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Person-Centered Plan of Care

Medicaid managed care organizations (“MCOs” or “Plans”) are required to develop a
person-centered service plan, known as a Plan of Care or Care Plan. This is a written
document that reflects:

e The enrollee’s clinical and support needs identified through the assessment
process;

e Person-centered goals and objectives;

e The services and supports (paid and unpaid) that will assist the enrollee in
achieving the identified goals; and

e The service providers, including natural supports.

Additionally, the care plan must reflect an enrollee's risk factors and identify measures in
place to minimize them, such as individualized backup plans and strategies when needed.

Significantly, the enrollee or enrollee’s authorized representative must indicate whether
they agree or disagree with each service authorization and review and sign the plan of
care at initial development, annual review, and for any changes in services. In addition, all
individuals and providers responsible for its implementation have to sign the care plan.

In sum, the plan of care is the critical written document that specifies the services and
supports to be provided to meet the enrollee’s abilities, needs, and preferences, e.g., to
live in her/his home.

Tip:

Enrollees should receive a legible copy of their care plan to review before signing.

If an enrollee (or their authorized representative) disagrees with any part of the care
plan and efforts to resolve the issue with the case manager are unsuccessful, an appeal
should be filed with the MCO. This includes an overreliance on natural supports (i.e.,
unpaid family and friends) to provide care and services.

Sample Person-Centered Care Plan

Below is a sample care plan from one MCO.
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sunshine health Long Term Care Person-Centered Care Plan

Enrollee Personal Profile

Medicaid ID # POC Eff. Date Enrolles Effective Date
First Mame Last Name M| [Date of Birth
Location w || Facility Name Enrolles Phone &
Primary Lang. Adv. Care Planning w|| Details

Family & Social History
D you hawve family or friends nearby?
If ywes, how often do you see them?
What was your profession and/for jobs you worked?
Do you volunbeer or participate in any sodal groups?
‘What is important to the Enrollea?
Likes & Dislikes ([i.e activities, hobbies, foods, atc.)
what are your special family / cultural traditions?
Personal Careor Support Preferences
‘What do we need to know about the Enrolles?
Rituals / Routines that are important to the enrolles
List amy communicaticn limitations

What method of communication do you prefer?
‘What are the enrollee’s strengths, preferences and self-care capabilities?

Member modification of HCBS setting:
Were there any modifications made to the member's HCBS setting since | ‘,l If yes, detail
the member's last assessment?

Provide the specific assessed need for the modification of HCBS setting?

Dioes the member's current living arrangement differ from their desired
living arrangement? |
wWhat is the member's goal in achieving the desired living environment?
What are the bamiers to the member's choice of living environment?

| Ifyee, detai:

List the people chosen (if any] by the enrcllee to participate in their Plan of Care development & reviews:
MName Relationship and Contact Phone Mumber

-
-
-
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sunshine health

Long Term Care Person-Centered Care Plan

Frequency and Details

Enrollee Name:

Medicaid ID#

Caregiverfinformal Support Supplemental Assessment
Who does the enrclles live with?

-

Can the enrollee be safely left alone? |

hd

If yes, what amount of time
can the enrollee be left alone?

Maotes:

Are there CaregiverfInformal support available |
to assist with the enrollee’s needs and care?

hd

MNaotes:

**Caregiver/Informal Support includes supports that are provided to the enrcllee. This can indude the enrolles’s spouse, family members, neighbors,
friends, significant others and church or community wolunteer organizations that are willing to support enrollee as part of their Person Centererd Plan.

Mame of Individual /[ Organization:
1)

Relationship:

i Other:

Supplemental Assessment: List of Caregiver/Informal Support

Role & Support Provided
Services Frequency, Hours and Details Services Frequency, Hours and Details
|[] Eathing [0 Hesey Ohores
O Dressirg [ Ught Howsskesoing
[J Esting [ using T=iephone
[ Usingz Bathroom O Managing Mioney
[0 Trans#erins Ll Freparing Meals
0O Mobiity Ll shopping
O Respit= O marering Meds
0 Companion LI Tramsporistion
O Ctner Detaills
Stress level
Limitations

Willingness to Assist

Addtl. Responsibilities

e

Mame of Individual [Organization:
2)

Relationship:

| hd
¥ Crther:

Role & Support Provided

SETWICES

Frequency, Hours and Details

SETWites

Frequency, Hours and Details

[ Eatning
L] Dressing

Extin

Using Bathroom

[] Tran=fering

[] Miobility

[] Fespite

[] Companicn

[] Cther

Details

Stresz level

Limitations

44

Willingness to Assist

Adfl. Responsibilities

Additional Marrative/MNotes

beta for 81



sunchine health Long Term Care Person-Centered Care Plan

Enrollee Name Medicaid ID#

Community Integration: Personal Goal Planning

A goal should pddrass isswes thot are identified in the care pimn to ensure enroliee i integroted fato the community. A goal should be built on strangths and incudes steps that the enrofies will toke
to achiewe the goal. Gools are reviewed of sach visit to indude progress of the goal, potentic! barmiers to progress, any chonges needed ard if the goal fas been met. if enroliies refuses to crecte
@ gool the recson must bo documanted

