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Division of Developmental Disabilities 
Medical Policy Manual 

Chapter 1600 
Case Management 

1 1620-B NEEDS ASSESSMENT/CARE PLANNING STANDARD 

2 REVISION DATE: XX/XX/24 
3 REVIEW DATE: 11/1/2023 
4 EFFECTIVE DATE: 7/6/2021 
5 REFERENCES: AHCCCS AMPM Chapter 1620-B; A.R.S. § 36-401; A.R.S. § 
6 36-551; 9 A.A.C. 22 Article 1; 9 A.A.C. 20, Articles 1, 4, 5, and 6 (A.A.C.
7 R9.101); AHCCCS AMPM Chapter 1620-B. 

8 PURPOSE 

9 This Policy establishes requirements regarding needs assessment and 

10 care planning. 

11 DEFINITIONS 

12 1. “Member” means the same as “Client” as defined in 

13 A.R.S. § 36-551. 

14 1.2. “Own Home” - Ameans a residential dwelling that is owned, 

15 rented, leased, or occupied by a mMember, at no cost to the 

16 mMember, including a house, a mobile home, an apartment, or 

17 other similar shelter. A home is not a facility, a setting, or an 

18 institution, or a portion of any of these that is licensed or 

19 certified by a regulatory agency of the state as a:   

20 a. Health care institution under A.R.S. § 36-401.

21 b. Residential care institution under A.R.S. § 36-401.
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22 c. Community residential setting under A.R.S. § 36-551, or   

23 d. Behavioral health facility under 9 A.A.C. 20, Articles 1, 

24 4, 5, and 6 (A.A.C. R9.101). 

25 2. “Person-Centered Service Plan (PCSP)” means Aa collaborative 

26 process, which assesses, plans, implements, coordinates, monitors, 

27 and evaluates options and services to meet the member’s needs 

28 through communication and available resources to promote quality, 

29 cost effective outcomes. 

30 3. “Person Centered” means An approach to planning designed to 

31 assist the member to plan their life and supports. This model 

32 enables individuals to increase their personal self-

33 determination and improve their own independence.  

34 3.4. “Planning Document” means a written plan developed through 

35 an assessment of functional needs that reflects the services 

36 and supports, paid and unpaid, that are important for and 

37 important to the Member in meeting the identified needs and 

38 preferences for the delivery of such services and supports.- A 

39 plan which is developed by the Planning Team, such as an  

40 Individualized Family Service Plan (IFSP), Person Centered 

41 Service Plan (PCSP). The  member/Responsible Person (as 
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42 defined in A.R.S. §36-551) has final decision-making 

43 authority unless there is legal documentation that confers 

44 decision-making authority to a  legal representative. 

45 4.5. “Planning Team” -means a defined group of individuals 

46 comprised of the Member, the Responsible Person if 

47 other than the Member, and, with the Responsible 

48 Person’s consent, any individuals important in the 

49 member’s life, including extended family members, 

50 friends, service providers, community resource 

51 providers, representatives from religious/spiritual 

52 organizations, and agents from other service systems A 

53 group of individuals that shall include the member, 

54 Responsible Person (when applicable), Support Coordinator, 

55 and a representative from the agency for  member’s living in a 

56 licensed setting and with the member’s consent, their Health 

57 Care Decision Maker, Designated Representative and any 

58 individuals important in the member’s  life, including but not 

59 limited to extended family members, friends, service 

60 providers,  community resource providers, representatives 

61 from religious/ spiritual organizations, and  agents from other 
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62 service systems. The size, scope, and intensity of involvement 

63 of the team members are determined by the objectives of the 

64 planning team to best meet the  needs and individual goals of 

65 the member. 

66 5.6. “Prior Period Coverage” or “(PPC)” means - F for Title XIX 

67 mMembers, the period of time prior to the mMember’s 

68 enrollment, during which a mMember is eligible for covered 

69 services.  The timeframe is from the effective date of eligibility 

70 to the day a mMember is enrolled with a Contractor. Refer to 

71 9 A.A.C. 22 Article 1. If a mMember made eligible via the 

72 Hospital Presumptive Eligibility (HPE) program is 

73 subsequently determined eligible for AHCCCS via the full 

74 application process, Prior Period Coverage for the mMember 

75 will be covered by AHCCCS Fee-For-Service and the 

76 mMember will be enrolled with the Contractor only on a 

77 prospective basis. 

78 6.7. “Responsible Person” - Mmeans the parent or guardian of a 

79 minor with a developmental disability, the guardian of an adult 

80 with a developmental disability or an adult with a  

81 developmental disability who is a client or an applicant for 
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82 whom no guardian has been appointed as cited in A.R.S 36-

83 551. 

84 7.8. “Support Coordination” means the same as “Case 

85 Manager” under A.R.S. § 36-551.- A collaborative process, 

86 which assesses, plans, implements,  coordinates, monitors,

87 and evaluates options and services to meet the member’s 

88 needs through communication and available resources to 

89 promote quality, cost-effective  outcomes.

