
























The Little Things in Life 
 

  
Page 1 

 
  

Choice of when and what to eat  

 

Choice of what to wear  

 

Choice to call or visit friends and family 

 

Choice of place of worship 

 

Choice of temperature control 

 

Choice of recreation 

 

Choice to have privacy and security of possessions 

 

Choice of when to shower and/or take a bath 

 

Choice of uninterrupted sleep when you want it 

 

Choice of roommate 
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Presentation to: 2013 MFP Process Orientation Workshop 

Presented by: Carline Robertson, DHS DAS/MFP 

 

Date: 2/4/13 

 

MFP Quality of Life Survey 
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Mission 
The Georgia Department of Community Health 

We will provide Georgians with access to  

affordable, quality health care through  

effective planning, purchasing and oversight. 

 

We are dedicated to A Healthy Georgia. 
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Money Follows the Person (MFP) 

Quality of Life Survey 

• The Quality of Life survey is administered to all Money Follows the 

Person participants in every state participating in the Money Follows 

the Person initiative. 

 

• The Quality of Life survey is conducted to help CMS and DCH/MFP 

understand the perspectives and experiences of MFP participants as 

they resettle in the community.  
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Quality of Life Survey Measures Seven 

Domains Separated into Modules  

• Module 1: Living Situation 

• Module 2: Choice and Control 

• Module 3: Access to Personal Care 

• Module 4: Respect and Dignity 

• Module 5: Community Integration and Inclusion 

• Module 6: Satisfaction 

• Module 7: Health Status 
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Target Population is MFP participants transitioning 

from institutionalized care. 

The survey is administered to participants at three points in 
time. 
 30 days to 2 weeks before discharge or no more than 10 days 

after discharge from the nursing facility (completed by TC) 

 11 months after transition (completed by GHPC) 

 24 months after transition (completed by GHPC) 
 

 The QOL raw data file is exported to an Excel spreadsheet and sent to 
DAS point of contact.   

 Baseline Quality of Life interviews conducted after the transition to the 
community should be extremely rare and missed baseline Quality of Life 
interviews should not occur.  
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Questions 

• If you have questions, please feel free to contact 

Carline Robertson or JW Wright. 

• In addition, QOL analysis can be found on the DCH 

website.   

• Carline Robertson at 404-657-2429 

• JW Wright at 404-657-8756 
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Medicaid 
Rate

Pre-Transition 
Service

Procedure 
Code

Modifiers MFP 3 Digit 
Service 
Code

Rate Description (for full description, see MFP Policy & Procedures Manual Chapter 603) Maximum 
Cost per 
Service

Enhanced Peer Community 
Support

T2038 Q2, U1 PES 1 unit = one hour contact, billable in quarter-hour increments, at 
$50 per unit/hour; a maximum of 40 units/hours, for a total not to 
exceed $2,000, ends on day 365 of the demonstration period. 
Rate includes all costs associated with delivery of service.

This service provides for face-to-face visits before, during and after transition, from a qualified and where available, a 
certified peer supporter for the purpose of discussing transition experiences, problem solving and building 
connections to individuals and associations in the community. A case note is required to document each contact. ***

$2,000

Enhanced Trial Visit- 
Personal 
Support 
Services 
(PCH/CRA)

T2038 Q2, U2 PSS 1 unit of personal support = the current rate provided by the 
appropriate wavier. 1 unit of residential services = 1 day at $65 
per day. In NOW/COMP, I unit of CLSS/CRA = 1 day at $156, 
not to exceed $1044 per member, ends on day 365 of the MFP 
demonstration period. 

This service provides a brief period of personal support services or residential services during a trial visit to the 
community before transitioning. The purpose of this service is to give the participant an opportunity to manage and 
direct Personal Support Services (PSS) staff; interact with staff in the personal care home or community residential 
alternative and/or assist the owner/vendor to identify, develop and improve the PSS staff skills necessary to 
accommodate the needs of the participant. On a case-by-case basis, this service can be used post-transition by a 
participant who’s PSS services are arranged but delayed. ***

$1,044

Enhanced Household 
Furnishing 

T2038 Q2,  U3 HHF Limited to $1,500 per participant - ends on day 365 of the MFP 
demonstration period.

This service provides assistance to participants requiring basic household furnishings to help them transition back 
into the community. This service provides initial set-up assistance with a qualified residence. ***

$1,500

Enhanced Household 
Goods and 
Supplies

T2038 Q2, U4 HGS Limited to a maximum of $750 per participant, to be used during 
the 365 day demonstration period. $200 of the $750 can be 
used for a one-time purchase of groceries. 

This service provides assistance to participants requiring basic household goods (see Appendix P).  This service is 
intended to help the participant with the initial set-up of their qualified residence. ***

$750

Enhanced Moving 
Expenses

T2038 Q2, U5 MVE Limited to a maximum of $850  per participant - to be used 
during the 365 day demonstration period. 

This service may include rental of a moving van/truck and staff or the use of a moving or delivery service to move a 
participant's goods to a qualified residence. Although this service is intended as a one-time set-up service to help 
establish a qualified residence, under certain circumstances it may be used throughout the 365 day demonstration 
period. ***

$850

Enhanced Utility Deposits T2038 Q2, U6 UTD Limited to $500 per participant- ends on day 365 of the MFP 
demonstration period.

This service is used to assist participants with required utility deposits for a qualified residence. On a case-by-case 
basis, this service can be used to pay past-due utility bills in order to re-connect utilities to a qualified residence. ***

$500

Enhanced Security 
Deposits

T2038 Q2, U7 SCD Limited to $1,000 per participant- ends on day 365 of the MFP 
demonstration period.

This service is used to assist participants with housing application fees and required security deposits for a qualified 
residence.  ***

$1,000

Enhanced Transition 
Support

T2038 Q2, U8 TSS Limited to $600 per participant – ends on day 365 of the 
demonstration period.

This service provides assistance to help participants with unique transition expenses (obtaining documentation, 
accessing paid roommate match services, etc.). This service provides funding for needs that are unique to each 
participant, but necessary for a successful transition. ***

$600

Enhanced Transportation T2038 Q2, U9 TRN 1 unit = a one-way trip, up to $500. Service is designed to cover 
the cost of multiple one-way or round trips totaling no more than 
$500, can be used pre and post-transition, ends on day 365 of 
the demonstration period.

This service assists participants with transportation needed to gain access to community services and resources (i.e. 
housing).  This service is used when other forms of transportation are not otherwise available.  This service does not 
replace the Medicaid non-emergency transportation (for medical appointments) or emergency ambulance services. 
***

$500

Enhanced Life Skills 
Coaching

T2038 Q2, U10 LSC 1 unit = one half- hour of contact training/coaching or 
group/individual training activities, billable at $25 per half-hour, 
to a maximum of 60 units or 30 hours training/coaching, limited 
to $1,500 per participant, ends on day 365 of the demonstration 
period. Rate includes all costs associated with the delivery of 
service.

This service provides for life skills coaching and independent living skills training. Participants must be assisted to: 1) 
complete an individualized training needs assessment (ITNA), 2) complete up to 30 hours of customized training 
focused on skill development, lead by a qualified trainer/coach 3) participate in individual and group activities 
designed to reinforce skill development, and 4) evaluate the impact of the training. This service requires structured, 
instructor-lead, customized training/coaching based on the results of the ITNA. The trainer/coach documents 
training/coaching with a case note and reports the results of the evaluation. ***

$1,500

Not to exceed $10,244
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Medicaid 
Rate

Post-Transition 
Service 

Procedure 
Code

Modifiers MFP 3 Digit 
Service 
Code

Rate Description (for full description, see MFP Policy & Procedures Manual Chapter 603) Maximum 
Cost per 
Service

Enhanced Skilled Out-of-
Home Respite

T2038 Q2, U11 SOR 1 unit = $134.17 per day, limited to 14 units or $1,878.38 per 
member - ends on day 365 of the MFP demonstration period.

This service provides a brief period of support or relief for caregivers or family members caring for an elderly or 
disabled individual.  This service will pay for up to 14 days during the MFP 365 day demonstration.  The respite is 
done at a GA qualified nursing facility or community respite provider approved through a Georgia waiver program. On 
a case-by-case basis this service can be used by a participant who is waiting for environmental modifications to be 
completed to their qualified residence. ***

$1,880

Enhanced Caregiver 
Outreach & 
Education

S5110  Q2, U12 COE 1 unit = one half- hour of contact caregiver training, billable at 
$25 per half-hour, to a maximum of 40 units or 20 hours, 
delivered by a qualified caregiver specialist, limited to $1,000 
per participant, ends on day 365 of the demonstration period. 
Rate includes all costs associated with delivery of service.

This service provides outreach, information, referral and education to caregivers who support MFP participants. This 
service includes; 1) an assessment that identifies sources of a caregiver’s stress, 2) consultation and education with 
a qualified, trained caregiver specialist to develop a Caregiver Support Plan with strategies to reduce caregiver 
stress and 3) assistance to identify and obtain local services and resources to meet the caregiver’s needs. The 
qualified caregiver specialist documents activities with case notes. This service is not provided in order to educate 
paid caregivers. ***

$1,000

Enhanced Home Care 
Ombudsman

T2038 Q2, U13 HCO 1 unit = one hour contact at $150 per hour, billable in quarter-
hour increments at $37.50, limited to $1,800 per participant, 
ends on day 365 of the demonstration period. Rate includes all 
costs associated with delivery of service.

This service provides regular monthly contacts made by a qualified home care ombudsman, for review of a 
transitioned participant’s health, welfare and safety; provides advocacy for participants to respond to and resolve 
complaints related to MFP and waiver services and how these services are provided. Service is limited to participants 
who transition into a qualified residence (see Appendix A for details). Three face-to-face contacts are required, the 
first F2F contact must be completed within 30 days of discharge; additional monthly contracts (F2F or phone 
contacts) can be arranged as needed. A case note is required to document each contact. ***

$1,800

Enhanced Equipment, 
Vision, Dental 
and Hearing 
Services

T2038 Q2, U14 EQS Limited to $4,000 per participant - ends on day 365 of the MFP 
demonstration period.

This service provides equipment, vision, dental, hearing aids and related services and certain types of assistive 
technology and services that are not otherwise covered by Medicaid. Items and services obtained must be justified in 
the Pre/Post-ITP/ISP and be necessary to enable participants to interact more independently and/or reduce 
dependence on physical supports and enhance quality of life. Covers normal and customary charges associated with 
one vision examination and one pair of basic prescription glasses. Covers normal and customary charges for one 
dental examination and cleaning and/or dental work necessary to maintain or improve independence, health, welfare 
and safety. Covers normal and customary charges for hearing aids and related services. Two quotes are required for 
purchase of a single piece of equipment costing $1000 or more. ***

$4,000

Enhanced Specialized 
Medical Supplies

T2038 Q2, U15 SMS Limted to $1,000 per participant - ends on day 365 of the MFP 
demonstration period.

Service includes various specialized medical supplies that enable MFP participants to maintain or improve 
independence, health, welfare and safety and reduce dependence on the physical support needed from others. The 
service includes incontinence items, food supplements, special clothing, bed wetting protective chucks, diabetic 
supplies and other supplies that are identified in the approved in the Pre/Post-ITP/ISP and that are not otherwise 
covered by Medicaid. Ancillary supplies necessary for the proper functioning of approved supplies are also included 
in this service. Two quotes are required for the single purchase of specialized medical supplies costing $1000 or 
more. ***

$1,000

Enhanced Vehicle 
Adaptations 

T2038 Q2, U16 VAD Price of the lowest quote, limited to $6,240 per member-  ends 
on day 365 of the MFP demonstration period.

This service enables individuals to interact more independently, enhancing their quality of life and reducing their 
dependence. Limited to participant's or the family's privately owned vehicle and includes such things as driving 
controls, mobility device carry racks, lifts, vehicle ramps, wheelchiar tie-downs and occupant restraint systems, 
special seats and other interior modifications for access into and out of the vehicle as well as to improve safety while 
moving.  Two quotes are required for adaptations costing $1000 or more. ***

$6,240

Enhanced Environmental 
Modification

T2038 Q2, U17 EMD Price of the lowest quote, limited to $8,000 per member- ends 
on day 365 of the MFP demonstration period.

