	PROVIDER CONTROLLED SETTINGS ASSESSMENT

This is for settings owned/leased/ operated by Waiver Providers. This include all IDDW sites that have 24/7 services provided.  

Specialized Family Care Homes are provider-operated settings.

This is also used if any member rents or leases from an unrelated paid caregiver. 

Any item that is answered “No” must be reported to the BMS Program Manager.

Type of Waiver program: ___IDDW   _____ADW _____TBIW______CSEDW
Type of setting: _____1 person ISS _____2 person ISS  ___3 person ISS   ____4 person Group Home
______Certified Specialized Family Care Home    
_____Other, please describe_______________________________________

A copy of all leases or residency agreements must be provided by the member for this assessment to be completed. Members residing in SFCP foster homes will have residency agreements.

MEMBER NAME:                                                       
RESIDENTIAL AGENCY:
CASE MANAGEMENT AGENCY:
	


























Yes
	


























No

	1. Do you lease or rent this place from either your residential provider, your case management provider or your unrelated live-in paid caregiver?
	
	

	1. Does your lease have, at a minimum, the same responsibilities, and protections from eviction that tenants have under the landlord/tenant law of the State, county, city, or other designated entity?
	
	

	1. Does your lease, residency agreement or other written agreement provide protections that address eviction processes and appeals comparable to those provided under the jurisdiction’s landlord tenant law?
	
	

	1. Do you have a case manager who is not affiliated with your residential provider? If the answer is No, then BMS must be notified. 
	
	

	1. Are you offered informed choices at least annually regarding what services and supports you want to receive? 
	
	

	1. Are you offered informed choices at least annually regarding about who you want to provide your services and supports? *Individuals living in a setting owned by a provider agency may have to receive services from that same agency in order to remain living there. 
	
	

	1. Has your staff been trained in your member-specific needs and is there documentation of that in your person-centered plan?
	
	

	1. Do you understand that you can request a change of residential or case management providers at any time?
	
	

	1. Were you offered the choice of a private unit (bedroom), if available?
	
	

	1. If you have a roommate, were you offered a choice of roommates?
	
	

	1. Were you able to choose this place where you are now living from among non-disability specific settings and is that option documented on your person-centered plan?
	
	

	1. Do you receive services in the community to the same degree of access as individuals not receiving Medicaid HCBS such as mail delivery, phone service, cable service, etc.?
	
	

	1. Does your setting provide transportation or access to transportation so you can have full access to the community?
	
	

	1. Do you have the freedom to furnish and decorate your bedroom and living area as you please within the lease or other agreement? 
	
	

	1. Is your home located in a community with private residences and retail businesses? 
	
	

	1. Do you receive access to materials/advertisements regarding activities occurring outside of this home in the community? 
	
	

	1. Are you able to participate in the daily activities of your choice and are you able to choose who participates in these activities with you?
	
	

	1. Do you have full access to a kitchen with cooking facilities, dining area, laundry, and comfortable seating if there are shared areas?  
	
	

	1. Do you have access to all common living areas in your home? 
	
	

	1. Do you have access to make private telephone calls/text/email when you want to? 
	
	

	1. Do you have the ability to set your own schedule for waking, bathing, eating and exercising activities? 	
	
	

	1. Do you have access to food at any time?
	
	

	1. Are you able to have visitors of your choice at any time? 
	
	

	1. Does your home meet your needs if you require supports such as grab bars, seats in the bathroom, ramps for wheelchairs, accessible appliances, etc.?  
	
	

	1. Do you have an opportunity to seek employment and work in competitive integrated settings if you want to work? 
	
	

	1. Do you have an opportunity to engage in community life? 
	
	

	1. Do you have an opportunity to control your personal resources such as spending money?
	
	

	1. If you need help with personal care needs, is it provided in private? 
	
	

	1. Do you feel your right to dignity and privacy are respected? 
	
	

	1. Do you have privacy in your bedroom?
	
	

	1. Do you have privacy in your bathroom? 
	
	

	1. Can you close and lock your bedroom door?  (Keys outside the door should be available to appropriate staff in case access is needed.)  
	
