CHILD PROTECTIVE SERVICES (B)

INVESTIGATIONS

E & R SOCIAL SERVICES REVIEW GUIDE

A. CASE RECORD DETERMINATION:  (Check all that Apply)

 FORMCHECKBOX 
  Reviewed Case Record Items Appeared Appropriate

 FORMCHECKBOX 
  Attention Indicated For Record Keeping Issues

 FORMCHECKBOX 
  Attention Indicated For Case Management Practice



 FORMCHECKBOX 
  Immediate Attention Recommended

	CLIENT       
	CASE #      

	COUNTY       
	CWID       

	REVIEWER       
	DATE       


	A.  INTAKE AND INVESTIGATION

               (Complete for reports received within the past 24 months only.)


	     YES        NO          N/A

	1.  Was the alleged adult victim seen and interviewed within 10 calendar days of receipt of the report?
	 1.   FORMCHECKBOX 
           FORMCHECKBOX 
              FORMCHECKBOX 



	2.  Were the required collateral contacts (minimum of one) made during the investigation?


	 2.   FORMCHECKBOX 
           FORMCHECKBOX 
              FORMCHECKBOX 


	3.  Was the investigation completed within 30 days of receipt of the initial report or 60 days based on the interim justification?


	 3.   FORMCHECKBOX 
           FORMCHECKBOX 
              FORMCHECKBOX 


	4.  Was a Case Plan (Forms 387 and 388) developed within ten (10) calendar days of the justification for on-going APS?
	4.  FORMCHECKBOX 
           FORMCHECKBOX 
              FORMCHECKBOX 


	B.  ONGOING SERVICE PROVISION
	

	5.  Was a timely re-determination and Case Plan completed in the past 12 months?
	5.  FORMCHECKBOX 
           FORMCHECKBOX 
              FORMCHECKBOX 



	6.  Did the case manager make at least one face-to-face contact with the client each month of the review period?
	6.  FORMCHECKBOX 
           FORMCHECKBOX 
              FORMCHECKBOX 




	MONTH:
	MONTH:
	MONTH:

	     
	     
	     


APS Review Guide Continued

	C.  TARGETED CASE MANAGEMENT

	     YES        NO          N/A

	7.  Is there a Form 451 in the client’s record?


	7.  FORMCHECKBOX 
           FORMCHECKBOX 
              FORMCHECKBOX 


	8.  Is the Medicaid number of the recipient listed on the Tear Sheet the same Medicaid number listed on Form 451 in the client’s case record?


	8.  FORMCHECKBOX 
           FORMCHECKBOX 
              FORMCHECKBOX 


	9.  Is the Form 451 signed by the client or designee (if a Guardianship case)?


	9.  FORMCHECKBOX 
           FORMCHECKBOX 
              FORMCHECKBOX 


	10.  For the TCM month under review, was the date of service provided after the beginning service date listed on the application (Form 451)?  (Check “N/A” for cases NOT opened during the TCM month.)


	10.  FORMCHECKBOX 
           FORMCHECKBOX 
              FORMCHECKBOX 


	11.  Is a TCM service correctly documented on Form 452 for the review month?  (Must be labeled TCM, include date of service, place of service, name of person/agency contacted, persons present, and type of service, e.g., telephone, face-to-face, office, etc.)


	11.  FORMCHECKBOX 
           FORMCHECKBOX 
              FORMCHECKBOX 


	12.  Does the date on the Tear Sheet for the E&R review month match a TCM service date on the Form 452?


	12.  FORMCHECKBOX 
           FORMCHECKBOX 
              FORMCHECKBOX 


	13.
Was this a paid claim?  (Compare the Paid Claims List with the name of the client.  Check “N/A” if NOT listed.)


	13.  FORMCHECKBOX 
           FORMCHECKBOX 
              FORMCHECKBOX 


	D.  HIPAA
	

	14.  Is there a NPP (Notice of Privacy Practices) form or documentation in the record that the form has been sent to the client?


	14.  FORMCHECKBOX 
           FORMCHECKBOX 
              FORMCHECKBOX 


	For E&R Use Only

          Was the case correctly processed for TCM services?

          If a paid claim, was the case correctly processed?
	        FORMCHECKBOX 
           FORMCHECKBOX 
              FORMCHECKBOX 

        FORMCHECKBOX 
           FORMCHECKBOX 
              FORMCHECKBOX 



Comments:
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