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AGENDA

» Welcome & Introductions
» Meeting Objectives

» Overview of requirements for the Medical
Certification Form (MCF)

» Presentation & discussion of the draft MCF

» Presentation & discussion of alternative forms
of documentation

< Stakeholder comments & questions
< Next steps & wrap-up




MEETING OBJECTIVES

As required by Senate Bill (SB) 72 (Chapter 8,
Statutes of 2011), CDSS is consulting with
stakeholders on the development of the MCF.

The objectives of this meeting are to:

< Present and discuss the draft MCF developed by
CDSS, and

< Provide program stakeholders an opportunity to
provide input on the draft MCF.




OVERVIEW OF SB 72

REQUIREMENTS
_________________________________________________________________________________

SB 72 added Welfare and Institutions Code (W&IC)
Section 12309.1, which states:

As a condition of receiving services...an applicant for or recipient of

services shall obtain a certification from a licensed health care
professional (LHCP)...declaring that the applicant or recipient is unable
to perform some activities of daily living (ADLS) independently, and that
without services to assist him or her with ADLSs, the applicant or recipient

is at risk of placement in out-of-home care.




SB 72 REQUIREMENTS (Cont.)

W&IC Section 12309.1(a)(1)
states: Examples of a LHCP
Include, but are not

...A LHCP means an individual limited to, the following:

Physician
Physician Assistant

Regional Center Clinician or
Clinical Supervisor

Occupational Therapist
Physical Therapist

licensed in California by the

K/ \/ J/
0‘0 0‘0 0‘0

appropriate California

regulatory agency, acting

within the scope of his or her Psychiatrist

license or certificate... Psychologist
Optometrist
Ophthalmologist

/ )/ / / /) \/ /
0‘0 0’0 0’0 0‘0 0’0 0‘0 0‘0

Public Health Nurse




SB 72 REQUIREMENTS (Cont.)

Medical certification requirements apply to new
applicants for IHSS as well as existing recipients.

For new applicants, the medical certification must be
received bef_ore services can be_ authorized, unless one
of the following conditions applies:

<« Services are being requested on behalf of an
individual being discharged from a hospital or
nursing home, and services are need to enable the
individual to return safely to his/her home or into the
community; or

“ When the deteriorationof the individuallshealthis
likel It S : hist e ,

county determines that there is a risk of out-of-home
placement.

L)




SB 72 REQUIREMENTS (Cont.)

For existing recipients —

< The medical certification requirements do not
apply until the date of a recipient’s first
reassessment following implementation.

<« Recipients must be notified of the medical
certification requirements in writing before or at
the time of the reassessment.

L)

4

)

» Recipients must submit the medical certification
within 45 days following the reassessment.

(4

<~ The 45-day period may be extended Iif it is
determined that there is good cause for the
delay in providing the certification.




OVERVIEW OF THE DRAFT MCF

STATE OF CALUFORNIA —HEALTH AND HUMAN SERVICES AGENCY CALIFORMNIA DEPARTMENT OF SOCIAL SERVICES STATE OF CALIFORNIA — HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

In-Home Supportive Services Program
Medical Certification Form C. Medical Information (to be completed by the licensed health care professional) |

1) Nature of services you provide to this individual?

(Examples: Medical treaiment, Nursing Care, Discharge planning)

A. t/Recipient Information (to be completed by the county)
Applicant/Recipient Name: |DaleofB|m1: 2) How long have you provided service(s) to this individual?
Address: 3) Frequency of contact with this individual and date last seen?
(Manthly, Yearly, etc.) (Date Last Seen)
‘County of Residence: Case #
Social Worker Phone #: Social Worker Fax #: 4) Is this individual unable to independently perform one or more aclivities of daily living? Yes[] MNo[]
Social Worker Name: 5) In your opinion, is one or more IHSS services recommended in order to prevent the need for out-of-home
care? Yes[] HNo[]
B. Authorization to Release Medical Information (to be completed by the applicantirecipient) i answered no to both ion# 4 or # 5. skip/the remainder of the form and ete the signature
I authorize the release of my medical information to the
In-Home Supportive Services program as it pertains to my need for domestic/ related and personal care I answered to either jons # 4 and #5 se to " 6 and 7. and the
services. signature box at the boftom of the form.
Signature: Date: ! 1!
Applicant/Recipient or Legal Guardian/Conservator ) Please provide a description of any condition or functional limitation that has resulted in or contributed o
the need for assistance from the IHSS program (see description of services on page 1):
This release of information expires 12 months from the date above.