	

	1. Can you close and lock your bathroom door? (Keys outside the door should be available to appropriate staff in case access is needed.)
	
	

	1. Do you have comfortable places for private visits with family and friends? 
	
	

	1. Do you feel anyone is threatening you or forcing you to do something you don’t want to do?	
	
	

	1. Are you free from ever being tied up or restrained?
	
	

	1. Are you able to choose your own haircut/hairstyle/color, clothing, etc.? 
	
	

	1. Does your staff and family communicate with you in a dignified manner?
	
	

	1. If you request more services and supports that are available with the waiver program, do you get them? 
	
	

	1. Did you choose the people on your treatment team?
	
	

	1. Do you have person-centered planning meetings at least every 6 months or more often?
	
	

	1. Do your person-centered planning meetings occur at times and places convenient for you?
	
	

	1. Do you feel your person-centered planning meetings reflect your cultural considerations and are they conducted by providing information in plain language and in a manner that is accessible to individuals with disabilities and person who are limited English proficient
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	       44. Does the individual have a person-centered plan that is led by the individual, if possible, and based on a person-centered approach and is approved by Medicaid?
	
	

	       45. Does the person-centered plan describe the qualifications of the individual(s) who will be responsible for developing the person-centered plan?  
	
	

	       46. Does the person-centered plan define the services separately that are being furnished to the individual? 
	
	

	       47. Does the individual’s person-centered plan provide necessary information and support to ensure that the individual directs the process to the maximum extent possible and is enabled to make informed choices and decisions? Not Applicable if the individual chooses not to direct any of their services. 
	
	

	48. Does the person-centered plan include strategies for solving conflict or disagreement within the process including clear conflict-of-interest guidelines for all planning participants? 
	
	

	49. Does the individual have a method to request updates to their plan as needed? 
	
	

	50. Does the plan document any alternative home and community-based settings considered by the individual? 
	
	

	51. Does the member’s person-centered service plan reflect the services and supports that are important to the individual to meet their needs as identified through an assessment of functional need? 
	
	

	52. Does the member’s person-centered service plan reflect what is important to the individual in regard to their preference for the delivery of such services and supports? 
	
	

	53. Does the member’s person-centered plan correspond to the level of need of the individual and does it also equal the scope of services and supports available under the Waiver program? 
	
	

	54. Does the person-centered plan reflect the individual’s strengths and preferences?
	
	

	55. Does the person-centered plan identify the individual’s goals and desired outcomes? 
	
	

	56. Does the person-centered plan reflect the services and supports (paid and unpaid) that will assist the individual in achieving identified goals? 
	
	

	57. Does the person-centered plan reflect the providers of the individual’s services and supports including natural supports? 
	
	

	58. Does the person-centered plan reflect risk factors for the individual and does it put measures in place to minimize them, including bask-up plans and strategies when needed? 
	
	

	59. Does the person-centered plan identify the individual and/or entity responsible for monitoring the plan? 
	
	

	60. Is the current person-centered plan finalized and agreed to, with the informed consent of the individual in writing, and signed by all individuals and providers responsible for its implementation?
	
	

	61. Was the current person-centered plan distributed to the individual and other people involved in the plan?
	
	

	62. Does the current person-centered plan include those services, the purpose or control of which the individual elects to self-direct?  
	
	

	63. Does the current person-centered plan prevent the provision of unnecessary or inappropriate services and supports? 
	
	

	64. Is the person-centered plan reviewed and revised upon reassessment at least every 12 months, when the individual’s circumstances or needs change significantly, or at the request of the individual? 
	
	

	65.If any answer on this survey is no, are there reasons why these modifications are needed and are these modifications supported by an assessed need and documented on your person-centered plan? 
	
	



