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 MONEY FOLLOWS THE PERSON (MFP) REFERRAL PACKET CHECKLIST

 NURSING FACILITY TRANSITIONS
 DEPARTMENT OF HUMAN SERVICES
 MEDICAL SERVICES DIVISION - MFP
 DN 1022 (11-2010)

Check Off When Completed
	 FORMCHECKBOX 

	MFP Brochure

	 FORMCHECKBOX 

	MFP Rights Brochure

	 FORMCHECKBOX 

	MFP Fact Sheet

	 FORMCHECKBOX 

	MFP Informed Consent Document

	 FORMCHECKBOX 

	Guardianship Expectations Document

	 FORMCHECKBOX 

	MFP Supplemental Services Request Form

	 FORMCHECKBOX 

	MFP Role Matrix

	 FORMCHECKBOX 

	MFP Process Directions  FORMCHECKBOX 
 Nursing Facility     FORMCHECKBOX 
 ICF/MR

	 FORMCHECKBOX 

	Assistive Technology Assessment and Referral Information
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NURSING FACILITY TRANSITION PROCESS CHECKLIST
· Referral: Referral received from DHS, family member, service provider, Money Follows Person (MFP), MDS Data, nursing facility, or direct consumer referral.  

· MFP will have determined priority listing of consumers.

· The Nursing Facility Social Worker (NFSW) and Transition Coordinator (TC) will dually receive MDS Data referrals.

· TC will contact NFSW related to all MFP referrals received. TC and NFSW will review MDS listing to determine which consumers remain at the facility and the best way to communicate their MFP eligibility.

· Transition Coordinator will visit with consumer to discuss their desire to relocate.  

· TC will schedule an informational meeting with the NFSW and consumer at Nursing Facility.  

· Family members and legal representative will be invited with consumer’s consent.

· Informational Meeting between NFSW, TC, consumer and family, legal representative.  TC responsible to:
· Explain the MFP grant and obtain signature on consent the MFP consent form

· Consent form signature obtained to enter MFP program.

· Request the NFSW to complete the MFP Provisional NF Level of Care Screening if consumer consents to participate in the MFP Grant Program.

· Explain Center for Independent Living (CIL) services as Transition Coordinator.

· Explain Transition Role Matrix

· Explain consumer rights of MFP and CIL

· Obtain Release of Information (ROI) to Nursing Facility, MFP, CIL, HCBS

· Explain and give MFP, CIL information on appeals, and program brochures

· Complete Nursing Facility Transition Referral 

· Copies of the MFP referral are to be provided to NFSW, MFP, HCBS and consumer

· Consumer will be provided with a copy of all documents

· TC will start file for consumer to keep own copies of everything to teach consumer to organize and handle own records.

· TC will notify the local County HCBS case manager of the MFP referral. 

· HCBS will contact County SS Eligibility worker to discuss continuation of Medicaid eligibility after transitioning; i.e.: questions /services of HCBS. 

· Affirmation of continued Medicaid eligibility. 

· Eligibility criteria approval for MFP transition program.

·  Needs Assessment

· Obtain NF Care-Plan

· Explain process of needs assessment and independent living plan and NF discharge transition plan.

· Conduct needs assessment to identify service needs (TC). 

· Any report of neglect or abuse, follow-up with appropriate referral sources (DD, Protection & Advocacy, Ombudsman) along with NF. 

· Review of needs assessment by core team for future development of IL plan, and NF transition/discharge plan (core team: pertinent nursing facility staff, consumer, family, legal representative, HCBS and TC).

· Discuss importance of TC and SW communication at least 1X per week 

· NFSW schedules first discharge planning meeting after needs assessment conducted by TC.

· Prepare for and attend transition/discharge planning meeting

· TC explains the core team member’s role in the process of transition/discharge planning to consumer, family members, and legal representative.
· TC invites the local county HCBS Case Manager to the discharge planning meeting. 

· NFSW facilitates transition/discharge planning meeting

· Team discusses strengths, abilities and wishes of consumer through person-centered focus.

· Each team member should address area of need at transition/discharge planning meeting and define appropriate referrals.

· Team reviews Section 11, “Risk Mitigation” of needs assessment to identify risk factors.

· Team recommends emergency back-up plan: 3 levels

· Team recommends appropriate assessments/screenings/action necessary to minimize risk factors.

· Input from transition/discharge planning meeting will develop into IL plan or waiver, and NF transitional care-plan.

· TC to develop the Independent Living (IL) Plan (waiver) with consumer, legal representative, and family.

· Utilize MFP IL-plan to record goals.