This service provides assistance to participants requiring physical adaptations to a qualified residence, including 
qualified residences under the Housing Choice Voucher or Other Housing Subsidy program or a community home on 
a case-by-case basis.  This service covers basic modifications needed by a participant to ensure health, welfare and 
safety and/or to improve independence in ADLs. Two scope/bids are required, three scope/bids are recommended. 
Total scope/bids of $2,500 or more, require building permits. The MFP Home Inspection Service must be completed 
prior to beginning the environmental modifications and after modifications are completed to ensure participant health, 
welfare and safety and quality work. ***

$8,000

Enhanced Home Inspection T2039 Q2, U18 HIS 1 unit = one inspection with relevant report from a qualified 
inspector, billable at $250, limited to $1,000, ends on day 365 of 
the MFP demonstration period. 

This service provides for home/building inspections, required before and after MFP Environmental Modifications 
(MFP-EMD) are undertaken. This service is used to identify and report on needed structural repairs to a qualified 
residence and to identify and make recommendations for appropriate and cost-effective environmental modifications 
before they are started. This service also provides for post-inspections after modifications are complete, in order to 
ensure quality work and compliance with relevant building codes and standards. The inspector providing the service 
is not affiliated with the contractors providing the environmental modifications. ***

$1,000

Enhanced Supported 
Employment 
Evaluation

S5110  Q2, U19 SEE 1 unit = one complete Vocational Discovery Process with 
Vocational Profile and referrals to a mimimum of three 
community resources, limited to $1,500 per participant, ends on 
day 365 of the demonstration period. 

This service provides assistance to participants seeking career planning and supportive, customized and/or 
competitive employment. Participants engage in a guided/facilitated Vocational Discovery Process. Based on the 
Discovery Process, a Vocational Profile is completed. The Vocational Profile identifies a path to employment. These 
services may be procured from a qualified vocational/employment service provider. The provider is required to assist 
the participant to make connections to a minimum of three unique community resources necessary to support choices 
for supportive, customized and/or competitive employment. ***

$1,500

Maximum Post-transition cost $26,420
***MFP service procedures are based on authorized and approved services as specified in the participant's transition service plan.**  Q2-HCFA/ORD demonstration project procedures / service; U- Medicaid Level of Care (1 thru 20), as Defined by Georgia Medicaid (DCH)



Authorization for 

MFP Transition Services 

MFP Authorization for Transition Services_Revised_011513 

MFP Field Personnel note: complete the following to authorize MFP Transition services that were included 

in the participant’s Individualized Transition Plan. Each MFP service included must have been selected, 

justified and initialized by the participant in the ITP.  

 

Participant First Name:        Participant Last Name:        

Participant Medicaid ID#:        Participant Date of Birth:       

Participant Address:         Participant City:        Zip:       County:       

Participant Phone Number:        Other Contact Name:         Other Phone:        

(Anticipated) Transition Date:        COS Waiver Type:        

       Total Pre-Transition $’s Authorized:       
(Pre-transition services are not to exceed $10,244.00 in the 365 day demonstration period). 
 

 Total Post-Transition $’s Authorized:       
Post-Transition services are not to exceed $26,420 in the 365 day demonstration period. 

MFP Field Personnel Name:        

Office Location:       Phone:         Email:       

Authorizing Signature:  _________________________________________ Date Signed:       

Notice: (Step 1) Send this completed Authorization to Fiscal Intermediary via File Transfer Protocol 

(FTP). (Step 2) Send this complete Authorization to the DCH/MFP Office via FTP. 

Vendor Pre Transition Services $’s Authorized 

                                               

                                               

                                               

                                               

                                               

                                               

                                               

                                               

                                               

                                               

Vendor Post Transition Service $’s Authorized 

                                               

                                               

                                               

                                               

                                               

                                               

                                               

                                               

                                               



MFP Authorization For 

Use or Disclosure of Health Information 

MFP Authorization for Use or Disclosure of Health Information Revised 011513 Page 1 of 2 

Completion of this document authorizes the disclosure and/or use of individually identifiable 

health information, as set forth below, consistent with Georgia and Federal law concerning the 

privacy of such information. Failure to provide all information requested may invalidate this 
Authorization. 

USE AND DISCLOSURE OF HEALTH INFORMATION 

I hereby authorize the use or disclosure of my health information as follows: 

Member Name: _______________________________________________________________ 

Medicaid ID #:  _______________________________________________________________ 

Health Plan Name: ____________________________________________________________ 

Persons/Organizations authorized to receive, use or disclose the information i are: 

  MFP Field Personnel *  

  Waiver assessment/case management staff *   

  My Representative (Legal, etc.) * 

  MFP service providers (Peers, Ombudsman, etc.) * 

 * Personnel located in Georgia and in the state to which you are transitioning.    

Purpose of requested use or disclosure: ii for screening and assessment and participation in MFP.   
This Authorization applies to the following information (select only one of the following):iii 

All health information pertaining to any medical history, mental or physical condition and 
treatment received.  

 [Optional] Except: ____________________________________________________ 

 Only the following records or types of health information (including any dates).  This may 
consist of psychotherapy notes, if specifically authorized: 
_________________________________________________________________________ 

_________________________________________________________________________ 

EXPIRATION 

All information I hereby authorize to be obtained from this inpatient facility will be held strictly 
confidential and cannot be released by the recipient without my written consent. I understand that 
this authorization will remain in effect for: (PLEASE CHECK ONE)  

  ninety (90) days unless I specify an earlier date here: ___________________________ 

  one (1) year 

  the period necessary to complete transactions related to my participation in Money Follows the 
Person on matters related to services provided to me through Money Follows the Person.  

I understand that unless otherwise limited by state or federal regulation, and except to the 
extent that action has been taken based upon it, I may withdraw this authorization at any time.  



MFP Authorization For 

Use or Disclosure of Health Information 

MFP Authorization for Use or Disclosure of Health Information Revised 011513 Page 2 of 2 

NOTICE OF RIGHTS AND OTHER INFORMATION 

I may refuse to sign this Authorization. 

I may revoke this authorization at any time. My revocation must be in writing, signed by me or on 

my behalf, and delivered to the following address:  ___________________________ 

______________________________________________________________________. 

My revocation will be effective upon receipt, but will not be effective to the extent that the Requestor 

or others have acted in reliance upon this Authorization. 

I have a right to receive a copy of this authorization.iv 

Neither treatment, payment, enrollment or eligibility for benefits will be conditioned on my providing 

or refusing to provide this authorization.v 

Information disclosed pursuant to this authorization could be re-disclosed by the recipient and might 

no longer be protected by federal confidentiality law (HIPAA).   

______________________________________________________________________ 

Signature of Member or Authorized Representative     Date 

____________________________________________________________________ 

If Signed by Representative, State Relationship or Basis of Authority 

                                                 
i
 If the Authorization is being requested by the entity holding the information, this entity is the Requestor. 

ii The statement “at the request of the individual” is a sufficient description of the purpose when the individual initiates 
the authorization and does not, or elects not to, provide a statement of the purpose. 

iii
 This form may not be used to release both psychotherapy notes and other types of health information (see 45 CFR § 

164.508(b)(3)(ii)). If this form is being used to authorize the release of psychotherapy notes, a separate form must be 
used to authorize release of any other health information. 

iv
 Under HIPAA, the individual must be provided with a copy of the authorization when it has been requested by a 

covered entity for its own uses and disclosures (see 45 CFR § 164.508(d)(1), (e)(2)). 

v
 If any of the exceptions to this statement, as recognized by HIPAA apply, then this statement must be changed to 

describe the consequences to the individual of a refusal to sign the authorization when that covered entity can condition 
treatment, health plan enrollment, or benefit eligibility on the failure to obtain such authorization. A covered entity is permitted 
to condition treatment, health plan enrollment or benefit eligibility on the provision of an authorization as follows: (i) to conduct 
research-related treatment, (ii) to obtain information in connection with a health plan’s eligibility or enrollment determinations 
relating to the individual or for its underwriting or risk rating determinations, or (iii)  to create health information to provide to a 
third party or for disclosure of the health information to such third party. Under no circumstances, however, may an 
individual be required to authorize the disclosure of psychotherapy notes. 



CHECKLIST FOR TRANSITION TO THE COMMUNITY 

(For Use with Participants Transitioning to CCSP/SOURCE or ICWP) 

Rev_011513 
 

Participant Name:  ________________________________ Medicaid ID #:_________________________________ DOB:  _______________ 

DCH/MFP Checklist for Transition to the Community Revised 011513        Page 1 of 4 

Current Location:  _______________________________ Best Contract Phone #:  ___________________________________ 

Current Address: __________________________________________ City: ____________________________________  Zip: _________ 
 

Step Responsible Action Step/Notes Results 

1. Referral is received and participant is identified as eligible for 

screening. Setup appointment for face to face (F2F) screening 

with inpatient/family.  

 

 Referral Source 

 MFP Field 

Personnel 

  

2. Begin F2F screening using MFP Transition Screening Form. 

Determine eligibility for MFP. Ensure participant has expressed 

a desire to leave the institution.  

Participant is eligible based on following criteria.  

 Inpatient for at least 90 consecutive days 

 At least one day of stay was paid by Medicaid 

 Meets institutional level of care 

 Will resettle into qualified housing 

 

 Participant 

 MFP Field 

Personnel  

  

3. All applicable consent and release forms obtained and signed. 

 MFP Consent For Participation 

 Authorization for Use or Disclosure of Health 

Information 

 

 MFP Field 

Personnel 

 Participant 

  

4. Complete screening and conduct review of facility records to 

verify information obtained during screening. Verification of 

guardianship obtained if applicable. 

 

 Participant 

 MFP Field 

Personnel  

  

5. Provide participant with copies of and review the Home and 

Community Services: A Guide to Medicaid Waiver Programs in 

Georgia, and the MFP Brochure. 

 

 Participant 

 MFP Field 

Personnel 

  



CHECKLIST FOR TRANSITION TO THE COMMUNITY 

(For Use with Participants Transitioning to CCSP/SOURCE or ICWP) 

Rev_011513 
 

Participant Name:  ________________________________ Medicaid ID #:_________________________________ DOB:  _______________ 

DCH/MFP Checklist for Transition to the Community Revised 011513        Page 2 of 4 

Step Responsible Action Step/Notes Results 

6. MFP Transition Screening Form and attachments are 

complete to determine appropriate waiver referral and then sent 

to assigned waiver program for pre-screen. If referred to a 

waiver, the participant accepts waiver referral recommendation. 

 

 MFP Field 

Personnel 

 MFP Participant 

  

7. Assist participant to recruit a transition team (to include the 

participant’s circle-of-support, other identified stakeholders and 

inpatient facility discharge planners).  

 

 Participant 

 MFP Field 

Personnel 

  

 8. Convene the transition team and complete pre-discharge 

transition planning and the Pre-ITP. Establish short and long-

term goals. At a minimum, the team identifies and describes in 

the Pre-ITP the need for qualified residence type/living 

arrangements, health and nutrition goals, 24/7 emergency backup 

plans, a personal care physician or clinic and a pharmacy in the 

community.  

 

 Participant 

 Circle of Support 

 MFP Field 

Personnel 

  

9. The transition team assists the participant/family in identifying 

and selecting appropriate MFP transition services (Pre-ITP Part 

A) and generic waiver services and other community service 

(Pre-ITP Part B). Assist the participant to begin a housing search 

using tools available including www.georgiahousingsearch.org  

 

 

 Participant 

 Transition 

Team/Circle of 

Support 

 MFP Field 

Personnel 

  

10. Identify and list Pre-ITP Plan Assignments for the 

participant, family/friends and support/transition team. All 

persons participating in the development of the Pre-ITP sign the 

Pre-ITP Signature Page. Field personnel distribute copies to 

participant and all members of the transition team.  

 

 

 Participant 

 Transition Team 

 MFP Field 

Personnel 

 Waiver CC/CM 

  

http://www.georgiahousingsearch.org/


CHECKLIST FOR TRANSITION TO THE COMMUNITY 

(For Use with Participants Transitioning to CCSP/SOURCE or ICWP) 

Rev_011513 
 

Participant Name:  ________________________________ Medicaid ID #:_________________________________ DOB:  _______________ 

DCH/MFP Checklist for Transition to the Community Revised 011513        Page 3 of 4 

Step Responsible Action Step/Notes Results 

11. Process MFP Authorization for Transition Services. Arrange 

for vendors to provide pre-transition services.  

