Plans Review Checklist 
Occupational Therapy  



Person’s Name: [image: Person's Name box.]    Date of Birth: [image: Date of Birth box.]
				(Last, First)

Reviewer’s Name: [image: Reviewer's Name box.]    Date Request Received: [image: Date Request Received box.]


	A.         Occupational Therapy (Assessment)



	1.  |_| YES  |_| NO




	Is this a new assessment for environmental accessibility (i.e., home) modifications?

If YES, skip to Question #4.

If NO, proceed to Question #2.


	2.  |_| YES  |_| NO

	Is the request for an initial assessment after enrollment in the waiver or after an interval of at least 12 months since the last Occupational Therapy assessment?

If YES, skip to Question #4.

If NO, proceed to Question #3.


	3.  

|_| YES  |_| NO


|_| YES  |_| NO
	Is a new Occupational Therapy assessment needed because:

a.	The person was discharged from services by an occupational therapist who 	discontinued being a waiver services provider; OR

b.	The person is currently receiving waiver-funded Occupational Therapy and 	has now developed an acute need for additional services to restore lost 	function.  Such additional services would normally be provided by the MCO, 	but to ensure coordination and continuity of care, all of the Occupational 	Therapy will be provided through the waiver by the same provider.

If YES to “a.” or “b.”, proceed to Question #4.

If NO to “a.” and “b.”, skip to Question #5.


	4.  

|_| YES  |_| NO




|_| YES  |_| NO





|_| YES  |_| NO
	Review questions:

a.	Is there a current, written order by a physician, physician assistant, or 	nurse practitioner for the Occupational Therapy assessment; 
					AND


b.	Is there sufficient information in the Person-Centered Support Plan (PCSP) 	and supporting documentation to show that the person has a medical 	diagnosis or functional limitation involving performance of activities of daily 	living; 
					AND

c.	Is there sufficient information in the PCSP and supporting documentation to 	conclude that, based on the person’s medical diagnosis or functional 	limitation involving performance of activities of daily living, the person’s 	functional and/or treatment needs cannot be adequately determined 	without a new Occupational Therapy assessment?

If YES to “4.a.”, “4.b.” and “4.c.” above, stop and approve the assessment.

If NO to “4.a.”, “4.b.” or “4.c.” above, stop and deny the assessment.  


	5.  

|_| YES  |_| NO






|_| YES  |_| NO


|_| YES  |_| NO






|_| YES  |_| NO

	Review questions:

a.	Is there a current, written order by a physician, physician assistant, or 	nurse practitioner for the Occupational Therapy assessment; 
					AND

b.	Is there sufficient information in the PCSP and supporting documentation to 	demonstrate that:

	(1)	The person has a new medical diagnosis or functional limitation 			involving performance of activities of daily living; OR

	(2)	The person has experienced either 1) an exacerbation of a pre-			existing medical condition or functional limitation or 2) requires a 			reassessment of staff instructions and training of a new designated 			trainer for staff instructions after having been discharged from 			Occupational Therapy services by the occupational therapist; 
					AND

c.	Is there sufficient information in the PCSP and supporting documentation to 	conclude that, based on the person’s medical diagnosis or functional 	limitation involving performance of activities of daily living, the person’s 	functional and/or treatment needs cannot be adequately determined 	without a new Occupational Therapy assessment?

If YES to “5.a.”, “5.b.” and “5.c.”, stop and approve the assessment.

If NO to “5.a.”, 5.“b.” or “5.c.”, stop and deny the assessment.







	|_| Approved
	

	|_| Denied
	Criteria [image: Criteria box.] not met.  

	Comment Section
	[image: Comment Section box.]

	
	Reviewer Signature: [image: Reviewer Signature box.] Date: [image: Date box.]
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	B.	 Initial Occupational Therapy (excluding assessment)



	1. 

|_| YES  |_| NO



|_| YES  |_| NO




|_| YES  |_| NO









|_| YES  |_| NO













|_| YES  |_| NO







	Review questions:

a.	Is there a current, written order by a physician, physician assistant, or 	nurse practitioner for the Occupational Therapy, 
					AND

b.	Is there sufficient information in the PCSP and supporting documentation to 	show that the person has a medical diagnosis 	or functional limitation 	involving performance of activities of daily living; 								AND

c.	Is there sufficient information in the PCSP and supporting documentation 	(e.g., the therapy plan of care) to conclude that the person’s functional 	and/or 	treatment needs involving performance of activities of daily living 	cannot be adequately met unless Occupational Therapy is provided by a 	licensed occupational therapist or occupational therapy assistant working 	under the supervision of a licensed occupational therapist (i.e., paid and 	unpaid caregivers would not otherwise be able to adequately meet the 	specified functional or treatment needs); 
					AND

