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Adult Day Health Care (ADHC) services, except for initial assessment and transition days, require the submission of a Treatment Authorization Request (TAR 50-1) to the local Medi-Cal field office for each Medi-Cal recipient.  A specified number of days of service, based upon days per calendar month, may be authorized for a period of up to six months. Approved ADHC services may be rendered on any day of the calendar month in which it was approved.  The total number of days billed is not to exceed the total number of days authorized on the TAR for that calendar month, except for carry-over days.  Claims for ADHC services in excess of the number of days per calendar month specified on an approved TAR will not be reimbursed, with the exception of carry-over days.  Refer to “Carry-Over Days” in this section for 

additional information.  An Individual Plan of Care (IPC) must be submitted with all TARs, and the signature page of the History and Physical form for initial TARs must be submitted for authorization of ADHC services.  Refer to completion instructions and form examples in this section.

Note:
Pursuant to California Code of Regulations (CCR), Title 22, Section 51470 and Welfare and
Institutions Code (W&I Code), Section 14107, it is illegal for providers to bill for services not yet provided.  The Department of Health Care Services (DHCS) reserves the right to audit any ADHC center claim and will refer inappropriate claiming for investigation to the Bureau of Medi-Cal Fraud Prevention and the Department of Justice.

New State Law
In September 2006, the Governor signed into law Senate Bill (SB)
(Effective Date of 
1755.  SB 1755 made significant changes in the way in which ADHC
Implementation of 
services are authorized and reimbursed and in the way ADHC centers
Specified Provisions) 
are overseen by DHCS and CDA.  These changes include new and
January 1, 2008)
expanded eligibility and medical necessity criteria; new provisions for the participant’s personal health care provider and the ADHC center staff physician; new forms including the Individual Plan of Care and the History and Physical forms; new ADHC service requirements (daily core services); and unbundling of the current service code and a change in the reimbursement methodology.  This section provides necessary information for those provisions of SB 1755 that are scheduled for implementation January 1, 2008.

Additional information on the provisions scheduled for implementation on January 1, 2008, or later, will be available to providers at a later date.

Note:  Implementation of the History and Physical form will be delayed

until after the January 1, 2008 implementation of the other 
provisions of SB 1755 specified on the following page.  More information will be available to providers at a later date.

Implementation Schedule
The following provisions of SB 1755 are scheduled for implementation on January 1, 2008.  The table below details implementation of these 


provisions based upon the date the Medi-Cal field office receives the Treatment Authorization Request (TAR) and the dates of service:

· Definitions

· Eligibility criteria

· Medical necessity criteria for authorization of the TAR

· New Individual Plan of Care form

· New History and Physical form and History and Physical Update form, including the signature page provision

· New requirements for the participant’s personal health care provider and the ADHC center’s staff physician (including new language regarding conflict of interest in ADHC ownership)

· New ADHC center service requirements (daily core services)
	TAR Receipt Date and Dates of Service
	SB 1755 Requirements Implemented

	TAR received on or after January 1, 2008 

AND

Dates of services on or after January 1, 2008
	YES

	TAR received prior to January 1, 2008 

AND

Dates of services prior to January 1, 2008
	NO

	TAR received prior to January 1, 2008 

AND

Dates of services on or after January 1, 2008
	NO

	TAR received on or after January 1, 2008 

AND

Dates of services prior to January 1, 2008
	NO

	TAR received prior to January 1, 2008 

AND

Dates of services starting before January 1, 2008 and ending on or after January 1, 2008
	NO

	TAR received on or after January 1, 2008 

AND

Dates of services starting before January 1, 2008 and ending on or after January 1, 2008
	NO


Note:  Dates of service shall not be split between the period before January 1, 2008 and the period after January 1, 2008.  TARs should continue to be submitted for six-month intervals based on the end date of the previous TAR without regard to the beginning of the new year.

See the Adult Day Health Care (ADHC) Centers section in this manual for additional information regarding SB 1755.

TAR Documentation
Initial and subsequent TARs may be granted for up to six calendar months.





All TARs shall be initiated by the ADHC center, and shall include the participant's Individual Plan of Care, pursuant to CCR, Title 22, Section 54211.  Providers should refer to a following page in this section for additional information and a copy of the IPC. 

Initial TARs must also include the signature page of the History and Physical form that shall serve to document the request for ADHC services.  A complete History and Physical form, including a request for ADHC services signed by the participant's personal health care provider (or ADHC center physician, pursuant to W&I Code, Section 14528.1), shall be maintained in the participant's health record.

Every six months, the ADHC center shall initiate a request for an updated history and physical information from the participant's personal health care provider using the History and Physical Update form.  The ADHC center shall maintain this form in the participant's health record. 

Note: 
The History and Physical form, including the signature page, can be found on a following page in this section. 


The ADHC center is responsible for obtaining the information necessary to medically justify the authorization of ADHC services.  When reviewing ADHC TARs and IPCs, the Medi-Cal field offices 
will apply the medical necessity criteria specified in W&I Code, 
Section 14526.1.
TAR Completion and 
When preparing and submitting a TAR, refer to instructions in the TAR

Form Example
Completion section in this manual.  For TAR form examples, see Figure 1 on a following page in this section and the TAR Completion section in this manual.  Items specific to ADHC should be completed as follows:

I. Enter in the Medical Justification area:  

A. “See attached Individual Plan of Care”

B. Admission date

C. Total number of days requested in the six-month period

II. Indicate the following in the Specific Services Requested area:

A. “ADHC services, month of requested service, inclusive dates” (for example, “ADHC services, January 14 – 31, 2005”). Each calendar month must be specified on a separate line of the TAR.

B. The requested number of days of service for the specified calendar month.  This number must reflect the least 


number of days needed to carry out the IPC

C. The requested “From” and “To” dates of the TAR

III. Enter the appropriate procedure code in the NDC/UPC Or Procedure Code box.  A procedure code (same as a service code) is required only for regular days of service.  For specific service codes, refer to the Adult Day Health Care (ADHC) Centers:  Billing Codes and Reimbursement Rates section in this manual.

IV. Enter the total number of days of service requested for the specified calendar month on each line of the TAR in the Quantity box.

Transmittal Form (MC 3020)
When submitting TARs, IPCs and/or the signature page of the History and Physical form to the Medi-Cal field office with a TAR Transmittal 


Form (MC 3020), enclose a self-addressed stamped envelope.  The field office will use the envelope to return the pink copy of the 
date-stamped transmittal form.  MC 3020 (8/99) forms can be 
ordered by writing to:

Department of Health Care Services Warehouse

1037 North Market Boulevard, Suite 9

Sacramento, CA  95834-1917

Incomplete Submissions:
With the exception of claims for assessment and transition days,
Resubmission Turnaround
claims submitted without prior authorization are returned through the
Document (RTD)
Resubmission Turnaround Document (RTD) process.  Refer to the Resubmission Turnaround Document (RTD) Completion section in this manual. 