 

 

 MFP Field 

Personnel 

 Vendor 

 DCH/MFP 

  

12. Initiate pre-transition services.   MFP Field 

Personnel 

  

13. Arrange pre-transition visit of participant to community 

setting. Review potential qualified residences and identify 

community transportation options. 

 

 Participant  

 MFP Field 

Personnel 

 Peer supporter 

 Waiver CC/CM 

  

14. Quality of Life (QOL) survey completed 30 days prior to 

discharge but not later than 10 days post-discharge. 

 

 Participant 

 MFP Field 

Personnel 

  

15.  Date established for participant discharge from institution. 

Review of Pre-ITP with transition team. Have all tasks been 

completed as identified in the Pre-ITP? 

 

 Participant 

 MFP Field 

Personnel 

 Waiver CC/M 

   

16. Day of discharge: 

 Supply change of address for social security benefits 

 Provide copy of discharge paperwork to DCH/MFP 

 Vendors submit Request for Vendor Payment to MFP 

field personnel with supporting documentation, after 

delivery to the participant in the community. 

 

Field personnel must submit Vendor Import File to the Fiscal 

Intermediary (FI) and DCH/MFP office with supporting 

documentation.  

*Note: Will appear as needed throughout the billing process 

 

 Participant 

 MFP Field 

Personnel 

 DCH/MFP 

  



CHECKLIST FOR TRANSITION TO THE COMMUNITY 

(For Use with Participants Transitioning to CCSP/SOURCE or ICWP) 

Rev_011513 
 

Participant Name:  ________________________________ Medicaid ID #:_________________________________ DOB:  _______________ 

DCH/MFP Checklist for Transition to the Community Revised 011513        Page 4 of 4 

Step Responsible Action Step/Notes Results 

17. Discharge Day Checklist is completed and submitted to DCH 

MFP. 

 

 MFP Field 

Personnel 

  

18. Completed discharge documents / information forwarded to 

DCH MFP via FPT –  

 DMA - 59 with the last date of institutional care indicated,  

 DMA - 6 OR Level of Care document,  

 Communicator indicating date for waiver admission (used 

only for non-SSI participants) 

 MFP Field 

Personnel 

 DCH/ MFP 

  

19. DCH MFP enrolls participant into MFP assignment plan. 

Waiver services begin. 

 

 DCH /MFP 

 Waiver CM/CC 

 Waiver service 

providers 

  

20. MFP field personnel conduct scheduled follow-up visit 

within 30 days of discharge to conduct post-discharge transition 

planning and complete the Post-ITP. Arrange for and initiate 

post-discharge MFP transition services. 

 

 Participant 

 MFP Field 

Personnel 

Waiver CC/CM 

  

21. Coordinate and/or arrange for the 2
nd

 Quality of Life (QoL) 

survey to be completed at 11 months post-discharge.  
 MFP Field 

Personnel 

 QoL Surveyor 

 Participant 

  

 



Money Follows the Person  

Participant Complaint Form 

MFP_Participant_Complaint_Form_rev_011513 

Use this form to report a complaint regarding a MFP service delivered to a participant. Complete separate form 

for each complaint and for each service.  

Participant First Name:          Participant Last Name:        

Participant Medicaid ID#:         Date of Birth (mm/dd/yyyy):       

Address:          City:        Zip:        County:       

Participant Phone Number:          Other Contact Name:          

Other Contact Phone Number:       

Discharge Date (mm/dd/yyyy):         Waiver Name:        

MFP Field Personnel Name:          Phone:        

Date of Complaint (mm/dd/yyyy):          Name of Person Completing Form:        

 

Summary of Complaint/Issues to Resolve:  

      

 

 

 

 

Action Plan:  

      

 

 

 

 

Process Improvement (what was instituted to evaluate the action plan and reduce risk to the 

participant?  

      

 

 

 

 

 

Define follow-up time frames (Act/Monitor) for evaluating effectiveness of process:  

      

 

 

 

 
 

If applicable, complete information and select the MFP service that is focus of complaint:   

Note: Send this completed Participant Complaint Form to the DCH MFP Office via File Transfer Protocol or 

by fax to the MFP Project Director, Pam Johnson at 770-408-5883. 

Vendor MFP Transition Service 

                                          



Money Follows the Person  

Notice of Denial or Termination Letter 

To:______________________________________________ Date:__________________ 

_________________________________________________ 

_________________________________________________ 

MFP_Denial_Term_Letter_Rev_011513 

Your participation in Money Follows the Person (MFP) has been given careful consideration.   

A. In accordance with Deficit Reduction Act of 2006, Money Follows the Person Demonstration P.L. 109-

171, Title VI, Subtitle A, Chapter. 6, Subchapter B, Sec 6071, 120;  as amended by the Affordable Care 

Act of 2010, P.L. 111-148, Title II, Subtitle E, Sec 2403(a), (b)(1), 124 Stat. 304, and the Georgia 

Money Follows the Person Policy and Procedures Manual Chapter 601.2, 601.4, 601.7 and 602.2, you 

have been determined ineligible for MFP because:  

 You have not resided in an inpatient facility (hospital, nursing facility, ICF) for at least 90 consecutive days; 

short-term rehabilitative stays do not count. 

 You have not been receiving Medicaid benefits for inpatient services provided by an inpatient facility. 

 You do not require the level of care provided in an inpatient facility.  

 You did not transition into a qualified residence. 

 You did not cooperate in the transition planning process (describe process/steps and non-participation): 

______________________________________________________________________________________ 

B. In accordance with Deficit Reduction Act of 2006, Money Follows the Person Demonstration P.L. 109-

171, Title VI, Subtitle A, Chapter. 6, Subchapter B, Sec 6071, 120;  as amended by the Affordable Care 

Act of 2010, P.L. 111-148, Title II, Subtitle E, Sec 2403(a), (b)(1), 124 Stat. 304, and the Georgia 

Money Follows the Person Policy and Procedures Manual Chapter 601.2, 601.4, 601.7, 602.2, 604.6, 

and Chapter 605.6 and 605.7, you have been determined no longer eligible because: 

 You are no longer receiving Medicaid benefits. 

 You have moved to a non-qualified residence. 

 You no longer meet institutional level of care criteria. 

 You have informed us that you no longer wish to participate in MFP. 

 You have moved outside of the service area for the State of Georgia.  

 You have been readmitted to an inpatient facility for a period of six (6) months or more.  

_________________________________    ________________________________ 

MFP Field Personnel Signature     MFP Field Personnel (Print Name) 

_________________________________ 

Telephone Number 

If you disagree with this decision, you may request a fair hearing. Your request for a hearing must be 

received by the Department of Community Health within 30 calendar days from the date of this letter.  

Your request should be sent to the following address: 

Department of Community Health 

Legal Services Section 

2 Peachtree Street, NW, 40
th

 Floor 

Atlanta, GA 30303-3159 



Money Follows the Person  

Notice of Denial or Termination Letter 

To:______________________________________________ Date:__________________ 

_________________________________________________ 

_________________________________________________ 

MFP_Denial_Term_Letter_Rev_011513 

 

NOTICE OF YOUR RIGHT TO A HEARING 

 

To request a hearing, you must ask for one in writing. Your request for a hearing must be received by the 

Department of Community Health within 30 calendar days from the date of this letter. You must include a 

copy of this Notice of Denial letter from the Money Follows the Person Transition Coordinator.  Your request 

should be sent to the following address: 

 

Department of Community Health 

Legal Services Section 

2 Peachtree Street, NW, 40
th

 Floor 

Atlanta, GA 30303-3159 

 

If you want to keep your services, you must send a written request for a hearing to the Department of 

Community Health.  Your request for a hearing must be received by the Department within 30 calendar days 

from the date of this letter. If this action is sustained by a hearing decision, you may be held responsible for the 

repayment of continued services that were provided during the appeal. 

 

The Office of State Administrative Hearings will notify you of the time, place, and date of your hearing. An 

Administrative Law Judge will hold the hearing. In the hearing, you may speak for yourself or let a friend or 

family member speak for you. You may also ask a lawyer for help. You may be able to get legal help at no cost. 

If you want a lawyer to help, you may call one of these numbers:  

 

Georgia Legal Services Program 

800-498-9469 (statewide legal services, except for the counties served by Legal Aid) 

 

Georgia Advocacy Office 

800-537-2329 (statewide advocacy for persons with disabilities or mental illness) 

 

Atlanta Legal Aid 

404-377-0701 (Dekalb/Gwinnett Counties)  

770-528-2565 (Cobb County) 

404-524-5811 (Fulton County)  

404-669-0233 (S. Fulton/Clayton County) 

 

State Ombudsman Office 

888-454-5826 



MFP Discharge Day Checklist 

DCH MFP Discharge Day Checklist 011513 

MFP Field Personnel Name/Phone #: 
 

Date: 

MFP Participant Housing at Discharge 
 Participant Name: Medicaid ID# Date of Birth: 

New Address: City: Zip: County: 

Phone Number 
 

MFP Target Population (check only one): 
 OA (65+yoa)   PD  TBI   DD 

Change Of Address Notification To: 
 DFCS  Social Security  Other (specify) ___________ 

Housing Type:  01-Home owned by Participant    02-Home owned by Family Member    03-Apt/House Leased by Participant, Not Assisted Living   
 04-Apt. Leased by Participant, Assisted Living   05-Group Home of No More Than 4 People/PCH    Lives with family (check for yes) 

Housing Subsidy: If H3-Apt/House Leased by Participant, check box for housing subsidy used:    HS1- Sec8 HCV,    HS2-Project Based Rental 
Assistance/ Based On Income,  HS3- Low Income Housing Tax Credit ,  HS4- Other Subsidy (specify)____________  HS5-No Subsidy/Market Rate  

Services at Discharge: Item Key: N=Needed; O=Ordered; S = Secured; N/A=Not Applicable 

Items (provide items for all that apply): 
____  Environmental Modifications;   ____  Security Deposit;   ____  Utility Deposits: __________________;  ____  Other: ______________ 

____  Household items:  ____  Kitchen: ____________________ ; ____  Bath: _______________________;  ____  Bed: _______________ 

____  Food & Nutrition: ______________________________________________________________________________________  

____  Health & Hygiene: ______________________________________________________________________________________ 

____  RX Medications _________________________________________________________________________________________ 

____  Medical Services/DME Equipment: ______________________________________________________________________________ 

____  Assistive Technology Devices: _______________________________________________________________________________ 

____  Life Skills/ Socialization: __________________________________________________________________________________ 

____  Financial: _______________________________________________________________________________________________ 

____  Transportation: __________________________________________________________________________________________ 

____  Other:(list) ______________________________________________________________________________________________ 

Waiver: Waiver Case Manager/Care Coordinator/Planning List Admn/Case Expeditor:  Phone: 
 

Waiver services ordered at discharge: 

___________________________________;    _____________________________________;    ______________________________________;  

___________________________________;    _____________________________________;    ______________________________________; 

Are providers identified to begin services upon discharge?: Yes  No*   If no, explain: 
 

Name of Community Pharmacy: Name of Community Doctor/Clinic:  

24/7 Emergency plan reviewed: Yes  No  If no, explain: 
 

Identify participant’s unmet needs upon discharge and the plan to meet these unmet needs: (attach additional sheets as needed) 
 

Follow-up Visits/Quality Management 
Home Visits:  Provide schedule for follow up visits:  

 Field Personnel/TC: 1st Scheduled Visit to complete Post-ITP: _____________________________; 2nd Scheduled Visit: _______________________ 

 Waiver Case Mgr /Care Coordinator/Support Coordinator/PLA Name:________________________________  Phone: ________________________ 

                         1st Scheduled visit: _______________________________; 2nd Scheduled Visit: ________________________________ 

 Home Care Ombudsman Name: _________________________________ Phone: __________________ Email: ___________________________ 

                         1st Scheduled F2F visit (or n/a): ___________________________; 2nd Scheduled  Visit: __________________________________ 

 County DFCS Office Contact:_________________________________ Phone: ____________________ Email: _____________________________ 

Quality of Life Survey:   Baseline Survey -  Completed  Scheduled: ____________________    Rescheduled: _________________________ 

Participant Tracking 
This report sent to DCH MFP Office attention: ___________________________  
 This report faxed to participant’s Case Manager/Care Coordinator 

Date: 

 



Money Follows the Person 

Enrollment End Letter 

MFP ENROLLMENT END LETTER_rev_011513 

 
DATE 

 

PARTICIPANT NAME 

PARTICIPANT ADDRESS 

PARTICIPANT CITY, STATE ZIP 

 

Dear PARTICIPANT NAME, 

On DATE, you discharged from an inpatient facility into the community though 
Money Follows the Person (MFP).  Participation in MFP is limited to 365 calendar 

days. Your 365 days of enrollment in MFP will end on DATE.  