90 POLICY 

91 A. PERSON CENTERED APPROACH 

92 1. The Division shall Support Coordinators are expected to use a 

93 person-centered approach regarding the mMember assessment 

94 and needs identification, considering not only ALTCS covered 

95 services, but also other needed community resources as 

96 applicable. 

97 1.2. The Support Coordinator shall Support Coordinators shall: 

98 a. Respect the Member and the mMember’s rights. 

99 b. Support the mMember to have a meaningful role in 

100 planning and directing their own supports and services to 

101 the maximum extent possible. 
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102 c. Provide adequate information and education to support the 

103 member/RResponsible Person to make informed decisions 

104 and choices. 

105 d. Be available to answer questions and address issues raised 

106 by the member/RResponsible Person, including between 

107 regularly scheduled Pplanning Mmeetings. 

108 e. Provide a continuum of cost-effectivecost effective service 

109 options that supports the expectations and agreements 

110 established through the planning process. 

111 f. Educate the member/RResponsible Person, on how to 

112 report unavailability or other problems with service 

113 delivery to ensure unmet service needs can be addressed 

114 as quickly as possible as outlined . Refer toin Division 

115 Medical Policy 1620-D and 1620-E, and 540 regarding 

116 specific requirements. 

117 g. Facilitate access to non-ALTCS supports and services 

118 available throughout the community and, (“natural 

119 supports”) as well as Non-Title XIX services for mMembers 

120 with a Serious Mental Illness (SMI) designation. 

121 h. Advocate for the mMember including their and/or family, 
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122 /and significant others as neededthe need occurs. 

123 i. Allow the member/RResponsible Person to identify their 

124 role in interacting with the service delivery system, 

125 including the extent to which the family and other 

126 informalother/informal supports will provide 

127 uncompensated care. 

128 j. Provide the member/Responsible Person with flexible and 

129 creative service delivery options. 

130 k. Educate the member/Responsible Person about mMember 

131 directed options for delivery of designated services. These 

132 options will be reviewed with the member/Responsible 

133 Person for mMembers living in their oOwn hHomes at 

134 every Pplanning Mmeeting. 

135 l. Educate the member/Responsible Person on the option to 

136 choose a spouse as the mMember’s paid attendant 

137 caregiver. 

138 m. Provide necessary information to providers about any 

139 changes in the mMember’s  goals, functioning and/or 

140 eligibility to assist the provider in planning, delivering, and 

141 monitoring services. 
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142 n. Provide coordination across all facets of the service system 

143 in order to determine the efficient use of resources and 

144 minimize any negative impact on the mMember. 

145 o. Educate the member/Responsible Person on End-of-Life 

146 Care and Advanced Care Planning, services and supports. 

147 See Division Operations Policy 1006 for additional guidance 

148 regarding health care directives. 

149 p. Assist mMembers to identify their independent living goals 

150 and provide the Responsible Personm  with information 

151 about local resources that may help them transition to  

152 greater self-sufficiency in the areas of housing, education, 

153 and employment, including volunteer opportunities.  

154 (rRefer to the sSection B of this policy below which 

155 outlines additional requirements for individualized 

156 mMember goals). 

157 p.B. PLANNING MEETING 

158 1. The Support Coordinator shall facilitate a face-to-face planning 

159 meeting, to develop the Planning Document, that includes the 

160 the Member, the Responsible Person, if applicable, and all other 

161 requested members of the planning team. 
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162 2. The Support Coordinator shall include recommendations from 

163 the Member’s Primary Care Provider (PCP), as well as input from 

164 service providers, as applicable, in the Member’s Planning 

165 Document. 

166 3. The Support Coordinator shall complete the (Form - DDD-2039A) 

167 HCBS Member Needs Assessment Tool and the Member Weekly 

168 Schedule (Form DDD-2111A) to determine the amount of service 

169 hours a Member needs when Attendant Care/Homemaker, 

170 Habilitation Hourly, and/or Respite services will be authorized for 

171 Members living in their own home. 

172 4. The Support Coordinator shall complete the Respite Assessment 

173 Tool (Form DDD-2042A) when Respite services are assessed. 

174 1.5. The Support Coordinator shall complete the Division’s Member 

175 Level of Care Tool (MLOC) (Form DDD-2096A) based on 

176 information from the mMember’s Planning Document to 

177 determine the mMember’s current level of care. 

178 2. If a member’s status has improved that s/he may no longer be 

179 medically eligible for ALTCS, tThe Support Coordinator shall complete 

180 an Electronic Member Change Report (EMCR), for a medical PAS 

181 Reassessment when a Member’s status has improved that s/he may no 
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182 longer be medically eligible for ALTCS. 