Request for Increase
A TAR and IPC must be submitted if the number of days
in Days of Service
approved on the current TAR must be increased due to a change in

(Change TAR)
the participant’s condition or service needs. 

The TAR should be completed in full as follows:

· In the Medical Justification area, enter:  “The number of service

days per month authorized on _______ (TAR Control Number)

has been increased on this TAR.  See attached IPC for explanation”

· The “From” and “To” dates for additional services

· The total “Units of Service” is the total number of additional days between the “From” and “To” dates


The new IPC should be completed as follows:

· On page 1, place an “X” in the “Change TAR” box in Box 1.

· The Participant Problem, Treatments/Interventions, Frequency of Treatments/Interventions and Discipline Specific Objective/Goal of Treatment/Intervention (Boxes 25 and 26) areas must state the need for an increase in the days of service.

· Boxes 2 – 24 must be updated to include the reason(s) for the increase in days of service.

· Signatures of the participant’s personal health care provider or ADHC center physician, registered nurse, social worker, any other discipline providing services and program director must be entered in the Signatures of Multidisciplinary Team and Program Director areas (Box 28) of the IPC form.

Lapsed TARs
An authorized TAR may lapse if a participant is absent from the ADHC 


center for an extended period of time (for example, ill at home,


admitted to an acute care hospital, etc.).  If the participant returns to the ADHC center, the ADHC center must conduct all required 


assessments and complete and submit a TAR, IPC and signature 


page of the History and Physical form or the History and Physical Update form according to standard instructions, with the following exceptions.


The TAR should be completed as follows:

· In the Medical Justification area, note the reason for absence.

· In the Specific Services Requested area, the “From” date is the date the center began providing services again.


The IPC should be completed as follows:

· In Box 27, give a full explanation of the extended absence.

· On page 1, place an “X” in the “Initial” box, Box 1.


If the participant returns before the current TAR period has ended, a new TAR is not necessary.  The time remaining on the current TAR should be completed and a new TAR submitted as a reauthorization TAR when the current TAR period has ended.  The participant’s absence must be noted and explained in the participant’s health record.

Number of Days
When determining the appropriate number of days per calendar month to authorize, a Medi-Cal consultant will consider the following five factors:

· Personal health care provider or ADHC center physician, request for specified number of days

· Frequency of services specified on the IPC

· Overall health condition of the participant, relative to the participant’s ability and willingness to attend the number of days requested, specified on the TAR and IPC

· The extent to which other services currently being received by the recipient meet the recipient’s needs, as specified on the TAR and IPC

· Number of days requested on the TAR 

When requesting the number of days per calendar month, the provider

must ensure that the request is related to the participant’s problem(s)

and the number of days needed to carry out the IPC.

The Medi-Cal field office authorizes ADHC services on the basis of a 

specific number of days per calendar month.  The ADHC center must

specify the months and the number of requested days for each calendar month on separate lines of the TAR.  For example, for a 
six-month request, there should be six lines filled in on the TAR.  See the example below:
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· The TAR will authorize the total number of days per month for up to six months.

· The ADHC provider should continue to specify the number of 

planned days per week on the TAR in the Medical Justification section.
Note:
Attendance must be planned and regular (CCR, Title 22, 



Section 54223).  Irregular attendance must be documented and 



explained in the participant’s health record and on the IPC.

The ADHC center may schedule attendance of the participant 

authorized for ADHC services for any day(s) during the month, based on the participant’s needs and so long as the total number of days attended by the participant during the month does not exceed the 

number of days authorized on the TAR for that calendar month, 
except for carry-over days.

Claims for ADHC services will not be reimbursed for days in excess of the number of days per calendar month authorized on the TAR, except for carry-over days.  Claims for any day(s) not authorized on the TAR for that calendar month will be denied, except for carry-over days.

Carry-Over Days
A carry-over day is defined as a day of attendance that was:

· Authorized on the TAR for the previous calendar month.

· Not attended by the recipient on the day planned or on any other day during the previous calendar month.

· Not reimbursed for the previous calendar month, and

· Subsequently attended as an extra day during the calendar month following the month in which it was authorized.

Note:
A planned day that is missed, rescheduled and subsequently attended within the same calendar month is not a carry-over day.  Carry-over days cannot be reimbursed in the first month of the TAR period.  For example, if the TAR runs from 
February 1 through August 1, carry-over days for the month of February reflecting unattended, approved days in January will not be reimbursed. 

The following conditions apply to carry-over days:

· A day may only be carried over into the calendar month following the calendar month in which it was authorized.

–
Days may not be carried over from one authorized TAR period to the next authorized TAR period.  Therefore, 
carry-over days may never be billed during the first month of an authorized TAR.

· Up to four days may be carried over.  The ADHC center must specify the days being billed as carry-over days.

· Recipient health records must reflect services rendered on the


carry-over days.  ADHC center attendance logs must reflect the


recipient’s actual attendance on all carry-over days.

· A statement of medical necessity for each carry-over day must
be submitted on or with the claim.  A TAR is not required for carry-over days.  If the recipient needs more than four
carry-over days during any calendar month, or needs additional days on an ongoing basis, then a change TAR must be 

submitted (see Request for Increase in Days of Service [Change TAR] on a previous page).

· Carry-over days may only be billed on the final claim of the month in which the carry-over day(s) was used.

Note:
Claims for carry-over days that do not meet the requirements specified above will not be paid.

Medical Necessity for
A statement of medical necessity for carry-over days must be included

Carry-Over Days
on or with the carry-over day claims.  This statement must be specific to the participant and provide sufficient detail to explain why the
carry-over day(s) should be reimbursed.  Additional information justifying the medical necessity for the carry-over day(s) must be maintained in the participant’s health record and available for State review upon request.


The claims statement must demonstrate one of the following:
· The recipient is returning after an absence due to illness, injury or hospitalization and requires an additional day(s) of ADHC services in the current calendar month to meet goals as specified on the recipient’s IPC.

· The recipient is returning after an absence in which the recipient’s physical or mental condition declined, and requires an additional day(s) to meet IPC goals.

· The recipient is returning after an absence that resulted in missing an ADHC service necessary for the improvement and/or ongoing stabilization of the recipient’s physical or mental condition, and in the absence of an extra day during the current calendar month, the ADHC service cannot be rescheduled in a timely manner to meet the recipient’s needs.

DHCS may conduct random audits of ADHC claims.  ADHC centers 

may be asked to provide additional documentation before the claim for a carry-over day is reimbursed.

Request for Additional
Prior authorization for additional therapy services (physical, 

Therapy Services
occupational, speech) for a specific participant may be requested if 
the ADHC center has or will meet its required monthly therapy hours


(CCR, Title 22, Sections 54423 and 78419).  Prior to providing additional therapies, a separate TAR must be submitted by the ADHC 


center to the San Francisco Medi-Cal Field Office for authorization.  Documentation that the ADHC center has or will meet its required 


therapy hours, and that the additional therapy hours being requested exceed the required monthly therapy hours, must be attached to the TAR.