You will continue to receive waiver services through the Medicaid HCBS Waiver, 

NAME OF WAIVER, so long as you continue to meet eligibility criteria for that 
waiver. Please contact NAME OF WAIVER CASE MANAGER at CASE MANAGER 
PHONE NUMBER if you have any questions regarding your waiver services. 

In the near future, you will be contacted by a representative from the Georgia State 
University, Georgia Health Policy Center. This representative will be calling to 

conduct a follow-up to the Quality of Life survey you responded to before you left 
the inpatient facility. Your responses to the survey questions are extremely 
important to the success of the Money Follows the Person program, and we 

appreciate your time and your feedback about the MFP services you received. 

Thank you for participating in Money Follows the Person. If you have any questions 

about this letter, you may contact MFP field personnel at the number below, or you 
may call the MFP State Office at the Georgia Department of Community Health 
Medicaid Division at 404-651-9961. 

 

Sincerely, 

 

 

 

____________________________________ 

MFP Field Personnel Print Name 

 

____________________________________ 

Contract Phone # 



MFP Participant  

Enrollment Status Change Form 

MFP_Enrollment_Status_Change_Form_Revised_011513 

MFP Field Personnel: Complete this form to identify changes in the enrollment status of an MFP participant.  

Participant First Name:          Participant Last Name:        

Participant Medicaid ID#:         Participant Date of Birth:       

Participant Phone Number:        Other Contact Name:        Other Phone:        

Date of Discharge (mm/dd/yyyy):        Waiver:        

 

Type of Status Change:  MFP Participation   Ended – Date:       

 Participant was Re-institutionalized – Date:       

 Began - (Re-enrollment) - Date:       

     - New Project End Date:       

 Participant Moved (fill in new address below) – Date:       

New Address:        New City:       New Zip:       New County:       

If enrollment ended, check reason:    Completed 365 days of participation (01) 

  Reinstitutionalized (02) 

  Died (03) – Date:      _______  

  Moved (04) 

  No longer needed/wanted services (05) 

  Chose non-qualified residence type (06) 

  Did not participate in the planning process (07) 

  Other (08) Specify:      _______ 

If re-institutionalized, check reason:    Acute care hospital stay and long term rehabilitation (01) 

  Deterioration in cognitive functioning (02) 

  Deterioration in health (03) 

  Deterioration in mental health (04) 

  Loss of qualified residence (05) 

  Loss of personal care giver (06) 

  By request of participant or guardian (07) 

  Lack of sufficient community services (08) 

If MFP participant re-enrolled or moved, check type of qualified residence used after move: 

  Home owned by participant (01) 

  Home owned by family member (02) 

  Apartment leased by participant, not assisted living (03) 

  Apartment leased by participant, assisted living (04) 

  Group home of no more than 4 people/PCH (05) 

   Participant lives with family members (check for yes) 
 

MFP Field Personnel Name:        

Region/Office:        Phone:        Email:       

 

Note: Send this completed Participant Enrollment Status Change Form to the DCH/MFP Office via File 

Transfer Protocol.  



Appendix P: Startup Household Goods and Supplies Worksheet

ITEMS OWNS/FAMILY DOLLAR GENERAL WALMART DOLLAR TREE BIG LOTS TARGET
Kitchen
Dishes

Silverware

Kitchen Knives

Glasses

Cups

Tea Pitcher

Tupperware

Pots/Pans

Cookie Sheet

Cooking Utensils

Can Opener

Measuring Cups

Salt/Pepper Shakers

Pot Holders/Mitt

Kitchen Trash Can

Kitchen Towels

Dish Cloths

Dish Drainer

Ice Trays

Cleaning
Paper Towels

Laundry Detergent

Round Laundry Basket

Bleach

All Purpose Cleaner

Pine Cleaner

Glass Cleaner

Dish Liquid

Glade Spray

Lysol

Broom

Mop

Mop Bucket

Dust Pan

MFP_Household_Goods_Supplies_Worksheet



Appendix P: Startup Household Goods and Supplies Worksheet

ITEMS OWNS/FAMILY DOLLAR GENERAL WALMART DOLLAR TREE BIG LOTS TARGET
Dust Cloths

Toilet Brush

Trash Bags

Light Bulbs

Bedroom
Blanket

Sheet Set

Pillow

Alarm Clock

Toilet Tissue

Tissues

Bathroom
Bath Towels

Hand Towels

Wash Cloths

Shower Curtain

Shower Hooks

Small Trash Can

Toiletries
Shampoo

Soap

Lotion

Toothpaste

Mouthwash

Razors

Hand Soap (Pump)

Other
Speaker Phone/big #

Coasters

Grand Total:  All Stores

(Cheapest Prices)

MFP_Household_Goods_Supplies_Worksheet



Money Follows the Person 

Informed Consent for Participation 

MFP Informed Consent_Revised_011513 

I, _____________________________________, (print name) voluntarily agree to be 
screened and assessed as part of my application for participation in the Money Follows the 

Person (MFP) project
i
. MFP Field Personnel will determine my appropriateness for the 

project. If approved for the MFP project, my participation may be in segments or 

consecutive days, but for a total period not to exceed 365 calendar days
ii
.   

By signing this Informed Consent, I agree to participate in all aspects of the MFP project, 
including completing the Quality of Life Survey. My responses to the Quality of Life Survey 

and other program information will be shared with the Centers for Medicare and Medicaid 
Services (CMS) as well as Georgia and national evaluators.  

I have been given information about the MFP project; a copy of the MFP Brochure and a 
copy of the Home and Community Services, A Guide to Medicaid Waiver Programs in 
Georgia booklet.  I understand the MFP project guidelines including enrollment 

requirements. I understand that MFP one-time transitional services are provided under the 
MFP demonstration project.  

I understand that if I qualify for and am enrolled in an appropriate waiver program, 
waiver services will continue for as long as I need them and I continue to meet eligibility 
requirements. If I am no longer eligible for the Medicaid waiver program, I will be 

provided with other service options that may assist me in a community setting.  I 
understand that certain circumstances will make me ineligible for a waiver and for MFP. If 

the total cost of providing my care under the waiver exceeds the cost of providing care in 
an inpatient facility, I will become ineligible for the waiver and for the MFP project. If my 
condition improves and I don’t continue to meet the waiver Level of Care criteria, I will 

become ineligible for the waiver program and may become ineligible for the MFP project.   

__________________________________________________________ 

Signature        Date   

___________________________________________________________ 

If signed by Responsible Party, State Relationship and Authority to Sign 

___________________________________________________________ 
Date      MFP Field Personnel Sign  

                                       
i Deficit Reduction Act of 2006, Money Follows the Person Demonstration P.L. 109-171, Title VI, Subtitle A, 
Chapter. 6, Subchapter B, Sec 6071, 120;  as amended by the Affordable Care Act of 2010, P.L. 111-148, 
Title II, Subtitle E, Sec 2403(a), (b)(1), 124 Stat. 304 
ii If the MFP participant needs to be readmitted to an inpatient facility for a period of 30 days or less, the 

participant remains enrolled in the MFP demonstration. As soon as the participant’s condition stabilizes, the 
participant can return to the community and resume services. When an MFP participant is readmitted into an 
inpatient facility for a period of time greater than 30 days (31 days or longer), the participant is discharged 
from the MFP demonstration and is considered an institutional resident. However, the discharged MFP 
participant will be re-enrolled, prior to the completion of 365 days, back into the demonstration without re-

establishing the 90-day institutional residency requirement. The individual is considered an MFP participant 
when discharged from the inpatient facility, and is eligible to receive MFP services for any remaining days up 
to 365. MFP field personnel determine if any changes to the participant’s Individualized Transition Plan are 
needed to prevent a re-admission to an inpatient facility. If the participant is readmitted to an inpatient facility 
for a period of longer than six months, the participant will be re-evaluated like a “new” MFP participant. 



*Please fill in the necessary data for [MONTH YEAR] 

 
**Just to clarify, the last two rows of the table asks for the cumulative number of completed baselines from the beginning of your MFP 
program until THE END OF THIS MONTH, LAST YEAR and the cumulative number of completed baselines from the beginning of your 
MFP program until THE END OF THIS MONTH, TWO YEARS AGO. This information is necessary for us to track the percentage of 
completed first year follow-ups and second year follow-ups.  
 

Cumulative	numbers	
from	the	beginning	of	
your	MFP	program	until	
the	date	indicated	below	

Baselines	 One	Year	Follow‐Ups	 Two	Year	Follow‐Ups	

Completed	from	start	of	
program	until	[END	OF	
PREVIOUS	MONTH]	

All	baselines	completed	in	your	state	since	
beginning	an	MFP	program	

All	One	Year	Follow‐Up	surveys	(11	months	
after	transitioning)	completed	in	your	state	
since	beginning	an	MFP	program	

All	Two	Year	Follow‐Up	surveys (24	
months	after	transitioning)completed	in	
your	state	since	beginning	an	MFP	program	

Refused		from	start	of	
program	until	[END	OF	
PREVIOUS	MONTH]	

All	beneficiaries	who	transitioned	into	the	
community,	but	refused	to	take	the	survey	
after	the	transition	

All	MFP‐enrolled	beneficiaries	who	completed	
the	baseline	survey,	but	refused	to	take	the	
follow‐up	survey	11	months	after	transitioning	

All	MFP‐enrolled	beneficiaries	who	
completed	the	baseline	survey,	but	refused	
to	take	the	follow‐up	survey	24	months	
after	transitioning	

Missed		from	start	of	
program	until	[END	OF	
PREVIOUS	MONTH]	

All	beneficiaries	who	transitioned	into	the	
community,	but	were	not	administered	the	
survey	due	to	factors	such	as	(but	not	
limited	to):	
 Interviewers	were	unable	to	locate	the	
beneficiary	

 Interviewers	were	unable	to	reach	the	
beneficiary	within	15	attempts	

 Beneficiary’s	paperwork	was	misplaced	
 An	interviewer	forgot	

All	MFP‐enrolled	beneficiaries	who	completed	
the	baseline	survey,	but	were	not	administered	
the	follow‐up	survey	due	to	factors	such	as	(but	
not	limited	to):	
 Interviewers	were	unable	to	locate	the	
beneficiary	

 Interviewers	were	unable	to	reach	the	
beneficiary	within	15	attempts	

 Beneficiary’s	paperwork	was	misplaced	
 An	interviewer	forgot	

All	MFP‐enrolled	beneficiaries	who	
completed	the	baseline	survey,	but	were	
not	administered	the	follow‐up	survey	due	
to	factors	such	as	(but	not	limited	to):	
 Interviewers	were	unable	to	locate	the	
beneficiary	

 Interviewers	were	unable	to	reach	the	
beneficiary	within	15	attempts	

 Beneficiary’s	paperwork	was	misplaced	
 An	interviewer	forgot	

Lost	(died,	out	of	state,	etc.)	
from	start	of	program	until	
[END	OF	PREVIOUS	
MONTH]	

All	beneficiaries	who	transitioned	into	the	
community,	but	died	or	moved	out	of	state	
before	a	baseline	was	administered	within	
the	appropriate	time	frame.		

All	MFP‐enrolled	beneficiaries	who	completed	
the	baseline	survey,	but	died	or	moved	out	of	
state	before	the	11‐month	follow‐up	survey	
was	administered	within	the	appropriate	time	
frame.	

All	MFP‐enrolled	beneficiaries	who	
completed	the	baseline	survey,	but	died	or	
moved	out	of	state	before	the	24‐month	
follow‐up	survey	was	administered	within	
the	appropriate	time	frame.	

