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IV. Person-Centered Care Planning Process 
A. Requirements for Individualized Plans of Care Policy: 
The ADC will ensure that the individualized plans of care meet the criteria and expectations of HCBS. 
Procedure: 
1. Prior to admission, a preadmission interview with the registrant is completed to ensure the following areas can be addressed in our facility: 
• Physicals needs, including but not limited to, physical characteristics necessitating special considerations 
• Personal needs and activities of daily living 
• Religious and cultural preferences 
• Special medical needs 
• Special or regular diet needs, including but not limited to diets necessitated by cultural or religious preference or medical need 
• Social interests or needs 
• Financial management needs 

2. The RN completes an Initial Assessment and a follow up Assessment every 6 month thereafter or upon a change of condition.

 This address: 
• Registrant’s clinical history
 • Physical, mental and psychosocial symptoms/conditions 
• Medications, treatments/care, interventions needed 
• Pain management, 
• Registrant’s coping mechanisms 
• Registrant’s ability to participate in care and decision making 
• Family/caregiver supports 
• Home environment, appropriateness of home for care 
• Safety factors in home 
• Initial and ongoing needs 
• Teaching/registrant education required 
• Expected outcomes 
• Short-term and long-term goals 
• Functional abilities 
• Appropriate level of care determination 

3. The RN prepares a written initial care plan and every 6 months thereafter, or upon a change of condition, which identifies the patient’s individualized ADL needs, including but not limited to, the registrant’s level of assistance needed with showering, dressing, ambulating, transferring etc. 

        4. The RN then makes recommendations to the registrant’s physician based on the above assessment. 
        5. The Case Manger meets with the registrants and conducts a thorough initial assessment and annually thereafter. 
            The Social Assessment is registrant centered, and identifies the following: 
• Registrant routines, preferences, and dislikes 
• Registrant choices and ongoing discussions about their care 
• Registrant rights and responsibilities (A copy of which is given to each registrant upon admission and is also available in a Registrant common area). 

          6. Additionally, besides for the initial and annual assessments and care plan adjustments the person-centered care planning process is an ongoing process as needed for any changes to a registrant preferences, likes, dislikes or special requests. All such ongoing choices/ changes and modifications are documented in the registrants case notes and the care plan updated as needed. 
        7. In conjunction with the registrant’s physician and the registrant the individualized care plan and services plan is developed for the Agency to provide the individualized care necessary to meet these needs and goals of the registrant. This is documented across the various components that make up the registrant’s medical chart, including but not limited to, case management notes, UAS assessments, Med and Psych evaluations, and individualized care plan. 
        8. Any modifications to a registrant’s right to choose his or her roommate, to privacy in his or her unit, to lock and/or have a key to his or her unit, to have full access to the Facility, to access food at any time, to have visitors at any time to choose his or her daily schedules and activities, must be supported by a specific, assessed need and justified in the individualized care plan. 
   9. Each member of the health care team, upon review of all components of the registrant’s chart (assessments, case management notes, Plan of care, UAS) may recommend changes in the Plan of Treatment. Changes in the medical treatment must be authorized by the physician of record or author.
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