The above individual has requested assistance from the In-Home Supportive Services program (IHSS).
IHSS is a Medi-Cal program intended fo enable aged, blind, and disabled individuals who are most at risk
of being placed in out-of-home care fo remain safely in their own home by providing domestic and personal
care seqvices such as: housekeeping, preparing meals, meal clean up, routine laundry, shopping for food,
ermands asﬁ'ﬁtmcemthrespidiﬂ.'l‘ghom mrl:lghladderca'e feecirg)bedbalhs d'ers};ng, menstrual care, 7) Is the functional impairment(s) expected to last more than 12 consecutive months? Yes[ ] No[]
ambulation, transfers, assistance with bathing and grooming, rubbing skin and repositioning, care and . ) . .

assi with thesis, ac iment fo medical int and ai i rces, yard Please be advised: the social worker may contact you to clarify the responses you provided above.

hazard abatement, protective supervision, and paramedical services. The |[HSS program provides hands D. Licenscd Health Care Drofessional’s Certification

on and/or verbal assistance (reminding or prompting) for the services described above. By signing this form 1 cetify | am licensed in the State of Califormia and all information provided above is
comect.

This form must be completed before IHSS services can be authorized. The social worker has the Name. Title

responsibility to authorize service hours. However, this medical certification is used to help the social _

worker evaluate the individual's present condition and their need for out-of-home care if IHSS services Address:

were not provided. This form will be considered as one indicator of need for services, but the social worker Phone # - |Fax#t

will consider all relevant documentation in making the IHSS determinafion. —
Signature: Date:

*Only the Licensed Health Care Professional should complete the remainder of this form.* Ticense Number:

SOC XXX (D511) SOC KK (DS11)




MCF PART A

Part A is completed by
the County.

It contains information
about the applicant or
recipient.

STATE OF CALIFDRMNIA — HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEFARTMENT OF S0:C181 SERVICES

In-Home Supportive Services Program
Medical Certification Form

A. Applicant/Recipient Information (to be completed by the county)
Applicant/Recipient Name: Date of Birth:
Address:

County of Residence: Case #

Social Worker Phone #: Social Worker Fax #

Social Worker Name:




MCF PART B

Part B is completed by
the applicant or

recipient.

By signing it, the
applicant/recipient
authorizes the LHCP to
release medical
information about
him/her.

"B. Authorization to Release Medical Information (to be completed by the applicantrecipient)

I authorize the release of my medical information to the
In-Home Supportive Services program as it pertains to my need for domestic/ related and personal care
services.

Signature: Date: ) !
Applicant/Recipient or Legal Guardian/Conservator

This release of information expires 12 months from the date above.




MCF PART B

Part B also provides
information for the

LHCP regarding the
purpose of the MCF.

The above individual has requested assistance from the In-Home Supportive Services program (IHSS).
IHSS is a Medi-Cal program intended to enable aged, blind, and disabled individuals who are most at risk
of being placed in out-of-home care to remain safely in their own home by providing domestic and personal
care senvices such as: housekeeping, preparing meals, meal clean up, routine laundry, shopping for food,
emands, assistance with respiration, bowel and bladder care, feeding, bed baths, dressing, menstrual care,
ambulation, fransfers, assistance with bathing and grooming, rubbing skin and repositioning, care and
assistance with prosthesis, accompaniment to medical appointments and altemative resources, yard
hazard abatement, protective supenvision, and paramedical services. The IHSS program provides hands
on andfor verbal assistance (reminding or prompting) for the services described above.

This form must be completed before [HSS senvices can be authorized. The social worker has the
responsibility to authorize senvice hours. However, this medical cerfification is used to help the social
worker evaluate the individual's present condition and their need for out-of-home care if IHSS services
were not provided. This form will be considered as one indicator of need for services, but the social worker
will consider all relevant documentation in making the IHSS determination.

*Only the Licensed Health Care Professional should complete the remainder of this form.*




MCF PART C

Part C is completed by
the LHCP.