Completed		from	start	of	
program	until	[END	OF	
THIS	MONTH,	LAST	YEAR]	

All	baselines	completed	in	your	state	from	
the	beginning	of	the	program	to	the	end	of	
this	month	last	year.	

	 	

Completed		from	start	of	
program	until		[END	OF	
THIS	MONTH,	TWO	YEARS	
AGO]	

All	baselines	completed	in	your	state	from	
the	beginning	of	the	program	to	the	end	of	
this	month	two	years	ago.	

	 	



Helpful Hints: 
 Submission of this monthly document is a requirement for all states participating in MFP. 
 Follow-up surveys (both 11- and 24-month) should be administered after the initial transition into the community. Even if a participant 

was disenrolled or moved back into a managed care organization between the time of the transition and the one-year anniversary of the 
initial transition, the follow-up interview should still be conducted about 11 or 12 months after the initial transition. (When the 2-year 
follow-ups are done, the vast majority of people should not be eligible for MFP, so the MFP eligibility status doesn’t affect the timing 
of follow-up interviews.)   

o For example, for an initial transition on 11/3/2010, the first year follow-up should be done about 11 or 12 months later and the 
second year follow-up about 24 months later, regardless of where the person is living or the person’s MFP eligibility status (the 
person has to be alive). This means the first year follow-up for this individual should be due around 11/3/2011 and the second 
year follow-up should be around 11/3/2012. 

 Baseline surveys should be administered no earlier than 1 month before transition and no later than 2 weeks after transition.  
 Follow-up surveys should be completed no more than 60 days post-11 and -24 month follow-up dates. Keep in mind the follow-up 

dates are based on the beneficiary’s transition date and not the baseline date.  
 You should attempt to complete all follow-up surveys for MFP participants, regardless if they missed or refused any surveys at any 

point in time. If a participant missed the baseline survey, hopefully we will get their 1st and 2nd follow-ups and can use those for 
comparison. 

 For non-MFP participants (i.e. those who don’t transition out of managed care organizations or who move back into managed care 
organizations after living in the community), follow-up surveys should not be conducted. Follow up surveys are only conducted for 
MFP participants. 
CMS pays for every baseline survey conducted, even if the person doesn’t transition or participate in the program. You can find the full 
explanation in this document:  
http://training.mathematica-mpr.com/file.php/11/General_Information/Helpful_guidelines_for_MFP_formatted_normal.pdf 

 CMS may pay for repeated baseline interviews. We prefer the interview to be administered as close to the time of transition as possible, 
but know that’s not always possible.  Typically, if QoL administrators think something significant has changed since the previous 
baseline that may (or may not) change answers to the QoL questions, then it should be repeated.  
 

  
 



Ombudsman Payment Request 

 

MFP Ombudsman Payment Request_Revised_011513 

MFP Ombudsman Services Rendered for: 
Participant Name: 

 
Participant/Contact Phone: 

Participant Address: 

 
Participant City /Zip /County 

 
MFP Ombudsman Complete: 

Participant Medicaid ID#: 

 
Participant Date of Birth: 

Discharge Date: Anticipated MFP End Date: 

 
PAYMENT INSTRUCTION 

Ombudsman Name: 

 
Ombudsman Phone:  

MAIL CHECK TO (if different): 

 
Tax ID, FEIN or SS#: 

Address: 

 
City/State/Zip 

 
DESCRIPTION OF MFP OMBUDSMAN SERVICES  

Service Dates and Description Billed Amount 
 
 

 

 
 

 

 
 

 

Total Check Amount  

Ombudsman note: Check the appropriate box below to indicate how services were provided and documented -   

 telephone call – contact must be documented in case notes, no participant signature required on this form 

 in-person (face-to-face) – contact must be documented in case notes, participant signature required on this form 

By signing this form, I attest that services were delivered/received consistent with the Individualized Transition Plans 
(ITPs) or Person Centered Description and MFP Authorization for Services. I understand that Medicaid is the payer of last 
resort.   

_____________________________________________________________________________  
MFP Participant Signature          Date 

_____________________________________________________________________________  
Ombudsman Signature          Date 
 
MFP Field Personnel (Print Name): _______________________________________________________________ 
 
Phone: ____________________________________________   Fax: ____________________________________ 
 
Mailing Address: ______________________________________________________________________________ 
 
City: _____________________________________________________ State: ________ Zip: _________________ 
 
Ombudsman note: send this completed form to MFP field personnel via fax or file transfer protocol (FTP).  
MFP Field Personnel note: once verified, send this completed form to the Fiscal Intermediary by FTP. Send this 
completed form to DCH MFP office by FTP. 



INDIVIDUALIZED TRANSITION PLANS 

Participant Name: _________________________ 

(Continue narrative on back or add additional pages as needed) 

Note to field personnel: All data elements on form must be completed. Incomplete forms will be 

returned. Standards of promptness apply. Send completed ITPs to DCH MFP via FTP. 
 

DCH/MFP Pre/Post-Individualized Transition Plans_Revised_011513 Page 1 of 10 

Pre-Transition Individualized Transition Plan (Pre-ITP)  

1. MFP PARTICIPANT INFORMATION 
Participant First Name: _____________________ MI: __ Last Name: _____________________ 

Date of Birth (mm/dd/yyyy) ____________________ SSN: _______-________-___________ 

Medicaid ID # _______________________________ Medicare # _______________________  

Inpatient Facility Name and Address: _____________________________________________ 

City, Zip and County: __________________________________________________________ 

This is an (check only one):   Initial Pre-ITP –OR--  Updated Pre-ITP Date: ___________ 

2. IMPORTANT PLANNING DATES 
Projected Discharge/Move-out Date: ________ Actual Discharge/Move-out Date: ___________ 

3. HOUSING CHOICE/LIVING ARRANGEMENTS 
 Check if participant will live with family. Name ___________________________________ 

Address _____________________________________________________________________ 

City ____________________________________ ST_________ ZIP ____________________ 

 Check if participant has someone that she/he wants to live with. 

Name _______________________________________________________________________ 

Contact Phone ____________________________ Other Phone _________________________ 

Check the housing choice expressed by the participant/family. Is housing choice needed? 

Check Housing Choice  Participant

/ Family 

Has? Y/N 

Participant

/ Family 

Needs? Y/N 

 01- Home owned by participant    

 02- Home owned by family member   

 03- Apt/house leased by participant, not assisted living    

 04- Apartment leased by participant, assisted living    

 05- Group home of no more than 4 people/ PCH    

Note: If participant has living arrangements in place, go to Q4 Health and Nutrition. If 

“Participant/Family Needs” is marked “Y”, describe problem/issue, strategies for resolving and 

tasks that must to be done to secure choice:  

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 



INDIVIDUALIZED TRANSITION PLANS 

Participant Name: _________________________ 

(Continue narrative on back or add additional pages as needed) 

Note to field personnel: All data elements on form must be completed. Incomplete forms will be 

returned. Standards of promptness apply. Send completed ITPs to DCH MFP via FTP. 
 

DCH/MFP Pre/Post-Individualized Transition Plans_Revised_011513 Page 2 of 10 

4. HEALTH AND NUTRITION GOALS: 
List Health Related Needs Who can help? What resources 

are available to help? 

Health Improvement 

Goal 

   

   

   

   

   
Ex: Rx med supply, specialized medical supplies, skin care/wounds, bowel/bladder program, etc. 

List Nutrition Related Needs Who can help? What resources 

are available to help? 

Nutrition Improvement 

Goal 

   

   

   

   

   
Ex: diet and restrictions, food preferences, preparation strategies, food supplies, etc.  

5. 24/7 EMERGENCY BACKUP PLANS: 
List Risks to Health/Safety Describe Plan to Address Risk Emergency Backup Plan 

   

   

   

   

   

   

   
Ex: natural disasters, power outages, PSS doesn’t show up, equipment failures, falls/injuries, etc. 

6. OTHER ISSUES (Unique to Participant and Necessary for Discharge) 
Goal/Issue Barriers/Needs Plan/Resource 

   

   

   

   

   

   



INDIVIDUALIZED TRANSITION PLANS 

Participant Name: _________________________ 

(Continue narrative on back or add additional pages as needed) 

Note to field personnel: All data elements on form must be completed. Incomplete forms will be 

returned. Standards of promptness apply. Send completed ITPs to DCH MFP via FTP. 
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PART A: MFP TRANSITION SERVICES 
Use the table below to list the MFP Transition Services selected by the participant /team along 

with the justification for each. The MFP participant initials each choice.  

MFP TRANSITION 

SERVICE 

RATIONALE 

(provide justification for this MFP service – 

describe why it is needed to support successful 

living in the community) 

MFP 

PARTICIPANT 

INITIAL 

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

PART B: WAIVER and OTHER SERVICES: 
Use the table below to list the generic types of waiver services that will be needed by the 

participant/recommended by the team.  

GENERIC WAIVER and/or 

OTHER SERVICE 

(i.e. Personal Support Services) 

RATIONALE 

(describe how service will work with MFP services to support 

participant in the community) 

  

  

  

  

  

  



INDIVIDUALIZED TRANSITION PLANS 

Participant Name: _________________________ 

(Continue narrative on back or add additional pages as needed) 

Note to field personnel: All data elements on form must be completed. Incomplete forms will be 

returned. Standards of promptness apply. Send completed ITPs to DCH MFP via FTP. 
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PRE-TRANSITION PLAN ASSIGNMENTS: 

Assignment Person 

Responsible 

Projected Date of 

Completion 

Actual Date of 

Completion 

    

    

    

    

    

    

    

    

Recommended Assignments: Who will assist with the following -  

 Conduct Housing Searches; Arrange Environmental Modifications/Home Inspections 

 Arrange Community Transportation Services/Travel Training 

 Resolve Legal Issues  

 Arrange Peer Support/Independent Living Skills Training/Life Skills Coaching 

 Arrange Counseling/Behavioral Health Needs 

 Schedule Home Care Ombudsman Visits; Arrange Caregiver Outreach and Training 

 Locate Community Pharmacy for Refills of Rx Medications  

 Locate Primary Care Physician/Clinic; Schedule Medical/Dental/Specialist Appointments 

 Complete Waiver Enrollment; Select Case Mgt/Care Coordinator, Service Providers 

 Complete Quality of Life Survey 

 Referrals for Durable Medical Equipment and Assistive Technology 

PRE-ITP TEAM SIGNATURE PAGE (signatures of persons who 
assisted in development of the Pre-ITP) 

Print Name/Title or Relationship Signature 

  

  

  

  

  

  

Field Personal Contact 

Name:_______________________________ Date: _______________________ 

Phone: ______________________________ Email: ______________________ 



INDIVIDUALIZED TRANSITION PLANS 

Participant Name: _________________________ 

(Continue narrative on back or add additional pages as needed) 

Note to field personnel: All data elements on form must be completed. Incomplete forms will be 

returned. Standards of promptness apply. Send completed ITPs to DCH MFP via FTP. 
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Post Discharge-Individualized Transition Plan- Post-ITP 

 (Must be completed within first 30 days post discharge)  

1. MFP PARTICIPANT INFORMATION 
Participant First Name: _____________________ MI: __ Last Name: _________________ 

Date of Birth (mm/dd/yyyy) ____________________ SSN: _______-________-_________ 

Medicaid ID # _______________________________ Medicare # _____________________ 

Address: __________________________________________________________________ 

City, Zip and County: ________________________________________________________ 

Discharge Date (mm/dd/yyyy): __________________ Moving Date: __________________ 

2. Waiver Name __________________________________________________ 
Waiver Case Manager/Care Coordinator Name _______________________________________ 

CM/CC Phone _________________________ Email __________________________________ 

3. HOUSING CHOICE AT DISCHARGE 
Check Housing Type at Discharge  Problems/Comments 

 01. Home owned by participant   

 02. Home owned by family member  

 03. Apartment leased by participant, not assisted living  

 04. Apartment leased by participant, assisted living  

 05. Group home of no more than 4 people/ PCH   

Notes:  

 

4. PERSONAL GOALS/ DESIRED COMMUNITY OUTCOMES 
Personal Goals/ Desired 

Community Outcomes 

Barriers to Achieving 

Goals/Needs 

Plan/Resources for Barrier 

Removal 

   

   

   

   

   

   

   
Notes:  



INDIVIDUALIZED TRANSITION PLANS 

Participant Name: _________________________ 

(Continue narrative on back or add additional pages as needed) 

Note to field personnel: All data elements on form must be completed. Incomplete forms will be 

returned. Standards of promptness apply. Send completed ITPs to DCH MFP via FTP. 
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5. SENSORY/COMMUNICATION GOALS  
Includes – vision, hearing, dental, mobility, speech/language and general communication goals. 

