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Home and Community Based Services (HCBS) Waiver
Service Plan Review -- Every 90 Days
(check appropriate timeframe)
Child and Adolescent Needs and Strengths - New York (CANS-NY) due at 30 Day Review, 2nd 90 Day Service Plan Review and every 180 days thereafter; upon disenrollment and as needed.
1. Participant List (List all participants including family and child.)
Name (and agency, if indicated)
Relationship to Child/Family
A. Treatment Provider Input:
3. Signatures (signatures acknowledge review and support of service plan)
Child Signature:
Family Member Signature(s):
ICC Supervisor Signature
ICC Signature
4. Discharge Plan - Required with 1st 90 Day Service Plan Review & every 90 days thereafter
B. Based on the CANS-NY assessment and clinical presentation, check all areas in which     progress is evidenced:	  
Problem Presentation and improved functioning [fewer symptoms/ behaviors; decreased severity of symptoms] 
Problem Presentation and improved functioning [fewer symptoms/ behaviors; decreased severity of symptoms] 
5. Medical Services
As applicable, indicate the date the child/youth was seen this quarter by (check all that apply):
Check all medical services anticipated in the next quarter and indicate the date if scheduled: 
7. Progress in Meeting Goals and Objectives During this Period: 
Indicate each goal and objective, number and letter. For each objective, summarize progress made, associated problems, and specific use of flex dollars. Indicate if each goal and each objective will change or continue or end. Explain why a goal or objective is continued if they are being extended beyond the original anticipated completion date. If a new or revised goal or objective is developed, indicate that it is new or revised, write it out and give the reasons for each. Note that CANS-NY Risk Behaviors that are 2 and 3 must have goals to address them.
Comments
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