Documentation of medical necessity for additional therapy must

accompany the TAR that is submitted to the San Francisco Medi-Cal Field Office. The TAR must clearly state that services will be rendered

at the ADHC center.  If a participant is a Health Care Plan (HCP)

enrollee, the center must contact the HCP for plan-specific information on prior authorization and billing for additional therapy services.

ADHC centers that provide additional physical, occupational and/or speech therapy services and meet the criteria stated above should refer to the “Appendix” of this manual for physical, occupational and/or speech therapy service policy and maximum reimbursable rates.
Transportation
Transportation between a participant’s home and an ADHC center is


included in the per diem reimbursement rate paid to an ADHC center


and is not separately reimbursable.  Therefore, a TAR submitted to the Medi-Cal field office for transportation between a participant’s home and an ADHC center will be denied.  

TARs for non-emergency medical transportation from the ADHC center to medical appointments must be submitted to either the San Diego Medi-Cal Field Office (for the southern part of the State) or the Sacramento Medi-Cal Field Office (for the northern part of the State). These TARs must document medical necessity for the transportation and must state clearly that the service is being provided from an ADHC center.

Note:
Medical appointments should not preclude the minimum of four hours per authorized day of participant attendance at the ADHC center.  Such appointments should be scheduled to allow four hours of ADHC center attendance and participation in scheduled activities.
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Figure 1.  ADHC TAR Example.

INDIVIDUAL PLAN OF CARE (IPC) 

Completion and
The Individual Plan of Care (IPC) must be completed by the

Form Example
ADHC center and submitted with a TAR.  This form is used to substantiate the medical need for ADHC services.  The IPC should be developed based on the multidisciplinary team’s assessment and signed by all appropriate team members.  Refer to an example


of a blank IPC (Figures 3a thru 3i) and explanations of form 


items on the following pages in this section.

Note: 
This form may be completed online, saved in the ADHC center’s computer file and printed to be mailed in with the TAR or sent with the electronic TAR (or faxed as a separate document).  This form can also be printed and completed by hand or typed before mailing in with the TAR.

A current copy of the IPC must always be maintained in the participant’s health record.

IPC Queries 
For questions about completing the TAR or IPC or adjudication of specific TARs, providers should call their local Medi-Cal field office.


For questions about the ADHC program requirements, providers should call CDA at (916) 419-7545.  

Submitting With TAR
The IPC and the signature page of the History and Physical form (for initial TARs) must be submitted with the TAR and sent to the local Medi-Cal field office for approval. If the IPC, TAR or signature page of the History and Physical form is incomplete and/or missing, or there is insufficient information to determine medical necessity for ADHC services as specified in W&I Code, Section 14526.1, the TAR will be deferred and the TAR, IPC and signature page will be returned to the ADHC center for resubmission.
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Participant Name: __ TAR Control Number (TCN): ___

Center Name: __ Provider Number (NPI):

Dates of Service (DOS): From: ____ To:

NOTE: Definitions of all key words in this IPC can be found in the Medi-Cal Inpatient/Outpatient Provider Manual.
(1) Check box that applies to this IPC: [] Initial TAR [] Reauthorization TAR  [] Change TAR
#) Planned Days/Week Date of last attendance at the ADHC center:
What were the date(s) of the most recent multidisciplinary team assessment?
TB Clearance Date (initial TAR only):
The signature page of the History and Physical form accompanies this IPC and documents the request for ADHC
services (initial TARs only). [] Yes [JNo

(2) DIAGNOSES AND ICD CODES

Diagnoses ICD Code Diagnoses ICD Code
Include diagnoses as provided or confirmed Include diagnoses as provided or confirmed by
by the personal health care provider(s) the personal health care provider(s)
1 7
2 8
3 g
4 10
5 11
6 12
Active Prescriptions 12
(3)
MEDICATIONS | 1 13
2 14
3 15
0l
No Medications | 4 16
or
5 Over-The-Counter Medications &/or

Supplements
Supplements

6 1
7 2
8 3
9 4
10 5
11 6
4) Name Address Phone
Active
Personal
Medical/Mental
Health Care

Provider(s)
(if known)





Figure 3a.  IPC Form Example, Page 1 (see also Figure 3b).
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Participant Name: ___ TCN: _ .

Center Name: ___ Provider Number (NPI): ___

DOS: From: ___  To:

Criteria Verification
* Yes/No/NA must be checked for all criteria.
+ All boxes checked must be supported by appropriate documentation in the participant’s health record.
+ All information presented must be based on multidisciplinary team assessments completed at the center.

(5) MEDICAL NECESSITY CRITERION #1

Criterion Met | The participant has one or more chronic or post acute medical, cognitive or mental health

Yes No condition(s) identified by the participant's personal health care provider as requiring monitoring,

O O treatment or intervention, without which the participant’s condition(s) will likely deteriorate and require
emergency department visits, hospitalization, or other institutionalization.

(6) PARTICIPANTS WITH MENTAL ILLNESS

All participants with a primary or secondary diagnosis of mental illness, pursuant to the California Code of Regulations,
title 9, section 1830.205, as an included diagnosis for County Mental Health shall be provided information regarding
availability of referral unless the center believes that a referral is not appropriate or referral has occurred prior to this
TAR period. The ADHC center shall refer those participants that give consent for such referral. Check all that apply:
[] Excluded Diagnosis

[ Referral Made

[] Participant/Family Declined Referral

[] Currently Being Served by County Mental Health

[] Referral not Made (state reason):

(7) TAR FOR PARTICIPANT RESIDING IN AN ICF/DD-H

Yes | No | NA | If this is a TAR for a participant residing in an ICF/DD-H, the level of functioning is such that without

O | O | O | supplemental intervention through ADHC, placement to a more costly institutional level of care would
be likely to occur.

(8) MEDICAL NECESSITY CRITERION #2

Criterion Met | The participant has a condition or conditions resulting in both of the following:

Yes No e Limitations in the performance of two or more ADLs and/or IADLs.

O | O AND

* A need for assistance or supervision in performing ADLs or IADLs as related to the
participant's medical, cognitive or mental health condition or conditions. This assistance
or supervision is in addition to any other non-ADHC support the participant is currently
reoeiving in place of residence.

(9) ADL/IADL LIMITATIONS (Check only one box per row):

See Criterion 2 Independent Needs Supervision Needs Assistance Dependent
(able to perform for self (no physical help or cueing required but (physical help or cueing (unable to do for self, even
with or without device) needs to be monitored, even with device) required, even with device) with physical help, cueing

= or device)
Ambulation
Bathing
Dressing
Self-Feeding
Toileting
Transferring
IADLs | ——-eeeeeee
Access Resources
Housework
Hygiene
Laundry
Meal Preparation
Medication Mgmt
Money Management
Shopping
Transportation

OO0OCO00E0
(I
(I
(I





Figure 3b (continued from Figure 3a).  IPC Form Example, Page 2 (see also Figure 3c).
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Participant Name: ___ TCN: _ .