Sensory/Communication 

Goals 

Barriers to Achieving 

Goals/Needs 

Plan/Resources for Barrier 

Removal 

   

   

   

   

   

   

   

   
 

6. SOCIAL/RECREATIONAL GOALS  
Activity Goals Barriers/Needs Plan 

   

   

   

   

   

   

   

   
 

7. HOUSEHOLD/PERSONAL CARE GOALS (from Screening - Q34/DON-R) 
Goals Barriers/Needs Plan 

   

   

   

   

   

   

   

   



INDIVIDUALIZED TRANSITION PLANS 

Participant Name: _________________________ 

(Continue narrative on back or add additional pages as needed) 

Note to field personnel: All data elements on form must be completed. Incomplete forms will be 

returned. Standards of promptness apply. Send completed ITPs to DCH MFP via FTP. 
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8. ASSISTIVE TECHNOLOGY (AT) AND/OR DURABLE MEDICAL 
EQUIPMENT (DME) USE AND NEEDS (from Screening, use Q32 and Q33) 

Assistive Tech/DME Needs Who can help/Resources? Plan (who does what) 

   

   

   

   

   

   

   

   
 

9. COMMUNITY ACCESS/TRANSPORTATION GOALS 
Goals Barriers/Needs Plan 

   

   

   

   

   

   

   

   
 

10. EMPLOYMENT GOALS – supported, customized, competitive and/or self- 
employment or volunteer/work without pay (complete if applicable) 

Goals Barriers/Needs Plan 

   

   

   

   

   

   

   

   



INDIVIDUALIZED TRANSITION PLANS 

Participant Name: _________________________ 

(Continue narrative on back or add additional pages as needed) 

Note to field personnel: All data elements on form must be completed. Incomplete forms will be 

returned. Standards of promptness apply. Send completed ITPs to DCH MFP via FTP. 
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11. OTHER ISSUES (Unique to Participant and Necessary for Successful 
Transition) 

Goals/Issues Barriers/Needs Plan/Resources 

   

   

   

   

   

   

   

   

12. INCOME and RESOURCES – Create a budget for community living  
Budget Categories Monthly 

Amounts/Costs 

Notes 

Monthly Income (all sources) 

 

  

Housing  (rent, utitlites) costs 

 

  

Food costs 

 

  

Debts 

 

  

Medical, health care, 

prescription drugs costs 

 

  

Personal items, movies, 

entertainment costs, etc. 

 

  

Transportation costs 

 

  

Other 

 

  

Other 

 

  

Other  

 

  

   

 



INDIVIDUALIZED TRANSITION PLANS 

Participant Name: _________________________ 

(Continue narrative on back or add additional pages as needed) 

Note to field personnel: All data elements on form must be completed. Incomplete forms will be 

returned. Standards of promptness apply. Send completed ITPs to DCH MFP via FTP. 
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PART A: ADDITIONAL MFP TRANSITION SERVICES 
Use the table below to list additional MFP Transition Services needed by the participant /team 

along with the justification for each. The MFP participant initials each choice.  

MFP TRANSITION 

SERVICE 

RATIONALE 

(provide justification for why this MFP service is 

needed to support successful living in the community) 

MFP 

PARTICIPANT 

INITIAL 

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

PART B: OTHER SERVICES: 
Use the table below to list other services needed by the participant/recommended by the team.  

OTHER SERVICE 

(i.e. Community Services, 

CILs, Behavioral Health) 

RATIONALE 

(describe how service will work with MFP services to support 

participant in the community) 

  

  

  

  

  

  

  

  



INDIVIDUALIZED TRANSITION PLANS 

Participant Name: _________________________ 

(Continue narrative on back or add additional pages as needed) 

Note to field personnel: All data elements on form must be completed. Incomplete forms will be 

returned. Standards of promptness apply. Send completed ITPs to DCH MFP via FTP. 
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POST-DISCHARGE TRANSITION PLAN ASSIGNMENTS: 

Assignment Person 

Responsible 

Projected Date of 

Completion 

Actual Date of 

Completion 

    

    

    

    

    

    

    

    

Recommended Assignments: Who will assist with the following -  

 Conduct Housing Searches; Arrange Environmental Modifications/Home Inspections 

 Arrange Community Transportation Services/Travel Training 

 Resolve Legal Issues  

 Arrange Peer Support/Independent Living Skills Training/Life Skills Coaching 

 Arrange Counseling/Behavioral Health Needs 

 Schedule Home Care Ombudsman Visits; Arrange Caregiver Outreach and Training 

 Locate Community Pharmacy for Refills of Rx Medications  

 Locate Primary Care Physician/Clinic; Schedule Medical/Dental/Specialist Appointments 

 Complete Waiver Enrollment; Select Case Mgt/Care Coordinator, Service Providers 

 Complete Quality of Life Survey 

 Referrals for Durable Medical Equipment and Assistive Technology 

POST- ITP TRANSITION TEAM SIGNATURE PAGE (signatures of 
persons who assisted in development of the Post-ITP) 

Print Name/Title or Relationship Signature 

  

  

  

  

  

  
MFP Field Personal Contact 

Name:_______________________________ Date: _______________________ 

Phone: ______________________________ Email: ______________________ 



Quote Form 

For MFP Transition Services 

MFP_Quote_Form_MFP_Services_Revised_011513 

Notice to MFP field personnel: complete this Quote Form for equipment, supplies, vision and/or dental services costing 

$1000 or more, all environmental modifications and/or all vehicle adaptations for MFP participants.   In the table 

provided, list the licensed contractors or vendors and the amount of each quote. Check the quote selected. If a quote is 

selected that is not the lowest quote, provide a justification for the selected quote. MFP field personnel sign the form and 

attach supporting documentation. For assistance in locating qualified and licensed contractors Certified in Aging-in-Place 

(CAPS), contact DCH MFP Housing Manager.  

Participant First Name:         Participant Last Name:       

Participant Medicaid ID #:       Participant Date of Birth:        

Inpatient Facility Name or NA:        

Participant Address:         Participant City:        Zip:       County:        

Participant Phone Number:        Other Contact Name:         Other Phone:       

Date(s) of ITPs/Planning Meetings:       COS Waiver Name:       

            Total $’s Authorized:       

Justification for selection of quote that is not the lowest:       

 Maximum allowed cost for Equipment, Vision, Dental and/or Hearing Services (EQS) is $4,000 in the 365 day demonstration 

period. Two quotes must be obtained before a purchase can be authorized for a single piece of equipment costing $1000 or more, 

or for vision, dental or hearing services costing $1000 or more.  

 Maximum allowed cost for Specialized Medical Supplies is $1,000 in the 365 day demonstration period. Two quotes must be 

obtained before a purchase can be authorized for a single supply costing $1000.  

 Maximum allowed cost for Vehicle Adaptations (VAD) is $6,240 in the 365 day demonstration period. Two quotes must be 

obtained before Vehicle Adaptations can be authorized.¹ 

 Maximum allowed cost for Environmental Modifications (EMD) is $8,000 in the 365 day demonstration period. Two itemized 

scope/bids are required, before Environmental Modifications are authorized. Building permits are required for EMDs totaling 

$2,500 or more. The Home Inspection service (HIS) must be completed before beginning environmental modifications and after 

environmental modifications are completed to ensure quality work and compliance with relevant building codes and standards. 

Environmental modifications can be made to rental property for participants who have a Housing Choice Voucher or other 

housing subsidy. ¹ 

Owner/Landlord Name:         Phone:        

Address:          City:       Zip:       County:        

MFP Field Personnel Name:        

Region/Office:        Phone:        Email:        

Authorizing Signature: _______________________________ Date Signed:       

¹ Environmental Modifications and Vehicle Adaptations must include a notarized document giving the owner’s permission for 

services, if the owner is not the MFP participant. 

MFP field personnel note: (Step 1) Send this completed Quote Form to Fiscal Intermediary via File Transfer Protocol (FTP). (Step 

2) Send this completed Quote Form to the DCH MFP Office via FTP. 

Vendor Name/Phone MFP Transition Service MFP 3 Digit Service Code Quoted 

Amount 

Check 

Accepted 

Quote 

                                                                                   

                                                                                   



MFP Referral Letter for  

Decatur Housing Authority Sec 8/HCV Program 

MFP_Referral_Decatur_HA_HCV_Revised_011513 

Georgia Department of Community Health ● Medicaid Division ● Money Follows the Person 
Two Peachtree Street, NW ● 37th Floor ● Atlanta, GA 30303 ● 404-651-9961 

Date of Referral Letter Submission: _________________________________ 

This letter serves as official correspondence for the MFP direct referral process for the Decatur Housing 
Authority (DHA), Housing Choice Voucher Program.   
The MFP participant (print name), ________________________________, is being referred for 
application to the DHA Housing Choice Voucher Program by MFP field personnel (print name), 
______________________________.   

The Decatur Housing Authority has entered into an agreement to assist MFP participants with a rental 
assistance voucher upon approval of the DHA Application for Housing Choice Voucher Rental 

Assistance. The Department of Community Health in partnership with the Department of Behavioral 
Health and Developmental Disabilities (DBHDD), and the Department of Human Services, Division of 
Aging Services (DHS/DAS) will provide the MFP participant with MFP transition services, Medicaid 

Home and Community services (waiver services) and State Plan services for which they are eligible 
and that are appropriate to meet their needs, including non-Medicaid federally funded services, state 
funded programs and local community funded services. DCH and Decatur Housing Authority, Housing 

Choice Voucher Program will collaborate to ensure that the MFP participant has the best opportunity 
for successful outcomes in the community.  

The MFP participant/family has been screened, selected and referred by MFP field personnel and is 
hereby requesting an application for participation in the DHA Housing Choice Voucher Program in 
Dekalb county. The participant’s screening is complete. The participant’s Pre-ITP is in the process of 
being completed with an anticipated discharge date of: ____________________________. 

MFP Participant Information (Print) 
First Name: _____________________ MI: ____ Last Name: _____________________________ 

Medicaid ID#: ________________________________ SSN: _______--_____--__________  

# in Household (include PCA if applicable) ___________  

Signature of MFP Participant Requesting Application _____________________________ 

By signing, I understand and agree to the terms and expectations set forth in this official MFP referral 

for the DHA Housing Choice Voucher Program. Based on this official correspondence, I am hereby 
requesting a DHA Application for Housing Choice Rental Assistance for the number of household 
members listed above.  

MFP Field Personnel Information  
Note: the Application for Housing Choice Rental Assistance will be mailed to designated MFP field 

personnel. When field personnel receive the Housing Choice Voucher Application packet, she/he and 
the MFP participant have 14 business days to complete and mail the application back to 
Decatur Housing Authority, to the person at DHA the application was mailed from.   