DBIECTIVE "'l"'| DATE DEVELOPED
GOAL [GOAL STATUS -
BARRIER |'I'IMEFRAME -
INTERWVENTION
DBJECTIVE A IDATE DEVELDPED

; GOAL SOAL STATUS -

3 | BARRIER [TIMEFRAME b
INTERVENTION
OBJIECTIVE w DATE DEVELOPED
GOAL jo0AL STATUS w
BARRIER |'I'IMEFRAME -
INTERWVENTION
DBJECTIVE - [DATE DEVELOPED

® | coaL GOAL STATUS v

g BARRIER [TIMEFRAME -
INTERWVENTION
OBJECTIVE - DATE DEVELOPED
GIDAL GOAL STATUS w
BARRIER |'I'IMEFRAME h
INTERWVENTION

The enrollee’s role in managing the physical and social affects and lifestyle changes associoted with their chronic condition or @ functional Nmitaotion.

Hiow are you managing

wour lifestyle changas

duse to your current

condition?

beta fior 81




sunshine health

Long Term Care Person-Centered Care Plan

Enrolles Mame

LTC Service Plan Details

Medicaid ID#

beta for &1

Service or ltem Type Service or ltem Details Timeframe [mdfyy] | Amount | Frequency Provider Goal
Start Date Sunshine Health
Caza Managsment - - -
End Date
S—
Start Date
b w w
End Date
 ——— |
Start Date
w - -
End Cate
1 | —
Start Date
w w w
End Date
1 —
Start Date
- - w
End Date
I —_— | —
Start Date
w - -
End Date
—
Start Date
- - w
End Date
— |
Start Date
w - -
End Date
Start Date
- - -
End Date
Start Date
w w w
End Date




sunshine health Long Term Care Person-Centered Care Plan

Enrollee Name Medicaid |D#
Dther Existing Care Plans, Services and Service Providers (ie. pcP, Medicare, skilled Nursing Core, Specialty care, inpatient Admission, Routine Medical, et}
Service Type Service Detail, Amount and Frequency Timeframe [mydyy) Payer Source Provider
Start Date
- -
End Date
-
Start Date
- -
End Date
Start Date
- -
End Date
I
Start Date
- -
End Date
Start Date
- -
End Date
Start Date
- -
End Date
e
Start Date
- -
End Date
Start Date
- -
End Date
_
Start Date
- -
End Date
_
Start Date
- S -
End Date

beta fior 81



sunshine health Long Term Care Person-Centered Care Plan

Enrollee Name

Behawvioral Health - CBH or Non-CBH - Cenpatico Behavioral Health

Medicaid |0

Sarvice Type Service Details [If Applicable) Timeframe (m/d/yy] | Amnt f Freg Provider
Start Date
w
End Date
Start Date
w
End Date
Start Date
w
End Date
Start Date
-
End Date
edication |:| Fleaze explain enrolles’s medication strategy in the  |Recommended Strategies
IManagement description below, even if no barrier was identified.  (or Intervention
DescriptionfDetails
Full Name Contact number
O Contact SHP LTC plan Kunshine Health Plan [1-877-211-1599%
O Contact the ourremt provider directly Contact Servicing Provider Contact Servicing Provider
O Contact designated responsible party: 1 1
OlCaregiver, OFamily, OFriend to provide care, | 7 2
Olother (specify: Il 3 3
I have recalved and read the pian of care. | undersiand thal | have the gt fo Me an appeai of falr hearing IF my sanvices have been denied| reduced, femingled, or sUspendad.
Reason for Plan Of Care Review [at least every 50 days) Care Manager Signature Date Signed
(—
w
Individual and/or Entity Responsible for monitoring the Plan of Care Enrollee or Enrolles's suthorized Representative Date Signed

=

[[]5gned [ |UnabletoSign [ |RefusedtoSign [ | Mailed to POA

bets for M1




sunshine health Long Term Care Person-Centered Care Plan

Enrollee Care Plan Summary
Enrollee Name | | Date of Birth| | Medicaid ID#

Below is a summary of your plan of care that incdudes your sarvice providers and the services you are receving. Your case manager has identified services that meet your needs
to provide vou with appropriate care services.

HCBS/Covered Services Provider Start Date End Date Amount and Frequency
Case Management Sunshine Health

| [erroliee or enrclles authorzed rep.) agreed to each ndiwdual prowder choice for each senvice above and each service authorization ?

T have recelved and read Ihe plan of cave. [ understand ina | have the rght fo e an appedl or falr hearing I my services have Deen denied, reduced, fenminaled, or SUSpended.
Reason for Plan OF Care Review (at least every 90 days) Care Manager Signature Date signed
L )
Enrolles or Enrodles's Authorized Representative Date Sipned
[T

[JSigned [ JUnabletoSign [ |RefusedtoSign [ |Maled o FOA
beta for 8/1
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