· Utilize input from transition/discharge meeting and needs assessment to develop IL plan or waiver.

· Include Emergency Back-up Plan Info

· Level 1:  Consumer Developed Emergency Back-up Plan

· Level 2:  Identify the frequency of 24 Hour Nurse Call Service contact
· Level 3:  Extreme Emergency Back-up

· Address Risk Assessment and Risk Mitigation factors

· NF documentation of transition goals in facility care plan by NFSW. 

· Make copies for consumer, family, legal representative and team members. 

· Implementation of IL Plan by TC and consumer.

· Start with long-range goals first:  Ex:  Accessible housing, Social Security, home modifications, PCA services, durable medical equipment, screenings/assessments etc.

· Referrals to outside providers, such as IPAT, Protection & Advocacy (P&A) if applicable, etc.

· Submit any request to MFP for one time moving costs.

· Once long-range goals are progressing, start on skills training goals of teaching consumer skills to live independently, filing out needed applications, identifying needed household furnishings, medication issues, household services, etc.

· Notify DLN Consulting of the planned transition so that the pre-transition Quality of Live Survey is completed prior to transition.

· Notify MFP Nursing Quality Agency of Planned Transition for health related needs assessment completion. 
· NFSW schedules 2nd transition/discharge core-team planning meeting.

· Progress report given by each team member or specialty team, including consumer self-reporting

· Discharge transition date set depending on progress of goals.

· Specialty Team meetings can also be arranged to problem solve, etc. such as OT and PT meeting together with SW, TC and consumer to brainstorm problems.

· OT should conduct accessibility evaluation of home before transition and recommend equipment, safety features in home, etc.

· Submit additional transition moving cost requests to MFP if necessary.
· TC to invite HCBS Case Manager to planning meeting

· HCBS Case Manager to complete the HDBS Assessment, Care Plan, and MFP Final Level of Care to assure services start on day of transition.

· MFP Program Administrator is to be provided with copies of the IL plan, Risk Mitigation Plan, and Back-Up Plan for pre-transition review. 
· NFSW schedules final discharge meeting

· Review of goals

· Community/home visit before actual transition by consumer and TC.

· Prepare for transition day, plan for medications, prescriptions, medical supplies, equipment, money, groceries, transportation, etc.

· Attempt to schedule discharge/transition early in the week.
· Transition Day: Transition Coordinator is responsible to assure that all services are in place to meet the needs of the consumer upon transition to the community. TC will assure needed adjustment support is in place to optimize success of transition.
· Remain flexible and keep a positive attitude!  

· Obtain medications, prescriptions, and medical supplies from NF nurse.

· Obtain resident trust fund monies from business office of NF.

· Relocate consumer to community living situation by family or legal representative and TC.
· Assure backup services are in place, including emergency response system (ERS)
· Notify MFP Nursing Quality Agency of transition

· Notify MFP Program Administrator of transition.
· Addendum to IL plan by TC

· Always work with family, consumer, and legal representative to assure services are meeting the needs of the consumer.

· Add or discontinue IL goals after transition, as goals are met or needs change.

· Educate consumer on incident reporting requirements.

· Focus on emergency planning goals.

· Post emergency contact # within home. 
· Invite HCBS Case Manager to planning meeting.
· HCBS Case Manager will revise care-plan if necessary as support needs change.

· Follow-up by TC

· TC is to meet monthly and as need dictates with the consumer in their home for six months after transition. TC will meet with the consumer at lease once every two months and as needed after the first six months of transition.
· The Transition Coordinator will assist with all planning needs of the MFP consumer post transition, including assistance with return to institutional care, if community services are not successfully meeting the consumer’s needs. 
· Dis-enrollment criteria of MFP

· Consumer is dis-enrolled when:

· Residing in institution for over thirty days.

· If the consumer is re-institutionalized, but is expected to return home within six months:

· NFSW will assist the consumer’s physician write a letter to the Medicaid agency related to the plan for return to the community.
· Re-enrollment to MFP grant
· Consumer or family member, legal representative contacts TC if hospitalization occurs.

· TC will contact hospital discharge team ASAP upon hospital admission.

· Resume discharge-planning team at hospital.

· Identify reasons for hospitalization.

· TC review assessment

· TC update narrative on medical section of assessment

· Team and consumer, family and legal representative, addresses needs and services necessary to discharge.

· HCBS reassess and make changes in ADL’s and IADL’s or certain sections of assessment and develop new care-plan as necessary.

· TC develops additional IL goals to transition with consumer and legal representative.

· If readmitted to NF, discharge planning and eligibility to MFP grant pursued.  
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