C. Medical Information (to be completed by the licensed health care professional)

1) Nature of senvices you provide to this individual ?

(Examples: Magical treatment, Nursing Care, Dischange planning)
2) How long have you provided service(s) to this individual?

3) Frequency of contact with this individual and date |ast seen?

{Monthly, Yeary, eic.)




MCF PART C
(Cont.)

Part C is completed by
the LHCP.

4) Is this individual unable to independently perform one or more activities of daily living? Yes[ ] No[ ]
5) In your opinion, is one or more IHSS services recommended in order to prevent the need for out-of-home




MCF PART C
(Cont.)

Part C is completed by
the LHCP.

6) Please provide a description of any condition or functional limitation that has resulted in or contributed to
the need for assistance from the IHSS program (see description of services on page 1):

7} Is the functional impairment(s) expected to last more than 12 consecutive months? Yes[ ] No| ]

Please be advised: the social worker may contact you to clanfy the responses you provided above.




MCF PART D

Part D is completed and
signed by the LHCP.

D. Licensed Health Care Professional's Certification

By signing this form | certify | am licensed in the State of Califomia and all information provided above is
comect.

Mame: Title:

Address:

Phone # - Fax #:
Signature:




ALTERNATIVE DOCUMENTATION

W&IC, Section 12309.1(c) states CDSS, “in
consultation with the Department of Health Care
Services and stakeholders...shall identify
alternative documentation that shall be accepted
by counties to meet the requirements..., including
but not limited to, hospital or nursing facility
discharge plans, minimum data set forms,
individual program plans, or other documentation

that contains the necessary information...”




ALTERNATIVE DOCUMENTATION
REQUIREMENTS

_________________________________________________________________________________

Alternative documentation must include all of the

following elements to be acceptable in place of
the MCF:

< An indication that the individual is unable to
Independently perform one or more ADLSs;

<« A description of the individual'’s condition or

functional limitation that has contributed to the
need for IHSS: and

<« A signature of a LHCP.

In addition, the documentation must have been
completed within 60 days of the IHSS
assessment or reassessment.




EXAMPLES OF

ALTERNATIVE

DOCUMENTATION
_________________________________________________________________________________

< Minimum Data Set (MDS) for Nursing
Home Resident Assessment and Care
Screening

<« In-Home Operations (IHO) Case Report

<« Individual Program Plan (IPP)




L 1

MDS

Section G (beginning on
Page 3 and continuing
to Page 4) provides
information about the
individual’s ability to
perform ADLSs.

—

SEGTION @, PHYSIGAL FUNCTIONING AND STRUCTURAL PROBLEMS

1.1 {A} ADL SELF-PERFORMANCE.~(Cada for (esidanl’s PERFORVANGE QVER AL
SHIETS deting iasi 7 days—Notinclueling set?

0. INDEFENDENT—Na halp or ousrsight —QOR— Halpioversiaht provided only 1 of 2 times
during lagl 7 deys -

1. SUPERVISION—Ovmraight, ercoumgamont ar auelng prewidad S or more mas during
Inal7 deys —OR—Suparvislon (3 or fore times) plus plwsical assislanca providad ardy 1
1 ar Z timas duringlasl7 days !

2. LiMITED ASEISTANEE—Ranident highly volved In aolivity, recatad physical help [0
<iclae] manetvanng of Imbs of athar nopwaight bearing aesistance 3 of ore tmes —
R—atore Holp provided anly 1 or 2 Umves during last T days

1, EXTENSIVE ASSISTANCE—Whila resitent parfonmad part of aclbily, over last T-dey
padad, halp of fallowing typals) pievided 3 o) rore linas:

—Weight-baaring supporl

— Full staft parfofmancs during part {(aul notal} of last 7 deys

4. TOTAL DEFPENDENGE—Full ciall parformetce of activity during e:ntire 7 diye

a. ACTRATY DI NOT CCOUR during entite 7 days

{B} AlA. SUPPORT PHOV IDEL— Coda fer PADST SUPPORT PROVIDED

OVER ALL SHIFTS dufing Iest 7 daya, cads regatdiass of rasiien's self
patirmence clarsibcatian

