West Virginia Medicaid Aged and Disabled Waiver Program


CASE MANAGEMENT MONITORING TOOL 
Provider Name: ______________________   Review Period:  
Member Name: ___________________   Medicaid Number: ____________________

	CHART REVIEW
	YES
	NO
	NA
	COMMENTS
	MANUAL REFERENCE

	Is there a PAS for the review period with LOC determination, signed and dated by the UMC RN? 
	
	
	
	(Must be signed and dated and include LOC determination.) If no, disallow.

	501.5.1

	Is there a notification from UMC regarding member choice of providers?
	
	
	
	
	501.2

	Is there a completed (all sections) Case Management Initial Contact log. 
	
	
	
	All three areas must be complete and compliant with policy. If No, disallow pre-enrollment billing event.   NA if member enrolled prior to current review period.
	501.2

	Is there a Member Enrollment Request form in the member file? 
	
	
	
	If NO, disallow pre-enrollment billing event. 
	501.6

	Is there a copy of the Member Confirmation Notice in the member file?
	
	
	
	If NO, disallow pre-enrollment billing event.   NA if member enrolled prior to current review period.
	501.6

	MEMBER ASSESSMENT  


	YES
	NO
	NA
	COMMENTS
	MANUAL REFERENCE

	Was Section I of the Initial Member Assessment conducted within 7 calendar days of Member Enrollment?
	
	
	
	NA if member enrolled prior to current review period.
	501.7

	Is there an Initial, 6 month, or annual Member Assessment (Section I and II) in the member’s record?
	
	
	
	If NO, disallow back to the most recent member assessment.
 
	501.7

	Is Section I of the Member Assessment signed and dated by both Member/Legal Representative and Case Manager?
	
	
	
	If NO, disallow back to the most recent member assessment which is signed and dated by all required parties.
	501.7

	Was a copy of Section I of Member Assessment shared with the Member/Legal Representative and PA/HM agency? 

	
	
	
	If NO, disallow back to the most recent member assessment.
	501.7

	Was initial contact made within seven (7) calendar days after direct care services begun?
	
	
	
	If NO, disallow the CM billing for that month.  NA if member enrolled prior to current review period.
	501.11.3

	Was the member Monthly Contact made and documented on the CM Monthly Contact Form? 
	
	
	
	If NO, disallow the CM billing for that month.
	501.11.3


	SERVICE PLAN
	YES
	NO
	
	COMMENTS
	MANUAL REFERENCE

	Service Plans were updated annually and every six months and revised as needed. 
	
	
	
	If NO, disallow the CM billing for the time period involved.
# 20 Performance Measure (2016)
	501.8, 501.8.1

	Were all required participants present for the Service Plan meeting? 
	
	
	
	
	501.8, 501.8.1

	Was the initial SP meeting scheduled within 7 calendar days of Section I of the Member Assessment?
	
	
	
	
	501.8

	Does the Initial, 6 month, or annual Service Plan address member’s preferences and goals? (refer to first two questions on service plan)
	
	
	
	If NO, disallow months covered by SP if not addressed.

	501.8, 501.11F

	Is there a current and appropriate (emergency) backup/crisis plan in the file?
	
	
	
	Disallowance if not addressed/if all emergency plans for all members reviewed say the same thing. 
# 30 Performance Measure (2016)
	SP Form Instructions

	Is the Service Plan signed and dated by Member/Legal Representative, Case Manager, and the PA/HM RN if 6 months or Annual. 
	
	
	
	If NO, disallow back to the most recent member Service Plan which is signed and dated by all required parties. 
	SP Form Instructions

	Was a copy of the Service Plan shared with the Member/Legal Representative and PA/HM agency. 
	
	
	
	If NO, disallow back to the most recent Service Plan which was shared with the PA/HM Agency.
	501.8, 501.11.3,G,H

	Member file reflects the type, scope, duration, amount, and frequency of services specified in the SP. 
	
	
	
	If NO, disallow back to the most recent Service Plan which reflects type, scope, duration, amount, and frequency of services.
# 21 Performance Measure
	501.8

	Does the Service Plan reflect identified Health and Safety risk? (refer to # 4,7, and 8 in Section I of the Member Assessment)
	
	
	
	Disallowance if not addressed.

# 17 Performance Measure (2016)
	501.8

	Does the Service Plan reflect identified assessed needs? (refer to # 9 in Section I of the Member Assessment)
	
	
	
	Disallowance of months covered by SP if not addressed.

# 18 Performance Measure (2016)
	501.8

	Does the Service Plan reflect the persons desired outcomes?

(refer to # 9 in Section I of the Member Assessment)
	
	
	
	Disallowance of months covered by SP if not addressed.

# 19 Performance Measure (2016)
	501.8

	Does the Service Plan reflect the health care needs were coordinated?
	
	
	
	# 29 Performance Measure (2016)
	501.16
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