Center Name: ___ Provider Number (NPI): ___

DOS: From: ___  To:

(10) CURRENT ASSISTIVE/ADAPTIVE DEVICES (Check all that apply):

[l None [ Gait Belt

[l Wheelchair [ Hovyer Lift

[l Walker [ Hearing Device

[l Crutches [ Glasses or Other Vision Aid

[l Cane [ Dentures

] AAC Device ] Respiratory Equipment
(specify):

O Orthosis/Prosthesis ] Other (specify):

(1 1) CONTINENCE INFORMATION (Check all that apply):
[ Incontinent of bladder [] Incontinent of bowel [] External/internal catheter [] Ostomy
[] None [] Other (specify):

(12) SELF-FEEDING INFORMATION (Check all that apply):
[J Overweight [] Underweight [] Feeding tube [] Therapeutic/special diet [] Difficulty chewing and/or swallowing
[ None [] Other (specify):

(13) MEDICAL NECESSITY CRITERION #3
Criterion Met | The participant's network of non-ADHC center supports is insufficient to maintain the individual in the

No community, demonstrated by at least one of the following (check all that apply):

O [ The participant lives alone and has no family or caregivers available to provide sufficient and
necessary care or supervision.

[J The participant resides with one or more related or unrelated individuals, but they are
unwilling or unable to provide sufficient and necessary care or supervision to the
participant.

[ The participant has family or caregivers available, but those individuals require respite in
order to continue providing sufficient and necessary care or supervision to the participant.

(14) NON-ADHC CENTER SUPPORT/SERVICES — PART A (if known). Check all that apply:
SUPPORT SERVICE DESCRIBE
(how or why the support service is insufficient)

] Not Known
[] NONE e
] IHSS/PCSP Services Hours authorized per week/month:
] Case Management (e.g., TCM, Frequency:
MSSP waiver)
[ Other Paid Caregiver(s) Frequency:
I ICF/DD-H

[ Lives in a Community Care
Licensed Facility (e.g., Board and
Care)





Figure 3c (continued from Figure 3b).  IPC Form Example, Page 3 (see also Figure 3d).
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Participant Name: ___ TCN: _ .

Center Name: ___ Provider Number (NPI): ___

DOS: From: ___  To:

(15) NON-ADHC CENTER SUPPORT/SERVICES — PART B (if known). Check all that apply:
Within the last 6 months, the participant received the following non-institutional services:
[J Not Known. Explain:

1 Nore.
[J Home Health Agency Services. Explain:

Is the participant currently receiving Home Health Agency Services? [ ] Yes []No
[J Hospice Care. Explain:
Is the participant currently receiving Hospice Services? [] Yes [] No

If the participant is currently receiving either home health agency or hospice services, please specify:

Service Frequency

[J Urgent Care. Explain:
[J Mental Health Services. Explain:

[J] Emergency Department. Explain:

[] Other. Explain:

(16) MEDICAL NECESSITY CRITERION #4

Criterion Met | A high potential exists for the deterioration of the participant's medical, cognitive, or mental health
No condition or conditions in a manner likely to result in emergency department visits, hospitalization, or
O other institutionalization if ADHC services are not provided.

(17) RISK FACTORS (check all conditions that are demonstrated at the time of IPC completion)

[] Inappropriate Affect, Appearance or Behavior ] Dementia Related Behavioral Problems
[] Poor Judgment O Fall Risk

[] Medication Mismanagement O Isolation

[] Self Neglect O Frailty

[J Two or More Chronic Conditions O Other (specify):

(18) AT RISK FOR ADMISSION TO INSTITUTIONAL CARE (if known). Check all that apply:
Within the last 6 months, the participant was admitted to the following level(s) of institutional care:
[J Not Known. Explain:

[ Nore.
[J Acute Care Hospital. Explain:

[J Nursing Facility. Explain:
[J ICF/DD or ICF/DD-N. Explain:

[ Other. Explain:

Last Known Discharge Date from an Institutional Level of Care:





Figure 3d (continued from Figure 3c).  IPC Form Example, Page 4.
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Participant Name: ___ TCN: _ .

Center Name: ___ Provider Number (NPI): ___

DOS: From: ___  To:

(19) MEDICAL NECESSITY CRITERION #5

Criterion Met | The participant’s condition or conditions require all of the ADHC services set forth in boxes 20-23 on
each day of attendance that are individualized and designed to maintain the ability of the participant

Yes No to remain in the community and avoid emergency department visits, hospitalizations, or other
O O institutionalization.
(20) A. Professional Nursing Services
One or more of the following professional nursing services on each day of attendance:
Yes No N1 Observation, assessment, and monitoring of the participant’s general health status and changes
O O in his/her condition, risk factors, and the participant's specific medical, cognitive, or mental health

condition or conditions upon which admission to the ADHC center was based.

N2 Monitoring and assessment of the participant's medication regimen, administration and recording
of the participant’s prescribed medication, and intervention, as needed, based upon the
assessment and participant's reactions to his/her medications.

N3 Oral or written communication with the participant's personal health care provider, other qualified
health care or social service provider, or the participant's family or other caregiver, regarding
changes in the participant's condition, signs or symptoms.

N4 Supervision of the provision of personal care services for the participant, and assistance, as
needed.

N5 Provision of skilled nursing care and intervention, within scope of practice, to participants, as
needed, based upon an assessment of the participant, his/her ability to provide self-care while at
the ADHC center, and any health care provider orders.

(21) B. Personal Care Services/Social Services

One or both of the following core personal care services or social services on each day of

Yes No attendance:

O O P1 One or both of the following personal care services:
P1a  Supervision of, or assistance with, ADLs or IADLs.
P1b  Protective group supervision and interventions to assure participant safety and to
minimize the risk of injury, accident, inappropriate behavior, or wandering.

P2 One or more of the following social services provided by the ADHC center social worker or social
worker assistant:

P2a Observation, assessment, and monitoring of the participant’s psychosocial status.
P2b  Group work to address psychosocial issues.
P2c¢  Care coordination.

(22) C. Therapeutic Activities
One or both of the following therapeutic activities provided by the ADHC center activity coordinator or
Yes No other trained ADHC center personnel on each day of attendance:
O O A1 Group or individual activities to enhance the social, physical, or cognitive functioning of the
participant.

A2 Facilitated participation in group or individual activities for those participants whose frailty or
cognitive functioning level precludes them from active participation in scheduled activities.

(23) D. Meal Service

M At least one meal per day of attendance.