183 2. The involvement of the member/Responsible Person in 

184 strengths/needs identification as well as decision-making is a basic 

185 tenet of Support Coordination practices. For the  Planning Meetings, 

186 the Planning Team may include anyone, as requested by the  

187 member/Responsible Person. The member/Responsible Person and 

188 Planning Team  partner with the Support Coordinator in the 

189 development of the Planning Document,  with the Support Coordinator 

190 generally functioning as the facilitator. 

191 3. The Support Coordinator shall will complete the Division’s 

192 Member Level of Care Tool (MLOC) (Form DDD-2096A) based on 

193 information from the mMember’s Planning Document to determine the 

194 mMember’s current level of care. 

195 4. Person-centered plan is based on face-to-face discussion with 

196 the member/Responsible Person and other members of the Planning 

197 Team in order to develop a comprehensive Planning Document, as 

198 defined in this policy. The Planning Document will include

199 recommendations of the member’s Primary Care Provider  (PCP), as 

200 well as input from service providers, as applicable. Support 

201 Coordinators will complete the (DDD-2039A) HCBS Member Needs 
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202 Assessment Tool to determine the amount of service hours a member 

203 needs when Attendant Care/Homemaker,  Habilitation Hourly, and/or

204 Respite services will be authorized for members living at  home. If the

205 member has been assessed for Respite, the Respite Assessment Tool  

206 must also be completed. 

207 6. In development of the member’s Planning Document,The 

208 Support Coordinators shall assist in identifying meaningful and 

209 measurable individualized goals for mMembers, including long-

210 term and short-term goals. (e.g., in the areas of recreation,  

211 transportation, friendships, family and other relationships)  

212 7. The Support Coordinator shall assist the Planning Team in 

213 writing goals for the Member that outline clear expectations 

214 about what is to be achieved through the service delivery and 

215 care coordination processes. 

216 8. The Support Coordinator shall assist the Planning Team in 

217 identifying goals that: 

218 a. to aAssist the mMember in attaining the most self-fulfilling, 

219 age-appropriate goals consistent with the mMNember’s 

220 needs, desires, strengths, and preferences. 

221 b. 1. Goals will iInclude steps that the member will take to 
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222 achieve the goal(s), 

223 (s). 2. Goals will be Goals aAre written to outline clear expectations about 

224 what is to be achieved through the service delivery and care coordination 

225 processes. 

226 9. The Support Coordinator shall review the Member’s goals3. 

227 Goals will be reviewed at each at each Pplanning Mmeeting. 

228 a.10. The Support Coordinator shall complete an Electronic Member 

229 Change Report (EMCR) for a medical PAS Reassessment when a 

230 Member’s status has improved that the Member may no longer 

231 be medically eligible for ALTCS. 

232 C. PRIOR PERIOD COVERAGE (PPC) 

233 1. The Support Coordinator shall complete a retrospective 

234 assessment Ffor mMembers who have been receiving Home and 

235 Community Based Services (HCBS) during the Prior Period 

236 Coverage (PPC) timeframe a retrospective assessment must 

237 occur to determine whether those services were: 

238 a. Medically necessary, 

239 b. Cost- effective, and 

240 c. Provided by a registered AHCCCS provider. 
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241 2. The Support Coordinator shall document in the Planning 

242 Document when all If all three of these criteria are met to signify 

243 that , the services are eligible for reimbursements. specified in 

244 the member’s Planning Document. Services that will be 

245 retroactively approved based on this assessment will be marked 

246 as “Retroactive” in the Planning Document. 

247 2.3. The Division shall provide a Notice of Adverse Benefit 

248 Determination to the Responsible Person for If any of the 

249 services provided during the PPC that are not approved as 

250 outlined in Division Operations Policy 414. The Division shall 

251 allow the Respon, the member must be provided a written 

252 Notice of Adverse Benefit Determination (NOA)  and given an 

253 opportunity to file an appeal. 

254 4. For a new member residing in an Assisted Living Facilities (ALF) 

255 during PPC, tThe Division support coordinator shall inform the 

256 Assisted Living Facilities (ALF), for a new Member residing in an 

257 ALF, that they are encouraged to bill or acceptor/accept Medicaid 

258 payment for services for mMembers who are eligible under PPC 

259 but are not required by regulations to do so. 

260 3.5. If the facility chooses to, or is required by contract  to bill the 
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261 Division, the facility must accept the Medicaid payment as full 

262 payment and is not permitted to bill the member or family for 

263 the difference between the Medicaid and private pay rate. The 

264 Divisionsupport coordinator shall ensure that the facility refunds 

265 private payments made by the mMember or family, less the 

266 amount of room and board assigned by the Contractor, prior to 

267 billing the Division for Medicaid reimbursement. 

268 4. In addition to the grievance and appeals procedures described above, 

269 Division of dDevelopmental Disabilities (DDD) will also make available the 

270 grievance and appeals  processes described in Division Operations Policy

271 446. 
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