Q. Mo setup or piysical help frem atalf
1. Selup help only

2. One person physical assist

3. Two+persons plysies! nsslel

-
]
B

8, ADL aclvity liaall ¢id not
gegtr durlng enlives 7 deys
BED Tiows corldant meves 1o arml flom lying posilen, Lims side o slda.
MOBILATY et positions bedy whila inbed

b.| TRANSFER |Flow reaidenimoves batwsan suraser—ofom pad, dwaik,
whaslghalr, standing position {EXCLUDE oo balhAallet)

SELF-PERF [
SUPEERT

c %&é"’ Itow residert waks batwash locations In hizher room

WALIKIN .
CORRIDOR Hew realdo nl walks ji corridor oh unit

o [
ra Ing b

-

b
LN}

n

LOCOMD-  [Faw residett movas halwear lonatishs In his/har room el
TION adpesnl aormdor onsame (loor ¥ ih whealshatr, self-aulliclency
QM UMIT  [ones nohale

LOCOMO-  |How mesld enl moves to and talume [rem off unll lncalions (:.0..
TION arpas sal aslda for-dining, activitios, or troatmotta). \f Faility has
OFFUNIT lonly one flaar, ow resldent imeves 1o and from diglanl areas on
fiva Tior, IEinwhaalchaly, sefi-sulliglancy onee In chait 1]

g1 DRESSING |How (enidoni puis on, [antans, A Lakas off Bl lems of atract
ciothitig, induding donping/ramoving proethesls

1 eanMa  |Mow reskiamtans and diinl= (regavdless of sk, Inehkles inlake of
m}'ﬂ'ﬂ“;mn' by clhet marns (8.4, lwha faatling, tola parenteral
iy )}

“TTOILET USE [How rasidont uset the taitat rsara (or commiatla, badgarn, urinal,
iransferorvafl Wilel, deanses, chenyes pacd, managss oslemy or
malhaler aoiusts claihas

BERGOMNAL |How residont maklaing pamsohial ygiche, Inzludlng combing Halr,
HYGIEME  [hrustite tasilh, shaving, aiplylng rmakaUp, washing/drying fee,
hars, 2na perneuen {EXGLUDE baths and slhowers)

-




[N

MDS (Cont.)

Section | (on Page 4)
provides a description
of the individual’s
condition or functional
limitation that has
contributed to his/her
need for IHSS.

Chogk ont
rrenod ared
Inaciva dinglosas)

fhooo diseases that have
=hevlor alalus, medical traa

SECTION L. DISEASE DIAGNDSES

A roimdonship o cutent Al slalus, Ciagnilive: Rl aluis.
ents, nuraing moalioring, arrisk of deaih, (2o not st

1.| DIBEADES

Z. ROFECTIONS

(Jf none apply; GIHEGK Fhe NONE OF ABOVE box)

ENDOGRINEMETABOLIG!
MUTRITIONAL

Ointretas meiiue

I iyprerthy toidisc
Hypotinroidism
HEARTICIRCULATION

Araroeslennticheartt discans
(ASI-ITY

Cardig dysrhylhming
Cangasilva hearl Rilum
Meap voin thiamhoais
Hyparlansion

I'lypoiension
Pariphamlvarcular direasa
Other sardlovasoular disssdss
MUSCUL OSKELETAL
Axihritl=

Hiip leactuie:

Cglacporosia

Falholeglos! beoa frsciira
MELIROLOGIGAL
Alzhaimers diseasa
Aphasia

orabmal paley

Carmbrovasalar acclkdent
{=1Itoi|)

Demanitioalhar lhan
Alzhelmers dineass

Hemipleginllemitara siz v,
Mullple salerosis e
Paraplegla .
Paridnsans disonte ¥
Duadriplogla z,

Snizura chizorclar

Transinnt ischamic auack (T1A)
Taumatie braininjury
PSSy CHIATRICHMOOD

~ Arlety ellsocdarr
~J | paprosaion

disaana)

Sehlzophrenia

,_-_J{_ tdanic depnoseion (Molar
i

1

13

PULMOMNARY
Aslhma
~J | Emiplysema/COPD

SENSORY

Miasitig tmb (3.9, amirutation)

Calamols

Mirbetic retinopatty
Gl oo

Macular deganaraifon
OTHER

Allarglne

Ansria

canoer

FRoanal failars
NONE (F ABOVE

Antipiatia meslstant Inf=ction
ta.g., Meliciln resistant
stapi)