Yes No
[l [l
(24) TAR FOR REAUTHORIZATION OF ADHC SERVICES

Yes | No Na | If this is a reauthorization TAR, the participant's condition would likely deteriorate if the ADHC
[0 | O | O | services were denied.





Figure 3e (continued from Figure 3d).  IPC Form Example, Page 5.
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Center Name: ___ Provider Number (NPI): ___
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(25) Participant’s Individual Plan of Care (Core Services) (must be consistent with information provided in this IPC)

Treatments/
ADHC CORE Participant Problem Interventions Frequency Discipline Specific
SERVICES (mustInclids a (Include whether of Objective/Goal of Treatment/
measurab_le starting |nd|V|_duaI and{ur Treatment/ Intervention
point) group intervention, - "
and any out-of- Intervention (must include measurable
center activities) (e.g., 2x per objectives/goals)

week)

Professional Nursing
Services

Personal Care
Services

Social Services

Therapeutic Activities

Physical Therapy
Maintenance
Program

Occupational
Therapy
Maintenance
Program

Nutrition/Diet

[0 Regular Diet | --emmemeemem e | oo | e |
[ Special Diet
Specify:





Figure 3f (continued from Figure 3e).  IPC Form Example, Page 6.
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Participant Name: ___ TCN: _ .

Center Name: ___ Provider Number (NPI): ___

DOS: From: ___  To:

(26) Participant’s Individual Plan of Care (Specialized Services) (must be consistent with information provided in
this IPC)

Treatments/
ADHC Participant Problem Interventions Frequency Discipline Specific
(must include a (Include amount of Objective/Goal of Treatment/
SPECIALIZED measurable starting point) | [e.g., 15 minutes] of Treatment/ Intervention
SERVICES |nterven_t|on, the Intervention (must include measurable
duration of objectives/goals)
intervention [e.g., (e.g., 2x per d 9
for 2 weeks], week)
whether individual
and/or group

intervention, and
any out-of-center
activities)

Physical Therapy

Occupational
Therapy

Speech and
Language Pathology
Services

Registered Dietitian
Services

Mental Health
Services

Other
(please specify)





Figure 3g (continued from Figure 3f).  IPC Form Example, Page 7.
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(27) Text Box (Optional)

This text box is available for the ADHC Center’s use in providing information not explained
elsewhere in this IPC that is relevant to
the authorization of this TAR.
Please do not repeat information previously explained.

Please Reference Box Number Being Discussed.





Figure 3h (continued from Figure 3g).  IPC Form Example, Page 8.
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(28) signatures of Multidisciplinary Team and Program Director

Signatures of the Multidisciplinary Team
Pursuant to section 14529 of the Welfare and Institutions Code
Signing below certifies agreement with the treatments
designated in the IPC that are consistent with the signer’s scope of practice

Printed Name Signature

Date of Signing

RN

SwW

PT

oT

By signing below | certify that | have reviewed and concur with this IPC

Printed Name Signature of Physician

Date of Signing

By signing below, | certify that all assessments have been completed and that the participant meets the

Code and specified in this IPC, effective on this date*:

participant’s health record.

medical necessity criteria as set forth in section 14526.1(d) of the Welfare and Institutions

| further certify that services will be provided as scheduled on this IPC unless otherwise noted in the

Printed Name Signature

Date of Signing

Program
Director

* The TAR will NOT be approved for ADHC services provided prior to this date.





Figure 3i (continued from Figure 3h).  IPC Form Example, Page 9.

Explanation of Form Items
The following box numbers and directions for completion correspond to the sample IPC on the previous pages.

	Box #


	Instructions for Completion

	Top of Page One
	a.  PARTICIPANT NAME:

Enter the participant’s name.

b.  TAR CONTROL NUMBER (TCN):

Enter the eight-digit TAR Control Number from the attached TAR (paper TAR) or the 
10-digit number from the eTAR (SURGE TAR).

c.  CENTER NAME:

Enter the ADHC center’s name.

d.  PROVIDER NUMBER (NPI):

Enter the ADHC center’s Medi-Cal ID number or National Provider Identifier (NPI).

e.  DATES OF SERVICE:

Enter the dates of service requested on the TAR.  The start date is the first requested date of service after the assessment days are completed and the Participant Agreement is signed.  If there was an extended break in service (the previous TAR lapsed), the new start date is the first requested date of service after the participant’s return to the center.  Authorization of a TAR for ADHC services is limited to a period of not more than six months duration.

Note: If you are using this IPC as a fill-in form, this information (a. through e. above) will fill in automatically on all subsequent pages.  If you are using this IPC as a paper form in which you are typing or handwriting this information, please complete this information on each page.




	Box #


	Instructions for Completion

	(1)

Information Box
	a. Check the Appropriate Box Regarding TAR 

 Type.

· INITIAL TAR – the TAR for the first admission to this ADHC center or readmission after a break in service (lapsed TAR).

· REAUTHORIZATION TAR – a TAR for continuing services at the ADHC center for which the immediately preceding TAR was authorized.

· CHANGE TAR – the TAR for additional day(s) that is submitted within the current six-month TAR cycle.  The IPC must be revised to support medical necessity for the increased number of days requested.

b. Enter planned number of days of attendance per week.  This number must support what is planned at the time of the multidisciplinary team assessment.

c. Enter the date of last attendance at the ADHC center.

d. Enter the date(s) of the most recent multidisciplinary team (MDT) assessment.

e. Enter the tuberculosis (TB) clearance date.  This date is the date the person’s TB test was determined to be negative.  This date must be within one year of the participant’s admission to the ADHC center.

f. For initial TARs check Yes or No to indicate whether the signature page of the History and Physical  form is attached to this TAR and IPC.  If not attached, the TAR will be deferred.




	Box #


	Instructions for Completion

	(2)

Diagnoses and ICD Codes
	Enter the list of diagnoses and the corresponding ICD-9-CM codes applicable to the participant.  The most current codes must always be used.  Enter all diagnoses and codes that have been provided or confirmed by the participant’s personal health care provider(s).  

These diagnoses codes must be the same diagnoses and ICD-9-CM codes as entered on the TAR and the UB-04 claim form; they must be the same codes as provided or confirmed by the participant’s personal health care provider(s).  

	(3)

Medications
	List all active prescription medications and/or over-the-counter medications and supplements being taken by the participant.  If the participant is not taking any medications or supplements, please check No Medications or Supplements box.

An “active prescription” is described as a current and non-expired prescription.

	(4)

Active Personal Medical/

Mental Health Provider(s)
	List all active personal medical and mental health care providers for the participant, if known, including their names, addresses and phone numbers.



	(5)

Medical Necessity Criterion #1
	Check Yes or No to indicate whether the participant meets criterion #1.  

Note:  If the participant does not meet this criterion, the TAR will be denied.