MFP Field Personnel Contact (print address for all correspondence) 
Name: ___________________________________ Phone: _______________________ 

Mailing Address: _________________________________________________________ 

City/State/Zip Code: _______________________________________________________________ 

Note: Complete and send this MFP referral letter to the DCH/MFP office by File Transfer 
Protocol, attention:  
MFP Housing Manger, DCH 
2 Peachtree Street NW, 37th Floor, Atlanta, Georgia 30303 
 



Money Follows the Person 

Referral Form 

MFP Referral Form Revised 011513 

 

Date (mm/dd/yyyy):    

Person making referral:    

Agency making referral:    Phone Number:   

Person Referred-Name:      Phone Number:   

Date of Birth (mm/dd/yyyy):  Age:    

Inpatient Facility:   

Address:   

City:   ST:  ZIP:  County:   

Contact Person:    Phone Number:    

Admission Date to Inpatient Facility (mm/dd/yyyy):   

Anticipated  Referral: to: CCSP  SOURCE  ICWP  Date Referred:  

NOW  COMP  Other ______  Date Referred  

Currently on wait list for: CCSP  SOURCE  ICWP  

NOW  COMP  Other ______  

Letter or contact info from the waiver: Yes  No  

Case Manager if assigned  Phone Number:  

Interested Parties: 

Name:   Relationship:   

Street:   Phone Number:   

City   ST  ZIP:  

Name:  Relationship:  

Street:  Phone Number:  

City   ST  ZIP:  

Pertinent Information: ______________________________________________________________ 

Money Follows the Person (MFP) 

Department of Community Health 

Medicaid Division, Aging & Special Populations  

2 Peachtree St. NW, 37
th

 Floor 

Atlanta, GA 30303 

Email: gamfp@dch.ga.gov     Website: dch.georgia.gov/mfp  

Project Director Phone: 404-651-9961 

 

mailto:gamfp@dch.ga.gov
file://dchstorage/Shared/Medical%20Assistance%20Plans/Long%20Term%20Care/Money%20Follow%20the%20Person%20Project/MFP__Forms/Forms_CY2011_Rev_01_2012/dch.georgia.gov/mfp


Request for Additional  

MFP Transition Services 

MFP_Request_for_Additional_MFP_Services_Revised_011513 

MFP Field Personnel note: To obtain approval for additional MFP Transition Services, 

complete the following form. Services listed on this form must be needed by the participant and 

not initially identified during pre-discharge transition planning (i.e. the Pre-ITP/ISP) by the team. 

The MFP participant initials each additional service. 

 

Participant First Name:        Participant Last Name:        

Participant Medicaid ID#:        Participant Date of Birth:       

Participant Address:          

Participant City:        Zip:       County:        Waiver Name:       

Participant Phone Number:       Other Contact Name:         Other Phone:        

Date of Post-ITP:       Date of Discharge:        Date of Request:       

MFP TRANSITION 

SERVICE 

RATIONALE 

(provide justification for why this additional MFP service 

is needed to support successful living in the community) 

MFP 

PARTICIPANT 

INITIAL 

      

 

       

      

 

       

      

 

       

      

 

       

      

 

       

 

MFP Field Personnel Name:        

Region/Office:        Phone:        Email:       

Field Personnel note: Send this completed form to the DCH/MFP Office via File Transfer 

Protocol (FTP).  Contact the DCH/MFP Office regarding the dispensation of this request. If 

approved by DCH/MFP, submit completed reimbursement documentation (i.e. updated ITP, 

Vendor Import File, etc.) to Fiscal Intermediary via FTP and to DCH/MFP Office by FTP.  

 

For DCH/MFP Office Use Only 

Additional MFP Services Authorized:  Yes       No 

Notes:       

 

 

 



Money Follows the Person 

Notice of Right to Appeal a Decision 

To:______________________________________________ Date:__________________ 

_________________________________________________ 

_________________________________________________ 

MFP_Right_to_Appeal_Decision_MFP_Svs_Revised_011513 

 

If you disagree with a decision regarding your MFP transition services, you have a right to 

appeal the decision. You may request a fair hearing. Your request for a hearing must be 

received by the Department of Community Health within 30 calendar days from the date of 

this letter.   

NOTICE OF YOUR RIGHT TO A HEARING 

To request a hearing, you must ask for one in writing. Your request for a hearing must be 

received by the Department of Community Health within 30 calendar days from the date of this 

letter. With your written request, you must include a copy of this Notice of Right to Appeal a 

Decision. Your written request should be sent to the following address: 

Department of Community Health 

Legal Services Section 

2 Peachtree Street, NW, 40
th

 Floor 

Atlanta, GA 30303-3159 

If you want to keep your MFP transition services, you must send a written request for a hearing 

to the Department of Community Health.  Your request for a hearing must be received by the 

Department within 30 calendar days from the date of this letter. If this action is sustained by a 

hearing decision, you may be held responsible for the repayment of continued services that were 

provided during the appeal. 

The Office of State Administrative Hearings will notify you of the time, place, and date of your 

hearing. An Administrative Law Judge will hold the hearing. In the hearing, you may speak for 

yourself or let a friend or family member speak for you. You may also ask a lawyer for help. 

You may be able to get legal help at no cost. If you want a lawyer to help, you may call one of 

these numbers:  

Georgia Legal Services Program 

800-498-9469 (statewide legal services, except for the counties served by Legal Aid) 

Georgia Advocacy Office 

800-537-2329 (statewide advocacy for persons with disabilities or mental illness) 

Atlanta Legal Aid 

404-377-0701 (Dekalb/Gwinnett Counties), 770-528-2565 (Cobb County) 

404-524-5811 (Fulton County), 404-669-0233 (S. Fulton/Clayton County) 

State Ombudsman Office 

888-454-5826 (Nursing Homes or Personal Care Homes) 

_________________________________  ________________________________ 

MFP Field Personnel Signature   MFP Field Personnel (Print Name) 

_________________________________ 

Telephone Number 



MFP Sentinel Event  

Reporting Form 

MFP/DCH_Sentinel_Event_Form_Revised_011513 

MFP Field Personnel: complete this form when an MFP participant experiences a critical 

incident or sentinel event. An individual is considered an MFP participants if (s)he or their 

guardian has signed the MFP Consent for Participation form.  

Date of Report:       Waiver CM/CC/SC Name:        CM/CC/SC Phone:       

Participant First Name:        Participant Last Name:        

Participant Medicaid ID#:        Participant Date of Birth:       

Name & Address of the Inpatient Facility Admitted to: (or n/a ):       

Participant Address:        Participant City:        Zip:       County:       

Participant Phone Number:       Other Contact Name:       Other Phone:        

Provider (if applicable):       

Date of Incident:         

Location of Occurrence:       

Type of Sentinel Event: (Check only one)  

 Abuse,  Neglect,  Exploitation,  Inpatient Facility Admit,  

 Emergency Room Visit,  Death,  Involvement with Criminal Justice System,  

 Medication Administration,  

 Other (specify):       

Detailed summary of event:       

 

 

What did the participant report?       

 

 

 

Adverse outcomes related to the event/injuries? Describe in detail:       

 

 

 

Witnesses to the event:       

 

 

 

Action taken by MFP field personnel at time of event (Discovery):       

 

 

 



MFP Sentinel Event  

Reporting Form 

MFP/DCH_Sentinel_Event_Form_Revised_011513 

MFP Field Personnel Action Plan (Do): (What will field personnel do to prevent this from 

happening in the future?)       

 

 

 

 

 

MFP Field Personnel Process improvement (Check): (What MFP processes were instituted 

to evaluate the effectiveness of the action plan and reduce risk to the participant?)  
      

 

 

 

 

 

Define follow-up time frames (Act/Monitor) for evaluating effectiveness of processes.  

      

 

 

 
Notification:  

    Name   Date    Time 

Field Personnel Supervisor:                         

Notified: Yes No 

Physician:                           

Notified: Yes No 

Guardian/Family:                          

Notified: Yes No 

MFP Project Director:                        

Notified: Yes No 

Other Agency Name:                          

Notified: Yes No 

Other Agency Name:                          

Notified: Yes No 

 

MFP Field Personnel Name:         Phone:        Email:        

 

MFP Field Personnel Signature: ________________________________ Date:      

Note: Send this completed MFP Sentinel Event Form to the DCH MFP Office by FTP.  



Money Follows the Person 

Transition Screening Form 

Participant Name: ________________________________ 

MFP field personnel note: All data elements on form must be completed. Incomplete forms 

will be returned. Standards of promptness apply. Send completed form to DCH MFP via FTP. 
DCH MFP Transition Screening Form_Revised_011513 Page 1 of 7 

1. Do you want to live somewhere other than this facility?  Yes   No 

Screening Type/Date 

(Check one box)  
 Initial F2F 

Screening 

______________ 

(mm/dd/yyyy) 
 F2F Re-screening 

______________ 

(mm/dd/yyyy) 

Screener’s Name: 

 

________________ 

Screener’s Contact: 

 

________________ 

Gender: 

 
 Male  

 Female 

Race: 

 
 White 
 Black, African 
    American 
 American Indian 
or Alaska Native 
 Asian Indian 
 Chinese 

 Filipino 
 Japanese 
 Korean 

 Vietnamese 

 Pacific Islander 

 Other (Print):  

_____________ 

MFP Target 

Population 

(Check one 

box): 

 
 OA-Older 

Adult (65+) 

 PD-

Physical 

Disability 

 TBI-

Traumatic 

Brain Injury 

 DD-

Development

al Disability  

Primary Disability 

(Check only one):  

 

 D1-Cognitive 

(TBI, DD, dementia) 
 D2-Hearing 

(deaf/HoH/H loss) 
 D3- Mental/SPMI 

 D4- Physical 

(mobility, stamina) 
 D5- Vision 

(Blind/Low Vision)  
 D6- N/A 

 D7- DNK 

 D8- Refused 

Ethnicity: 

 

 Not Hispanic, 

 Latino, Spanish 
 Mexican, Mexi- 
 can American 
 Puerto Rican 
 Cuban 
 Another (Print  
 Origin):  
 
______________ 

Date of Initial MFP 

referral:  

 

_____________ 

(mm/dd/yyyy) 

Date of Waiver 

Referral:  

 

_____________ 

(mm/dd/yyyy) 

Referral Source:  

 
 RS1-Inpatient Facility 

 RS2-MDSQ 

 RS3-Self 

 RS4-Family Member 

 RS5-CIL, LTCO 

 RS6-AAA/ADRC 

 RS7-Waiver Case Mgr 

 RS8-Personal Care Home 

 RS9-Assisted Living Facility 
 RS10-Legal Representative 

 RS11-Other (specify): 

_____________________ 

Waiver 

Referral: 

 
 CCSP 
 SOURCE  

 ICWP 

 NOW 

 COMP 
 Other 
Waiver 
(specify): 
 
____________ 

Refused/ineligible:  
 in NF < 90 days 

 no Medicaid 

 didn’t transition to 

qualified residence 
 didn’t cooperate 

in planning process 
 no longer wished 

to participate 

 Other (specify):  

 

________________ 

Primary Language: 
 American Sign Language    English    Spanish         French   
 Korean  Other (specify): __________________________ 

 Deaf or Hard of Hearing  

Requires Interpreter:  Yes   No 

Interpreter:__________________ 

Personal Data:   
2. First Name:_________________ MI:__ Last Name:________________________ 
 

3. Date of Birth (mm/dd/yyyy) ________________ SSN: _______--_____--_______ 
 

4. Medicaid # ______________________ Medicare # ________________________ 
 
5. Inpatient Facility Name: ______________________________________________ 

Facility Street Address: _____________________________________________  

City: __________________, Zip: __________ County: ___________________ 



Money Follows the Person 

Transition Screening Form 

Participant Name: ________________________________ 

MFP field personnel note: All data elements on form must be completed. Incomplete forms 

will be returned. Standards of promptness apply. Send completed form to DCH MFP via FTP. 
DCH MFP Transition Screening Form_Revised_011513 Page 2 of 7 

 

6. Discharge Planner/Contact: _______________________ Phone : _____________ 

7. Marital Status:   Single   Mar   Div  Widowed  Sep  Other: ________ 
 

(if applicable) Spouse Name and address: ______________________________ 

________________________________________________________________ 

 
8. Are you a veteran?  Yes  No.  Did you serve during wartime?  Yes  No   
 

9. Do you have a guardian:  Yes  No  If yes, list name and contact information:  

_______________________________________________________________ 
(Screener note: Ask the person who they would like to include in the screening process—

family members, friends, etc. If person has a guardian, stop the interview and reschedule 

the screening when these persons can participate). 

Background Data:  
10. What were the reasons you entered this facility?_______________________ 

________________________________________________________________ 

 
11. How long have you lived here at this facility? _______ years ________ months 

(Screener note: to qualify for MFP, the person must have resided in the inpatient facility for 

a minimum of 90 consecutive days, short term rehab stays do not count).  

 
(Screener note: At this point in the screening interview, introduce, review and obtain 

signature on Authorization for Release of Information and Informed Consent for MFP).  

