.)

The plan to prevent/minimize this risk/issue from occurring:

If the plan falls through, the backup strategy is:

Applicable backup contact information:

Risk if not addressed:

The potential risk/issue:

Medications: Including
remembering t
medication, pic
prescriptions, sjde
effects, etc.

The plan to prevent/minimize this risk/issue from occurring:

The potential ri

Adaptive Equipment:
Including noting when
something is wrong
with the equipment,
who to contact if the
equipment has issues,
understanding how to
use equipment, etc.

/issue:

Nnim\ge t|lis risk/@sue from occurring:

If the plan falls through, the backup strategy is:

Applicable backup contact information:

Risk if not addressed:
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Final Community-Based Plans:

Risk Mitigation

The potential risk/issue:
Mental Health Supports:
Includes accessing proper
mental health supports,
keeping appointments,
etc. (this is required for
anyone who will be
receiving mental health
supports in the
community)

The plan to prevent/minimize this risk/issue from occurring:

If the plan falls through, the backup strategy is:

Applicable backup contact information:

Risk if not addressed:

The potential risk/issue:

Substance Use:
Including accesgy
proper substanc&guse
supports, keepin
appointments, e
required for anyone who
will be receiving
substance use su
the community)

orts in

The plan to prevent/minimize this risk/issue from occurring:

The potential rigk/issue:

(items to consider
include if natural
supports become worn
out, if there is a need
for more paid services,
if a provider
discontinues services, if
there is a medical
emergency, if there are
family dynamics that
affect the Participant,
transportation,
preventing isolation,
money management,
other person-specific
contingency plans, etc.)

ent/rMinimi

plamto p

tMis risk/Msue from occurring:

If the plan falls through, the backup strategy is:

Applicable backup contact information:

Risk if not addressed:
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The potential risk/issue: | The plan to prevent/minimize this risk/issue from occurring:

If the plan falls through, the backup strategy is:

Applicable backup contact information:

Risk if not addressed:

SAMPLE
FOR RFP
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Final Community-Based Plans:

Risk Mitigation

The potential risk/issue:

The plan to prevent/minimize this risk/issue from occurring:

If the plan falls through, the backup strategy is:

Applicable backup contact information:

Risk if not addressed:

The potential risk/issue:

The plan to prevent/minimize this risk/issue from occurring:

The potential ri

/issue:

laj to pXRvent/r@inimNge tlis risk/@sue from occurring:

If the plan falls through, the backup strategy is:

Applicable backup contact information:

Risk if not addressed:
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Final Checklist

Transition Date:

Date of Final Transition Planning Team Meeting:

Attendees at Final Transition Planning Team Meeting

Date of Pre-Transition Briefing:

Attendees at Pre-Transition Briefing

Is the Transition a Standard or High-Engagement?

[] Standard [] High-Engagement
- 0
s@e.g., s use, non-adherence
o verba abuse @pwards providers and natural

[ ] Adverse Reports from other transition team members during the transition process relating to

the content above
t-t risks t ot t ssed prior to
ofled irgut did bt coNgpletll prior todmission to the SNF

transition
[] Any treatmentfParticipa¥§
[] Other (Describe):

Final housing type upon transition:

[ ] HCBS Assess tlj
[] Home Owned by Participant [] Camper/Trailer Owned by Participant

] Home Owned by Family Member [] Camper/Trailer Owned by Family Member
[ ] Home Owned by Friend / Significant Other

[] Apartment Leased by Participant

[] Camper/Trailer Owned by Friend /
Significant Other

[] Other community-based setting

[] Apartment Leased by Family Member Explain:

[ ] Apartment Leased by Friend/Significant Other

If participant sought housing, select the housing source:
[] Targeted Housing [] Section 8 [] Public Housing (not Section 8) [] Found Independently
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Final Checklist (Continued)

Date of Transition:

Participant’s Address Transitioned To:

Final County of Residence: Will this result in a change of Medicaid County? [ ]
Yes [ | No
Participant’s Phone #: Email Address:

Who was at the facility on Transition Day? [_] TC [ ] Other
If Other, explain:

Who was at the participant’'s home on Transition Day? [ | TC [_] Other
If Other, explain:

Type of home 4 ; dFllics WS Bparticifiant enrolled in upon
transition: [ ] CA

Is the participant

Will there be a delay in seryjces upon transition? Yes No
If yes, explain:
Post TransitionfCase y: Clgpose m.

Post Transition Case Management Agency Contact Person:

Post Transition Case Management Agency Contact Email:

Agency Phone Number:

Date Final Readiness Tool and Plan Documents Submitted to MFP:

Transition Coordinator Date
Signature
Supervisor Signature Date
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Signatures and Commitments
To Be Signed BEFORE the Transition Occurs

By signing below | am confirming the following:

e | received a completed copy of the MFP Transition Readiness Tool

e | am agreeing to the decisions that have been made through the planning
process, including those documented in this MFP Transition Readiness Tool

e | understand that issues with my services, supports, and/or lifestyle may affect
my ability to remain in the MFP program

e | understand that issues with my services, supports, and /or lifestyle may result in
reinstitutionalization

As a transition coggalinator gi

Signature of MFP Participant: Date:
through the planfing #®oc
way that ensures

ithghe degig we have reached
ansiti@h planning process in a
ave al pleted each of the
required transiti

Signature of TraF OR R F P

Date Preliminary Plan Submitted to MFP:

Date Final Plan Submitted to MFP:
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