Clastiddigm difficlls (. dilT)
Cortunctiviiis

(If noae apply GIHEGE Hhe NO

NE OF AROVE DOR)

*-‘-*‘"‘] Saplcamia o

Srzxually irnsmitiad b =
Tulrepgulosis

Urinsacy taal Infasidon in laat 30 'l

day' k \l'
HIW Infectich Wiral bepatils K
Pnovenonia | vwoundiniecrion 1. —
Respkalory infaction MONE QIF ARBOVE m.
a. QTFIER
gﬂﬂnﬁaﬁgg i 12171210 41
ORE 3 382 =1 213
RETAILED . - T L3 . 17 Lzt :
DIAGHNOSES (» % 15131011810
ANMD ICD-9 -
CODES <

1712181 .1 R)7

1519131 191




MDS (Cont.)

Part A of Section V (on
Page 8) provides a
general overview of the
individuals problem
areas.

Part B contains the
signature of the LHCP.

SECTIONYV, RESIDENT ASSESSMENT PROTOCOL SUMMARY

Numarie: Identifiar . e

Resident's Name: I Medical Record No.:

T Cheds T RAP Is iggered.

| .. For each triggered RAR, use the RAP guldelings o identify areas needing further agsessment. Docurnant relevant assessment Information

tagarding the resklenf's status

- Describe.
—e Nature of the condition (may include prasencs of |ack of objective data and subjective complaints).
__ Complications and fisk faciors that affect your decision to proceed to care planning.
— Factors that must be considered in devaloping individualized cars plan interventions.
— Need for referrals/further evaluation by appropriate health profeasionals.

of care plan Interventions that are appropriate for a particular resident.

3. Indicate under the

- Dosumentation should support your dedision-making regerding whether 10 proceed with a care plan for atiggered RAP and the type(s)

. Docymentation may appear anywherein the dinical record (2:g., progress notes, consuls, flowsheets, elc.).
mm&wmmm@m columnwhere information related to the RAP assessment can be found.

4, For each triggered RAR indicate whether & new ¢are plan, care plan revision, or continuation of cument care plan is necassary to address
the problemi(s) identifled In your assessment. The Care Planning Decigion column must be complated within 7 days of completing the RAI

7. PSYGHOSOCIAL WELL-BEING

8. MOOD STATE

{MDS and RAPS).
(b) Care Planning
Dacislon—-check
[ () Check if| Location and Date of if adidressed In
A.RAP PROBLEM AREA iggered |RAP Assessment Documentation care plan
1. DELIRIUM [ C__J
2. COGNITIVE LOSS [:: lj—J
SR RAFNOTES
3, VISUAL FUNCTION
L JOMMUNICATION [:::l l |
ADL FUNGTIONAL! SEE ADL FLOW SHEET
REHABILITATION POTENTIAL Ca]
6. URINARY IN¢ ENGCE AND E:
INDWELLING CATHETER

9. BEHAVIORAL SYMPTOMS

10. ACTIVITIES

11. FALLS

12, NUTRITIONAL STATUS

13, FEEDINGTUBES

14, DEHYDRATION/FLUID MAINTENANCE

15. DENTAL CARE

6. PRESSURE ULCERS

17. PSYCHOTROPIC DRUG USE

I PHYSICAL RESTRAINTS

B.
1 Signature of RN oooxwgamr for y?ﬂf Adsedampnt Process 2.

4 Sigaturs of Person Cormpleting Garé Planning Decision 4.

MO 2.0 Beplember. 200




Sections throughout the
IHO Case Report
contain information that
describe the individual’s
condition/functional
limitations and his need
for assistance in
performing ADLSs.

Medical History

Secondary to a bicycle vs. molor vehicle accident in 1802, Billy is a 30 year old C 2-4
spinal cord injury (SCl); he is an incomplete quadriplegic. He remains dependent on
his tracheostomy for respiratory integrity and mechanical ventilation during hours of
sleep. Steven reguires inhalation therapy for wheezing/congestion as necessary. He
has a history of multiple skin integrity impairments; currently his skin is reported as
intact. Billy has limited use of his upper extremities and remains dependent on
athers to meet his activities of daily living (ADL's)as well as his instrumental actiities

of daily living. {IADL's).