	Box #


	Instructions for Completion

	(6)

Participants with Mental Illness
	This box is specific to the participant with one or more mental illness diagnoses pursuant to CCR, Title 9, Section 1830.205.  The participant and/or family/caregiver must be informed of the availability of a referral to County Mental Health at the time of the initial TAR (unless another agency has made the referral) and at any time the participant is given a new mental illness diagnosis. 

a. Check the appropriate box(es) as they apply to the specific participant.

b. If Referral Not Made is checked, please state reason why not.

Note:  If this information is not completed, the TAR will be deferred. 




	Box #


	Instructions for Completion

	(6)

Participants with Mental Illness (continued)
	c.
“Included” mental health diagnoses 

Participants with one or more of the following diagnoses must be informed of the availability of a referral to County Mental Health:

· Pervasive developmental disorders, except autistic disorders

· Disruptive behavior and attention deficit disorders

· Feeding and eating disorders of infancy and early childhood

· Elimination disorders

· Other disorders of infancy, childhood or adolescence

· Schizophrenia and other psychotic disorders

· Mood disorders

· Anxiety disorders

· Somatoform disorders

· Factitious disorders

· Dissociative disorders

· Paraphilias

· Gender identity disorder

· Eating disorders

· Impulse control disorders not elsewhere classified

· Adjustment disorders

· Personality disorders, excluding antisocial personality disorder

· Medication-induced movement disorders related to other included diagnoses


	Box #


	Instructions for Completion

	(6)

Participants with Mental Illness (continued)


	d.
“Excluded” mental health diagnoses

Participants with diagnoses other than the diagnoses listed above in c, are not included in the mental health consolidation agreement with the Department of Mental Health and do not need to be referred to County Mental Health.  These include:  

· Mental retardation

· Learning disorder

· Motor skills disorder

· Communication disorders

· Autistic disorder/other pervasive

· Tic disorder

· Delirium, dementia, amnesic and other cognitive disorders

· Mental disorders due to a general medical condition

· Substance-related disorders

· Sexual dysfunction

· Sleep disorders

· Antisocial personality disorder

· Other conditions that may be a focus of clinical attention, except medication-induced movement disorders



	(7)

TAR for Participant Residing in an ICF/DD-H
	Check Yes, No or NA to indicate whether or not the participant is residing in an ICF/DD-H AND meets the condition specified in Box 7 on the IPC.

· “Yes” means the participant is residing in an ICF/DD-H AND meets the condition specified in Box 7 on the IPC.

· “No” means the participant is residing in an ICF/DD-H AND does NOT meet the condition specified in Box 7 on the IPC.

· “NA” means the participant is NOT residing in an ICF/DD-H.

Note:   If the person is residing in an ICF/DD-H and does not meet the criterion as specified in Box 7 on the IPC, the TAR will be denied.




	Box #


	Instructions for Completion

	(8)

Medical Necessity Criterion #2
	Check Yes or No to indicate whether the participant meets criterion #2.  

Note:  If the participant does not meet this criterion, the TAR will be denied.



	(9)

ADL/IADL Limitations
	a.  For each ADL and IADL listed, check the appropriate column, Independent, Needs Supervision, Needs Assistance or Dependent.  Descriptions of these terms are printed under the word.  There must be a check in each row, for each ADL and for each IADL.

· The participant must have limitations in two or more of the listed ADLs, IADLs, or one or more of both AND (pursuant to criterion #2):  

–  These limitations must be related to the participant’s chronic or post acute medical, cognitive or mental health condition(s) that qualified the participant for ADHC services under criterion number one (Box 5). 

–  These limitations must require that at least assistance or supervision is necessary when performing the relevant ADLs/IADLs.

–  The assistance or supervision required must be in addition to any non-ADHC support(s) currently being received in the participant’s place of residence.

Note:  If the participant does not have limitations in two or more of the listed ADLs and/or IADLs that meet the criteria stated above, the TAR will, at a minimum, be deferred.


	Box #


	Instructions for Completion

	(9)

ADL/IADL Limitations (continued)
	· Any limitation in ADLs and/or IADLs due solely to culture, language, or any condition other than the medical, cognitive, or mental health condition(s) will not be considered for medical necessity determination.

b. If Dependent is checked for any ADL/IADL, please describe the participant’s status and any related services the ADHC will provide or arrange to have provided in Box 27, Additional Information, if not explained elsewhere in this IPC. 



	(10)

Current Assistive/ Adaptive Devices
	a. Check the appropriate box(es) to indicate the assistive/adaptive devices currently being utilized by the participant.  

b. If no devices are currently being utilized, please check None.

c. If Other is checked, please specify device(s).



	(11)

Continence Information
	a. Check the appropriate box(es) to indicate any continence conditions currently present.  

b. If no special continence conditions are present, please check None.

c. If Other is checked, please specify.




	Box #


	Instructions for Completion

	(12)

Self-Feeding Information
	a. Check the appropriate box(es) to indicate any self feeding conditions currently present.  

b. If no special self-feeding conditions are present, please check None.

c. A therapeutic or special diet means a diet ordered by the personal health care provider and modified from a regular diet in a manner essential to the treatment or control of a particular condition, disease or illness, including texture-modified diets.

d. If Other is checked, please specify.



	(13)

Medical Necessity Criterion #3
	a. Check Yes or No to indicate whether or not the participant meets criterion #3.  

b. Check the appropriate box(es) relative to the participant’s living arrangements within 
Box 13.

Note:  If the participant does not meet this criterion, the TAR will be denied.


	Box #


	Instructions for Completion

	(14)

Non-ADHC Center Supports/ Services – 

Part A
	a. If this information is unknown to the ADHC center, please check Not Known and explain.

b. Check the appropriate box(es) to indicate non-ADHC center support(s)/service(s) currently being utilized by the participant.  

c. If no support(s) is currently being utilized, please check None.

d. Provide the information as requested under the Describe column, specific to how or why the support service is insufficient to maintain the individual in the community.

· If IHSS/PCSP Services is checked, please specify the hours per week or month that are authorized for the participant.

· If Case Management is checked, please specify type and frequency.

· If Other Paid Caregiver(s) is checked, please specify frequency.

· If ICF/DD-H is checked, please provide information as relevant to the participant.

· If Lives in Community Care Licensed Facility is checked, please describe how or why the service(s) provided in the community care licensed facility is insufficient.

Note:  Utilization of any of the above supports/services shall NOT automatically disqualify the participant for ADHC services.  If, in addition to the above specified supports/services, the participant requires ADHC services to remain in the community, such ADHC services, in the quantity documented on the TAR and IPC to be medically necessary shall be authorized.