12. Do you have any family living in this area?   Yes  No   

If yes, list name, phone number and address:   

____________________________________________________________ 
 

____________________________________________________________ 
 
13. Are there family member(s) or friend(s) that would be interested in your move to 

the community?     Yes   No  
 

14. May we contact these family member(s) or friends(s) to meet with you and us to 
discuss your move to the community?   Yes    No   

 
If yes, please provide their name(s) and telephone number(s): _____________ 

___________________________________________________ 



Money Follows the Person 

Transition Screening Form 

Participant Name: ________________________________ 

MFP field personnel note: All data elements on form must be completed. Incomplete forms 

will be returned. Standards of promptness apply. Send completed form to DCH MFP via FTP. 
DCH MFP Transition Screening Form_Revised_011513 Page 3 of 7 

Housing Section: 
15. Where did you live before you came here? ___________________________ 

(Screener note: after the person answers, code the response by checking the box below:  

 01-own home,  02-family home,  03-apt/house leased by participant,  04-apt 

leased/assisted living,  05-group home/PCH,  06-Other (specify) ________________ 

16. What Georgia County did you live in before you came here? _________________ 

17. Do you want to return to (living situation in Q15)?    Yes    No  

18. If yes, what prevents you from returning to (living situation in Q15)? _______ 

_______________________________________________________________ 

19. Do you have a home to move back into?    Yes    No  

If yes, the address (street, city, zip, county) of your home: ________________ 

________________________________________________________________ 

20. If applicable, does anyone live in your home?     Yes   No   

If yes, what are their names and relationship to you? _____________________ 

________________________________________________________________ 
(Screener note: discuss MFP qualified housing. Tell the candidate that while MFP will assist 

the person to locate qualified housing, the MFP program does not cover the cost of rent or 

utilities and that to participate in MFP, the person must enter qualified housing.  

21. Which type of qualified housing are you interested in and why? ____________ 

_______________________________________________________________ 
(Screener note: after the person answers, code the response by checking the box below:  

 01-own home,  02-family home,  03-apt/house leased by participant,  04-apt 

leased/assisted living,  05-group home/PCH,  06-Other (specify) ________________ 

22. What Georgia County do you prefer to live in?  ___________________________ 

23. Do you have someone you want to live with?   Yes  No    

If yes, list contact information ________________________________________ 

Waiver Service History:  
24. Did you receive services in your home before coming here?   Yes  No   

If yes, what services: _______________________________________________ 

25. Are you currently on a waiver waiting list for home & community based services?  
 Yes  No         If so, which waiver?  _______________ 

26. Do you have a letter or contact information from the waiver?    Yes  No 

If yes, where is the letter or contact information and/or who can bring these to  

you? __________________________________________________________
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Financial Data:  
(Screener note: Review facility records to obtain or confirm this information. The signed 

informed consent will allow you to obtain and review facility records).  

25. Income and Resources: 

 

SOURCE MONTHLY AMOUNT PAYEE 

 
 SSDI   SSI  SS Retirement 

  

 
PENSION BENEFITS 

  

 
TRUST PROCEEDS 

  

 
INHERITANCE 

  

 
VETERAN’S COMPENSATION 

  

 
CASH 

  

 
CHECKING ACCOUNT 

  

 
SAVINGS ACCOUNT 

  

 
SAVINGS ACCOUNT(DESIGNATED 
BURIAL) 

  

 
CEMETERY PLOT 

  

 
RAILROAD RETIREMENT 

  

 
LIFE INSURANCE 

  

 
CERTIFICATE OF DEPOSIT 

  

 
OTHER (SPECIFY) 

  

 
OTHER (SPECIFY) 

  

 
OTHER  (SPECIFY) 

  

 
OTHER (SPECIFY) 
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27. Who is paying for your stay here? _________________________________ 

_____________________________________________________________ 

26. Are you Medicaid eligible, but subject to transfer of asset penalty?  
 Yes    No  DNK (Do Not Know) (Screener note: check facility records) 

Health Care Needs:  
27. How would you describe your primary disability or limitation? ____________ 

_____________________________________________________________ 
Screener note: After the person provides a primary disability, confirm that the response 

fits into one of the following categories and check the box:  D1- Cognitive (TBI/DD, 

dementia),  D2- Hearing (Deaf/HoH/Hearing loss),  D3- Mental/SPMI,  D4- 

Physical (Mobility/Dexterity/Stamina),  D5- Vision (Blind/Low Vision),  D6- Not 

Applicable,  D7- DNK,  D8- Refused 

 
28. Who is your doctor here at this facility? ______________________________ 

 

29. Do you have a primary care doctor or clinic in the community?   Yes  No 
 

If yes, list contact information?  ____________________________________ 

_______________________________________________________________ 
 

30. Do you need help taking your daily medications?   Yes  No 

Describe assistance needed: ________________________________________ 

______________________________________________________________ 

31. What specialized medical equipment (DME) and assistive technology devices do 
you use?  

_____________________________________________________________ 
 

______________________________________________________________ 
 
______________________________________________________________ 

 
32. Which equipment or devices need to be obtained because you don’t own them 

or they need to be replaced?  
_______________________________________________________________ 
 

_______________________________________________________________ 
 

_______________________________________________________________ 
 
______________________________________________________________ 
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34. Functional Needs -  
See KEY below for instructions to complete:  

Function: Ask, “Do 
you need help with 
(activities below)?  

(observe person 
doing activity when 
possible) 

Impairment: 
If assistance 
needed, check 
yes 

Unmet Need: 
Ask: Do you 
have an unmet 
need for help 
with (activities) 
___________ in 
the community? 

Comments: Identify sources of assistance in the 
community, resources, assistive technology, DME 
used. Describe special needs and circumstances 
that should be taken into account when developing 
a plan for services and supports 

 
 1.  Eating 

 Yes  No  Yes  No  

 
 2. Bathing 

 Yes  No  Yes  No  

 
 3. Grooming 

 Yes  No  Yes  No  

 
 4. Dressing 

 Yes  No  Yes  No  

 
 5. Transferring 

 Yes  No  Yes  No  

 
 6.  Continence 

 Yes  No  Yes  No  

 
 7. Managing Money 

 Yes  No  Yes  No  

 
 8. Telephoning 

 Yes  No  Yes  No  

 
 9. Preparing  Meals 

 Yes  No  Yes  No  

 
10. Laundry 

 Yes  No  Yes  No  

 
11. Housework 

 Yes  No  Yes  No  

 
12. Outside Home 

 Yes  No  Yes  No  

 
13. Routine Health 

 Yes  No  Yes  No  

 
14. Special Health 

 Yes  No  Yes  No  

 
15. Being Alone 

 Yes  No  Yes  No  

KEY 

Assistance Needed in the Community 

Ask: Do you need help with 

(activities listed above #1-15)?  

When appropriate, observe the person 
in the activity. 

Unmet Need for Care – when person returns to the community 

Ask: When you return to the community, do you have an unmet need 
for someone to help you with _________ (activities listed above #1-

15)? 

If participant has assistance of family/friend/caregiver or assistive device, 
the answer would be NO. If participant has no assistance, the answer 
would be YES (there is an unmet need for care). Note observations. 
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35. Home Community Based Service (HCBS) referral to:  

 CCSP (AAA/Gateway) 
 SOURCE (SOURCE Case Management) 

 Independent Care Waiver (ICWP) (GMCF) 
 NOW/COMP Waiver (Regional DBHDD or DBHDD-DDD/MFP Office) 

 State Plan Services (list) ________________________________________ 
 Non Medicaid HCBS (specify) ____________________________________ 

 

36. Date of referral to waiver ______________ (mm/dd/yyyy).  
 

37. Date HCBS application submitted: _____________ (mm/dd/yyyy)  
 

38. Date HCBS waiver assessment completed: ____________ (mm/dd/yyyy) 

 
39. I DO NOT wish to participate in MFP: 

 
Signed: _______________________________________ Date: ___________ 

Document Checklist:  
(Screener note: attach the following documents. Send these copies and copy of completed 

Screening Form with referral to AAA/Gateway and/or GMCF).  

 

 Copy of MFP Informed Consent for Participation 

 Copy of Authorization for Use or Disclosure of Health Information 
 Copy of Medication Administration Record (MAR) or list of current medications 
 Copy of State Medicaid Card 

 Copy of Medicare Card 

 Copy of Social Security Card 

 Copy of Legal documents that cover guardianship (on file at institution) 
 Copy of Documents that cover Power of Attorney (on file at institution) 

 Nursing Home face-sheet 
 Other (Specify) ________________________________________ 

 

Notes: ________________________________________________________ 
 
______________________________________________________________ 
 

MFP Field Personal Contact Information 

 

Name:_______________________________ Date: _______________________ 

 

Phone: ______________________________ Email: _____________________ 
MFP field personnel note: the MFP Transition Screening Form must be submitted even when 

the person being screened refuses participation or is found to be ineligible. If the person refuses 

participation, be sure Question 39 is signed.  
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Tax ID, 
FEIN or 
SS#

Vendor 
Name

Vendor 
Phone

Vendor 
Address

Vendor 
City

Vendor 
State

Vendor 
Zip

Member 
Name

Member 
Medicaid #

Member 
DOB COS#

MFP 3 
digit 
Service 
Code

Transition 
Date/ 
Service 
Date Unit Rate

Billed 
Amount

FI             
Check #

Date 
Check 
Issued by 
FI

Refere
nce

MFP 3 Digit Service Codes PES Peer Support SCD Security Deposit HCO Home Care Ombudsman

MFP Field Personnel Name: PSS Trial Visits-PSS TSS Transition Supports EQS Equipment, Vision, Dental, Hearing Svs

Phone Contact: HHF Household Furnishings TRN Transportation SMS Specialized Medical Supplies

Email: HGS Household Goods Supplies LSC Life Skills Coaching VAD Vehicle Adaptations

MVE Moving Expenses SOR Skilled Out of Home Respite EMD Environmental Modifications

UTD Utility Deposit COE Caregiver Outreach & Education HIS Home Inspection

SEE Supported Employment Evaluation

COS # Codes 660 Independent Care Waiver Program (ICWP)

590 Community Care Services Program (CCSP)

930 SOURCE

680 New Options Waiver (NOW)

681 The Comprehensive Waiver (COMP)

990 Unknown

MFP Vendor Import File - to Fisical Intermediary

Notice: (Step 1) Send this completed Excel spreadsheet and supporting 

documentation to Fiscal Intermediary via File Transfer Protocol (FTP). (Step 2) 

Send this completed Excel spreadsheet and supporting documentation to the DCH 

MFP Office via FTP.

MFP_Vendor_Import_File_Revised_011513 1



MFP Vendor Payment Request 

 

MFP Vendor Payment Request_Revised_011513 

MFP Services Rendered for: 
Participant Name: 

 
Participant/Contact Phone: 

Participant Address: 

 
Participant City /Zip /County 

 
MFP Field Personnel Complete: 

Participant Medicaid ID#: 

 
Participant Date of Birth: 

Discharge Date: Anticipated MFP End Date: 

 
PAYMENT INSTRUCTION 

Vendor Name: 

 
Vendor Phone:  

MAIL CHECK TO (if different): 

 
Vendor Tax ID, FEIN or SS#: 

Vendor Address: 

 
Vendor City/State/Zip 

 
DESCRIPTION OF MFP TRANSITION SERVICES  

Description of Services Billed Amount 
 
 
 

 

 
 
 

 

 
 
 

 

Total Check Amount  

By signing this form, I attest that services were delivered/received consistent with the Individualized Transition Plans (ITPs) 
or Person Centered Description and MFP Authorization for Services. I understand that Medicaid is the payer of last resort.   

_____________________________________________________________________________  
MFP Participant Signature          Date 

_____________________________________________________________________________  
Vendor Signature           Date 
 
Fax or mail to MFP Field Personnel (Print Name): ______________________________________________________ 
 
Phone: ____________________________________________   Fax: _____________________________________ 
 
Mailing Address: _______________________________________________________________________________ 
 
City: _____________________________________________________ State: ________ Zip: __________________ 
 
Vendor note: send this completed form, signed by participant (or legal guardian), along with invoice and receipts to MFP 
field personnel listed above by fax, mail or via file transfer protocol (FTP).  
 
MFP Field Personnel note: once verified, send this completed form along with invoice and receipts to the Fiscal 
Intermediary by FTP. Send this completed form and required documentation to the DCH MFP office by FTP. 
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