Able to cough and expectorate secretions: ] Yes [ Mo

Uses in-exsufflator to stimulate cough: - [ Yes [ Mo

Requires suctioning: [£] Yes [] Mo
If yas, type of suctioning: [ oral [nasal [ tracheal
Frequency: daily B-10 times Equipment used: [<] suction machine [ ] bulb syringe

Secretions (please describe): clear

Chest PT: If used, frequency: 2-3 timesiwesk

Oral
Nutritional
Intake

na
[

&] Regular diet [] Other (specify): nia

[] Able to independently feed self
[<] Requires meal set-up, intermittent assistance or supervision from another person
[] Unable to feed self

[] Receives supplemental nutrients through a nasogastric tube or gastrostomy tube in
addition o oral feedings




Independent RE‘!"'"::E Dependent | Comments
O O | Mone
IHO (Cont.) = = S T
[] | (=1 None
Sections throughout the = R
IHO C_:ase Report PP r— I I & P—
contain information that usekpdbing
describe the individual’s (g cleaning. | 1] M bl | Nene
condition/functional Medication
z 5 5 5 Administration amnd [ O Mone
limitations and his need Management
for assistance in EqupmentSupply | 0 2 | rone
performing ADLSs. [ 2gemen

A
Based u,
of Care (L

the information contained in this report, Billy Bob meets the criteria for the IHD Waiver. Lewel
ermination: Adult Subacute

Billy is dependent on his tracheostomy and wventilator for respiratory integrity support

The IHO Case Report

must be signed by a | g g hoursof sesp, He remuires suctoning vy 48 o end nhaleion
LHCP and be dated L o e ey . o aliraes: el e ki iy =l e irle=iericars s
prevent pressure sores. Billy is dependent on others for his ADL and LADL care,

within 60 days of the bowel and bisdder care.
date of the IHSS

assessment or

reassessment.




IPP

Date of PP, 3111 |.IP.P Development Cycle: Annually

This IPP contains ) - - e e A e g2 e s = e o L e A g e e e
several of the elements Planning Team Paricipants:

required for valid v o E:}naumer

3g§lr1nr2(tel\r/1?ation, : et - Eﬁgtﬂ Sarvica Coordinator -

including: Statement of Goals:

. [rarenta would liks to recebss an apprapriate educatian.
2. Parents would like 1 to be healtiy and zate.

- Date completed; :
3. Parents would like to receive an ogcasignal break from the care they give
4
5

- Applicant’s/
recipient’s condition
or functional

. Parents would liketoi - t0 have appropriate behaviors and increased perscnal shills:
. Parants would like | to increaze his gocial shils.

. m — — ————————— e ——— - —_— it mpm ey gPs et el e

F-\ilun'ulznI .ﬁssaasmﬂnts U.-“In"crrs Dnh_.r]

T

limitation; and i+ @ 10 yoar oid bay wha lves with his parents, ard older brother
Pk = Inq, Ca. 7 s elighle for regiona cantar sanvicas based on
_ His need for For Autism and Moderate dentsl Retardation. Lis reporad to have remessed
. : skills in the area af self halp’ He's sempletely Independent with feeding and uses utensits
assistance In {prefers using fingers through) but requires asséetance with_dressing. teilsating, and bathing

routines, He will occasionally inftiate toieting by VerbBalzing but st till needs prompting/oileting
" sochedule tg Lomplete the poutine. He wears pull ups theeughout the day and night erd can go

I'Hr.nllrll-l. an rammn me 6 Aae Ao A sdiLe"al foseadd Cre ki e B e e i bemede mmi e cemen

performing ADLSs.

However, it is NOT
acceptable because it

has NOT been signed

by a LHCP.




QUESTIONS & COMMENTS




SUBMITTING COMMENTS

THE DRAFT MCF
_________________________________________________________________________________

» Deadline for submitting comments:
Friday, June 24, 2011

» Submit comments to:
Operations & Technical Assistance Unit

Marshall Browne, Manager
marshall.browne@dss.ca.qgoVv

&

Victoria Rodriguez, Analyst
victoria.rodriguez@dss.ca.govVv