d.	Is there sufficient documentation in the PCSP and supporting documentation 	to conclude that the provision of Occupational Therapy services can be 	reasonably expected to 1) achieve measurable and sustained functional 	gains for the person, or 2) maintain current functional abilities that would be 	lost without the provision of Occupational Therapy Services; or 3) prevent or 	minimize the deterioration of a chronic condition that would result in the 	further loss of function or the development of serious medical problems or 	secondary medical conditions); 
					AND





e.	Are there clearly defined measurable Occupational Therapy goals in the 	PCSP and supporting documentation which are reasonable and appropriate 	given the person’s current health and functional status?

If YES to “1.a.”, “1.b.”, “1.c.”, “1.d.” and “1.e.” above, proceed to Question #2. 

If NO to “1.a.”, “1.b.”, “1.c.”, “1.d.” or “1.e.” above, stop and deny the service.  


	2. |_| YES  |_| NO

	Is the frequency (per week, per month, etc.), amount (# of units) and duration (# of weeks or months) of Occupational Therapy Services requested consistent with and not more than the amount of services needed to (1) achieve measurable and sustained functional gains; (2) maintain current functional abilities; or (3) prevent or minimize the deterioration of a chronic condition as specified in “1.d.” above?

NOTE:  To the maximum extent possible and appropriate, Occupational Therapy Services by a licensed occupational therapist or licensed occupational therapy assistant working under the supervision of a licensed occupational therapist should be utilized to develop staff instructions that can be implemented by caregivers (including, but not limited to family members, paid personal assistants, and residential services staff), across activities and settings in order to achieve the maximum therapeutic benefit.  

Licensed professionals shall be expected to teach, train and support paid and unpaid caregivers, embedding appropriate treatment within the day‐to‐day delivery of supports in order to maximize both the efficacy and efficiency of service delivery, and for developing a plan for fading direct services to the extent possible and appropriate.

Periodic services by the licensed occupational therapist or licensed occupational therapy assistant working under the supervision of a licensed occupational therapist should be authorized only as necessary to support the ongoing implementation of staff instructions, or to modify the staff instructions in response to the changing needs of the person.

If YES, stop and approve the amount of Occupational Therapy Services requested.  Such approval may specify that concurrent review will be conducted after a specified period of time (see attached guidelines) to ensure that Occupational Therapy Services continue to be necessary.  Such determination shall be based on current medical records provided by the licensed professional and/or physician, physician assistant, or nurse practitioner in response to the request for concurrent review.

If NO, approve that portion of the total amount of Occupational Therapy Services requested that is consistent with the amount of Occupational Therapy Services needed to (1) achieve measurable and sustained functional gains, or (2) maintain current functional abilities, or (3) prevent or minimize the deterioration of a chronic condition as specified in “1.d.” above.  





Deny that portion of the total amount of Occupational Therapy Services requested that is more than the amount of services needed to (1) achieve measurable and sustained functional gains; (2) maintain current functional abilities; or (3) prevent or minimize the deterioration of a chronic condition as specified in “1.d.” above.  


	|_| Approved
	

	|_| Denied
	Criteria [image: Criteria box.] not met.  

	Comment Section
	[image: Comment Section box.]

	
	Reviewer Signature: [image: Reviewer Signature box.] Date: [image: Date box.]
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	C.	  Continuation of  Occupational Therapy (excluding assessment)



	1. 


|_| YES  |_| NO



|_| YES  |_| NO




|_| YES  |_| NO












|_| YES  |_| NO



|_| YES  |_| NO





|_| YES  |_| NO





|_| YES  |_| NO

	Review questions for continuation of the currently approved level of Occupational Therapy plus any requested increase in such services, as applicable:

a.	Is there a current, written order by a physician, physician assistant, or 	nurse practitioner for the Occupational Therapy; 
					AND

b.	Is there sufficient information in the PCSP and supporting documentation to 	show that the person continues to have a medical diagnosis or functional 	limitation involving performance of activities of daily living; 		
					AND

c.	Is there sufficient information in the PCSP and supporting documentation 	(e.g., the therapy plan of care) to conclude that the person’s functional 	and/or treatment needs involving performance of activities of daily living still 	cannot 	be adequately met unless Occupational Therapy Services are 	provided by a licensed occupational therapist or licensed occupational 	therapy assistant working under the supervision of a licensed occupational 	therapist (i.e., paid and unpaid caregivers would still not otherwise be able to 	adequately meet the specified functional or treatment needs); 
					AND

d.	Is there sufficient information in the PCSP and supporting documentation to 	demonstrate:

