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1. Please list dates and additional service needs communicated to the HOME Choice Case Manager and describe any needed follow-up.  If you have not recommended any additional services, please write “None” in the services recommended field.
	Date talked with Case Manager
	Service(s) Recommended
	Describe any follow-up

	[bookmark: Text7]     
	[bookmark: Text12]     

	[bookmark: Text13]     

	[bookmark: Text8]     
	[bookmark: Text15]     
	[bookmark: Text14]     

	[bookmark: Text9]     
	[bookmark: Text44]     
	[bookmark: Text45]     

	[bookmark: Text11]     
	[bookmark: Text16]     

	[bookmark: Text17]     

	[bookmark: Text10]     
	[bookmark: Text18]     
	[bookmark: Text19]     






2. Please list any additional home modifications/adaptations, dates of identification, and any follow-up.  If none, please write “none”.
	Date identified
	Home Modifications/adaptations needed
	Follow-up

	[bookmark: Text20]     

	[bookmark: Text21]     


	[bookmark: Text22]     

	[bookmark: Text23]     
	[bookmark: Text24]     

	[bookmark: Text25]     

	[bookmark: Text26]     
	[bookmark: Text27]     
	[bookmark: Text28]     

	[bookmark: Text29]     
	[bookmark: Text30]     

	[bookmark: Text31]     



				
3. Please list referral dates and follow-up activities.  If none, please write “none”.
	Referral date
	Service(s) referred to
	Foll0w-up activities
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Ohio Department of Medicaid
HOME CHOICE - SUMMARY OF POST-TRANSITION ACTIVITIES
	
For 4th deliverable, submit within 100 CALENDAR days following participant’s transition to community


7/1/2014			1					
4. For each post-discharge contact, please provide the date of contact and check the topics discussed and whether the contact was face-to-face rather than phone (F2F).   For example if you reviewed the post-discharge checklist over the phone on August, 8th of 2013, you would write in 8/8/13 under the Date of contact and check the box on the line for “Review post-discharge checklist”.  You would not check the box in the F2F column because the contact occurred via telephone.  If no post-discharge contacts occurred, please explain why in the box at the end of the table.
	Potential topics discussed during post-discharge contact
	Date of contact 1
	Date of contact 2
	Date of contact 3
	Date of contact 4
	Date of contact 5

	
	        
	     
	        
	     
	        

	
	mm     /  dd   /     yy
	mm    /    dd     /   yy
	mm   /     dd   /     yy
	mm   /     dd    /    yy
	mm   /     dd   /     yy

	
	Topic Discussed
	F2F
	Topic Discussed
	F2F
	Topic Discussed
	F2F
	Topic Discussed
	F2F
	Topic Discussed
	F2F

	Sufficiency of/additional need for medications & medical supplies/home modifications 
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Employment/education/training (assistance finding opportunities, transportation to interviews, etc.)
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Getting to medical appointments: Scheduling/addressing barriers if necessary (transportation)
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Assess any additional needs & contact HC CM if necessary
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Review post-discharge checklist (attached)

	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Discuss any Incidents that may have reflected a compromise in the health/safety of the participant. &  Review back up plan

	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	Contact made with landlord regarding: 
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	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
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	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	If fewer than two face-to-face visits, please explain why in the box to the right.
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5. Please describe any additional help participant/representative has needed obtaining or managing medications.  If none, write “none”.
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6. Please describe any additional employment resources or linkage to employment options provided.   If none, write “none”.
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7. Please describe any contact you have made with local behavioral health providers in the past 90 days.  If none, write “none”.
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8. Please describe the community resources to which the participant has been linked in the past 90 days.  If none, write “none”.
	Date of Linkage
	Community Resource(s)
	Describe any follow-up
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9. Please note how many calls you received for the following:
	
	How many calls did you receive from this participant/ representative for the following?
	How many times were you able to provide assistance when it was needed?

	Transportation to get to medical appointments
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	Life-support equipment repair/replacement
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	Critical health services
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	Direct service/support workers not showing-up
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	Other types of emergency situations (Specify)
	[bookmark: Text77]     
	[bookmark: Text78]     










10. 
	To Do List – Checklist-Post-Discharge (copy/expand as needed)

	[bookmark: Check81]|_|Furniture
	|_|Community access
	|_|Budget—are you paying your bills/staying within budget?

	|_|Groceries
	|_|Contact information:  Personal, HOME Choice, providers
	|_|Benefits in place:

	|_|Supplies:  Household, medical, etc.
	|_|Utilities, phone
	|_|Medicaid

	|_|Medications
	|_|Health and safety
	|_|Medicare

	|_|Appointments
	|_|Handling community living
	|_|SSI/SSDI

	|_|Landlord
	|_|Additional needs from HC startup funds
	|_|VA

	|_|Transportation
	|_|Additional support needs from providers
	|_|Food stamps

	|_|Providers/Services
	|_|Incidents
	|_|HEAP
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Submit this form to:

HOME Choice Operations Unit
Ohio Department of Medicaid/ Bureau of Long-Term Care Services and Supports
PO Box 182709, 5th Floor
Columbus, OH 43218-2709

E-Mail: HOME_Choice@medicaid.ohio.gov
Phone: 888-221-1560
Fax: 614-466-6945