	Box #


	Instructions for Completion

	(15)

Non-ADHC Center Supports/

Services – 

Part B


	Check the appropriate box(es) next to any of the non-ADHC center support(s)/service(s ) the participant received within the last six months.  For Home Health Agency Services and Hospice Services, specify if these supports/services are currently being received.

a. If this information is unknown to the ADHC center, please check Not Known and explain.

b. If the participant has not received any non-ADHC center supports/services listed, please check None.

c. If Home Health Agency Services is checked, please also specify whether or not the participant is currently receiving home health agency services.  If so, please list the specific services and their frequencies (for example, three times per week) in the table provided.

d. If Hospice Care is checked, please explain the nature of the services received and also specify whether or not the participant is currently receiving hospice services.  If so, please list the specific services and their frequencies (for example, three times per week) in the table provided.

e. If Urgent Care is checked, please explain the nature of the services received.

f. If Mental Health Services is checked, please explain the nature of the services received.

g. If Emergency Department is checked, please explain the nature of the services received.

h. If the participant received other non-ADHC center supports/services, please check Other and specify the type and nature of the services received.


	Box #


	Instructions for Completion

	(15)

Non-ADHC Center Supports/

Services – 

Part B

(continued)
	Note:  Current and continuing utilization of home 

health agency, urgent care, mental health or emergency department services shall NOT automatically disqualify the participant for ADHC services.  If, in addition to these support/services, the participant continues to require ADHC services to remain in the community, such ADHC services, in the quantity documented on the TAR and IPC to be medically necessary shall be authorized. 

While utilization of Hospice Care services shall NOT automatically disqualify the participant for ADHC services, any care for the Hospice related condition(s) that a physician has certified as likely to result in a life expectancy of six months or less is the responsibility of the Hospice provider.  Such services are not reimbursable to the ADHC center provider and the need for these services cannot be considered when determining medical necessity for ADHC services.



	(16)

Medical Necessity Criterion #4
	Check Yes or No to indicate whether or not the participant meets criterion #4.  

Note:  If the participant does not meet this criterion, the TAR will be denied.

“High potential” is described as the outcome having at least a 50 percent probability of occurring within the time frame covered by the applicable TAR for ADHC services.

	(17)

Risk Factors
	a. Check the appropriate box(es) that applies to this participant at the time of IPC completion.

b. If Other is checked, please specify the risk factor(s).




	Box #


	Instructions for Completion

	(18)

At Risk for Admission to Institutional Care
	a. Check the appropriate box(es) next to the level of institutional care to which the participant has been admitted within the last six months.

· If this information is unknown to the ADHC center, please check Not Known and explain.

· If the participant has not been admitted to any institutional care, please check None.

· If Acute Care Hospital is checked, please explain the nature of the admission.

· If Nursing Facility is checked, please explain the nature of the admission.

· If ICF/DD or ICF/DD-N is checked, please explain the nature of the admission.

· If the participant has been admitted to another level of institutional care, please check Other and specify the institutional care and explain the nature of the admission.

b. State the last known discharge date from institutional care.



	(19)

Medical Necessity Criterion #5
	Check Yes or No to indicate whether the participant meets criterion #5.  

Note:  If the participant does not meet this criterion, the TAR will be denied.  



	(20)

Required (Daily Core) Services:

Professional Nursing Services
	a. Check Yes or No to indicate whether the participant will be receiving professional nursing services as specified, in this TAR period.  

Note:  If the participant will not be receiving professional nursing services, the TAR will be denied.

b. The “N1” through “N5” designation found in this box is intended to enable coding of the ADHC center health record for documentation of core services.




	Box #


	Instructions for Completion

	(21)

Required (Daily Core) Services:

Personal Care Services/Social Services
	a. Check Yes or No to indicate whether the participant will be receiving personal care services/social services as specified, in this TAR period.  

Note:  If the participant will not be receiving personal care and/or social services, the TAR will be denied.

b. The “P1,” “P1a,” “P1b,” “P2,” “P2a,” “P2b” and “P2c” designation found in this box is intended to enable coding of the ADHC center health record for documentation of core services.



	(22)

Required (Daily Core) Services:

Therapeutic Activities


	a. Check Yes or No whether or not the participant will be receiving therapeutic activities as specified, in this TAR period.  

Note:  If the participant will not be receiving therapeutic activities, the TAR will be denied.

b.
The “A1” and “A2” designation found in this box is intended to enable coding of the ADHC center health record for documentation of core services.



	(23)

Required (Daily Core) Services:

Meal Service
	a. Check Yes or No to indicate whether or not the participant will be receiving meal services as specified, in this TAR period.

Note:  If the participant will not be receiving meal services, the TAR will be denied.

b. The “M” designation found in this box is intended to enable coding of the ADHC center health record for documentation of core services.




	Box #


	Instructions for Completion

	(24)

TAR for Reauthorization of ADHC Services
	Check Yes, No or NA to indicate whether this is a reauthorization TAR AND the participant’s condition would likely deteriorate if the ADHC services were denied, as specified.

· “Yes” means the TAR is a reauthorization TAR AND the participant meets the condition specified.

· “No” means the TAR is a reauthorization TAR AND the participant does NOT meet the condition specified.

· “NA” means the TAR is NOT a reauthorization TAR.

Note:  If the participant does not meet this criterion on a reauthorization TAR, the TAR will be denied.




	Box #


	Instructions for Completion

	(25)

Participant Individual Plan of Care

(Core Services)
	Pursuant to W&I Code, Section 14550.5, each participant must receive each of the core services on each day of attendance at the ADHC center.  Indicate that these core services will be provided by completing each column for each of the core services.

a. Description of terms (left-hand column, ADHC Core Services):

· Professional Nursing Services – those services specified in W&I Code, Section 14550.5(a).

· Personal Care Services – those services specified in W&I Code, Section 14550.5(b)(1). 

· Social Services – those services specified in W&I Code, Section 14550.5(b)(2).

· Therapeutic Activities – those services specified in W&I Code, Section 14550.5(c).

· Physical Therapy Maintenance Program – procedures and exercises that are provided to a participant, pursuant to Section 1580 of the Health and Safety Code, in order to generally maintain existing function.  These procedures and exercises are planned by a licensed or certified therapist and are provided by a person who has been trained by a licensed or certified therapist and who is directly supervised by a nurse or by a licensed or certified therapist (pursuant to Section 1570.7(h) of the Health and Safety Code).
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	Instructions for Completion

	(25)

Participant Individual Plan of Care

(Core Services) (continued)
	· Occupational Therapy Maintenance Program – procedures and exercises that are provided to a participant, pursuant to Section 1580 of the Health and Safety Code, in order to generally maintain existing function.  These procedures and exercises are planned by a licensed or certified therapist and are provided by a person who has been trained by a licensed or certified therapist and who is directly supervised by a nurse or by a licensed or certified therapist (pursuant to Section 1570.7(h) of the Health and Safety Code).

· Meal Services – those services specified in W&I Code, Section 14550.5(d).  Please specify whether the participant will be receiving a regular or special diet; if a special diet, please be specific as to the type of special diet (such as low salt, diabetic, etc.).