	(1)	Progress toward defined treatment goals in terms of measurable and 		sustained functional gains for the person that can be generalized to 			settings outside the immediate treatment environment; OR

	(2)	The continuing medical need for Occupational Therapy Services in 			order to maintain current functional abilities that would be lost 			without the continued provision of Occupational Therapy Services; OR



	(3)	The continuing medical need for Occupational Therapy Services in 			order to prevent or minimize the deterioration of a chronic condition 			that would result in the further loss of function or the development 			of serious medical problems or secondary medical conditions; 
					AND

e.	Are clearly defined measurable Occupational Therapy Services goals as 	specified in the PCSP and supporting documentation still reasonable and 	appropriate given the person’s current health and functional status?

If YES to “1.a.”, “1.b.”, “1.c.”, “1.d.” and “1.e.” above, proceed to Question #2.

If NO to “1.a.”, “1.b.”, “1.c.”, “1.d.” or “1.e.” above, stop and deny the service.  


	2. |_| YES  |_| NO

	Is the frequency (per week, per month, etc.), amount (# of units) and duration (# of weeks or months) of continued Occupational Therapy Services requested plus any requested increase in such services, as applicable, consistent with and not more than the amount of services still needed to (1) achieve measurable and sustained functional gains, or (2) maintain current functional abilities, or (3) prevent or minimize the deterioration of a chronic condition that would result in the further loss of function or the development of serious medical problems or secondary medical conditions as specified in “1.d.” above?

To the extent that the request includes any increase in the frequency, amount, or duration of Occupational Therapy Services, is there sufficient information in the PCSP and supporting documentation to demonstrate that the person’s needs have changed and/or the previously approved frequency, amount, or duration of Occupational Therapy Services is no longer sufficient to (a) achieve measurable and sustained functional gains for the person that can be generalized to settings outside the immediate treatment environment, or (b) maintain current functional abilities that would be lost without the continued provision of Occupational Therapy Services, or (c) prevent or minimize the deterioration of a chronic condition that would result in the further loss of function or the development of serious medical problems or secondary medical conditions?

NOTE:  To the maximum extent possible and appropriate, Occupational Therapy Services by a licensed occupational therapist or licensed occupational therapy assistant working under the supervision of a licensed occupational therapist should be utilized to develop staff instructions that can be implemented by caregivers (including, but not limited to family members, paid personal assistants, and residential services staff), across activities and settings in order to achieve the maximum therapeutic benefit.  

Licensed professionals shall be expected to teach, train and support paid and unpaid caregivers, embedding appropriate treatment within the day‐to‐day delivery of supports in order to maximize both the efficacy and efficiency of service delivery, and for developing a plan for fading direct services to the extent possible and appropriate.



Periodic services by the licensed occupational therapist or licensed occupational therapy assistant working under the supervision of a licensed occupational therapist should be authorized only as necessary to support the ongoing implementation of the staff instructions, or to modify the staff instructions in response to the changing needs of the person.

If YES, stop and approve the continuation of Occupational Therapy Services and any increase as requested.  Such approval may specify that concurrent review will be conducted after a specified period of time (see attached guidelines) to ensure that Occupational Therapy Services continue to be needed.  Such determination shall be based on medical records provided by the licensed professional and/or physician, physician assistant, or nurse practitioner in response to the request for concurrent review.

If NO, approve that portion of the total amount of Occupational Therapy Services requested that is consistent with the amount of Occupational Therapy Services needed to (1) achieve measurable and sustained functional gains; (2) maintain current functional abilities; or (3) prevent or minimize the deterioration of a chronic condition that would result in the further loss of function or the development of serious medical problems or secondary medical conditions as specified in “1.d.” above. Deny that portion of the total amount of Occupational Therapy Services requested that is more than the amount of services needed to (1) achieve measurable and sustained functional gains; (2) maintain current functional abilities; or (3) prevent or minimize the deterioration of a chronic condition that would result in the further loss of function or the development of serious medical problems or secondary medical conditions as specified in “1.d.” above.


	|_| Approved
	

	|_| Denied
	Criteria [image: Criteria box.] not met.  

	Comment Section
	[image: Comment Section box.]

	
	Reviewer Signature: [image: Reviewer Signature box.] Date: [image: Date box.]
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