Note: Services provided directly to the participant by the Registered Dietitian should be placed on the IPC under Registered Dietitian Services (see Box 26, Participant Plan of Care Specialized Services).
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Participant Individual Plan of Care

(Core Services) (continued)
	b. Description of terms (across the top, header row):

· Participant Problem – the symptom or demonstrated behavior (not diagnosis) that is identified or validated by the assessment done by both the participant’s personal health care provider (or the ADHC staff physician) and the ADHC center’s multidisciplinary team.  The problem must:

– Be related to the diagnosis or condition, 

 – Be amenable to interventions available in the ADHC center, 

– Be specific to the individual participant, and

– Provide a measurable starting point such as a beginning grade or strength, a percentage, degree, level or range.

Enter those participant problems for which the ADHC center staff will provide treatments or interventions during this TAR period.
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Participant Individual Plan of Care

(Core Services) (continued)
	· Treatments/Interventions – the prescribed, proposed and/or recommended means of resolving or mitigating the participant problem that must:

–  Reflect both the assessment done by the participant’s personal health care provider (or the ADHC staff physician) and the assessment done by the ADHC center’s multidisciplinary team,

–  Be related to the problem, 

–  Be practical for implementation in the ADHC center setting, and 

–  Be specific to the individual participant.


Please include whether the treatment/intervention is individual or group and any out-of-center activities.

· Frequency of Treatment/Intervention – how often the treatment/intervention is provided; for example, two times per week.
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Participant Individual Plan of Care

(Core Services) (continued)
	· Discipline Specific Objective/Goal of Treatment/Intervention – expected outcome recommended by the specific discipline that will be providing the treatment/intervention that must:

–  Reflect both the assessment done by the participant’s personal health care provider (or the ADHC staff physician) and the assessment done by the ADHC center’s multidisciplinary team.

–  Be related to the intervention, 

–  Be attainable by the individual participant, 

–  Be measurable, and

–  Include timelines for achievement if the time frame is other than six months (or length of TAR period).

Note:  The participant’s plan of care, as summarized in Boxes 25 and 26, MUST support the number of days being requested on the TAR.  The medical necessity for and the frequency and duration of ADHC services are used to determine the number of days authorized and therefore MUST be clearly and succinctly described in each column of the plan of care.  Boxes 25 and 26 will be used by the field offices as the primary information to determine the appropriate number of days to authorize for each participant.
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	Instructions for Completion

	(26)

Participant Individual Plan of Care

(Specialized Services) 
	Complete each column for each row.  For those services that the participant will not be receiving this TAR period, please write NA across the row to indicate that the specified service will not be provided.  

a. Description of terms (left-hand column, ADHC Specialized Services) (for purposes of the bundled ADHC per diem rate of reimbursement):

· Physical Therapy – services provided by a California licensed physical therapist within his/her scope of practice.  Pursuant to Section 1570.7(i) of the Health and Safety Code, physical therapy “may also be provided by an assistant or aide under the appropriate supervision of a licensed therapist, as determined by the licensed therapist.  The therapy and services are provided to restore function, when there is an expectation that the condition will improve significantly in a reasonable period of time, as determined by the multidisciplinary assessment team.”

· Occupational Therapy – services provided by a California licensed occupational therapist within his/her scope of practice.  Pursuant to Section 1570.7(i) of the Health and Safety Code, occupational therapy “may also be proved by an assistant or aide under the appropriate supervision of a licensed therapist, as determined by the licensed therapist.  The therapy and services are provided to restore function, when there is an expectation that condition will improve significantly in a reasonable period of time, as determined by the multidisciplinary assessment team.”
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Participant Individual Plan of Care

(Specialized Services) (continued)
	· Speech and Language Pathology Services – services provided by a California licensed speech and language pathologist within his/her scope of practice.

· Registered Dietitian Services – services such as nutrition assessment, counseling or education provided directly to the participant and/or family/caregivers by a California registered dietitian within his/her scope of practice.  

· Mental Health Services – services provided by a mental health professional, pursuant to CCR, Title 22, Sections 54325 and 78337 as listed: licensed psychiatrist, licensed psychologist, licensed clinical social worker, or an advanced practice mental health registered nurse within his/her scope of practice; or services provided by one of the following when in consultation with one of the above specified mental health professionals as listed: recognized psychiatric/psychological assistant; licensed marriage, family and child counselor; licensed marriage and family therapist; certified rehabilitation counselor; or recognized associate clinical social worker within his/her scope of practice.  

· Other – any service not specified above that the participant will receive during this TAR period (other Medi-Cal services must be billed separately by the rendering provider).  Indicate the specific service.
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Participant Individual Plan of Care

(Specialized Services) (continued)
	b. Description of terms (across the top, header row):  See above, Box #25.  Under Treatments/Interventions, please also include the amount of the treatment/intervention (for example, 15 minutes) and the duration of the treatment/intervention (for example, for two weeks).

Note:  The participant’s plan of care, as summarized in Boxes 25 and 26, MUST support the number of days being requested on the TAR.  The medical necessity for and the frequency and duration of ADHC services are used to determine the number of days authorized and therefore MUST be clearly and succinctly described in each column of the plan of care.  Boxes 25 and 26 will be used by the field offices as the primary information to determine the appropriate number of days to authorize for each participant.



	(27)

Text Box
	This is an open text box for communication of any additional information that may assist in justifying medical necessity for the requested ADHC services.  Do not repeat information previously explained.  Indicate the box number of the IPC that is being discussed.
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Signatures of Multidisciplinary Team and Program Director
	a. The registered nurse, social worker, physical therapist and occupational therapist must sign and date all INITIAL IPCs.  The registered nurse and social worker must sign and date all REATHORIZATION IPCs.  The remainder of the multidisciplinary team must sign and date the IPC if their particular service will be rendered to the participant during this TAR period.

Note: The ADHC center MUST maintain all 

assessments completed by the individual disciplines of the multidisciplinary team in the participant’s health record, including the date the assessment was done and the signature of the person who did the assessment.

b. The participant’s personal health care provider or ADHC center physician must sign and date all IPCs.

c. The program director must sign and date all IPCs.  The TAR will be authorized only back to the date on which the program director certifies that assessments were completed and that the participant meets the medical necessity for ADHC services.

· All assessments must be completed prior to the first day of authorized ADHC service (CCR, Title 22, Section 54309).  

· The program director’s signature shall serve as verification that all assessments have been completed.
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Signatures of Multidisciplinary Team and Program Director (continued)
	d. If, at the time the TAR and IPC are submitted to the field office, one or more of the required multidisciplinary team signatures (excluding the personal health care provider or the ADHC center physician, and program director) are missing, please explain why and when these signatures will be obtained in Box 27, Additional Information.

· The field office may ask for the signature page of the IPC at a later date to confirm all signatures.

· An IPC received without the participant’s personal health care provider or the ADHC center physician, or program director’s (or his/her designee) signature will be deferred.
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