Community Mental Health for Central Michigan
Prescription for Personal Care Services

	Date:
	[bookmark: Text1][bookmark: _GoBack]     



	Consumer Name (please print):
	[bookmark: Text2]     



	Case #:
	[bookmark: Text3]     
	DOB:
	[bookmark: Text4]     



Diagnoses:


	|_|
	Code:
	[bookmark: Text6]     
	Description:
	[bookmark: Text5]     




	|_|
	Code:
	     
	Description:
	     




Personal Care Services:
For recipients in specialized residential settings.  Indicate below the area(s) in which individual personal care services will be delivered and the intensity of those services.

	Special Dietary Needs:
	[bookmark: Text8]     



	
	Provide/Assist
	Guide/Direct
	N/A

	Eating/Feeding
	[bookmark: Check11]|_|
	[bookmark: Check12]|_|
	[bookmark: Check13]|_|

	Toileting
	|_|
	|_|
	|_|

	Bathing
	|_|
	|_|
	|_|

	Grooming
	|_|
	|_|
	|_|

	Dressing
	|_|
	|_|
	|_|

	Transferring
	|_|
	|_|
	|_|

	Ambulation/Mobility
	|_|
	|_|
	|_|

	Taking Medication
	|_|
	|_|
	|_|

	Assistance needed beyond the level required by licensure for the following:

	Food Preparation
	[bookmark: Check14]|_|
	[bookmark: Check15]|_|
	[bookmark: Check16]|_|

	Clothing and Laundry
	[bookmark: Check17]|_|
	[bookmark: Check18]|_|
	[bookmark: Check19]|_|

	Housekeeping
	[bookmark: Check20]|_|
	[bookmark: Check21]|_|
	[bookmark: Check22]|_|



Services Requested:

	
	Initial this box to indicate the individual above needs personal care services in a licensed specialized residential setting.



[bookmark: Text9]Amount/Length of Time Service Expected:       



	This must be signed annually by Primary Health Care Provider (PHCP)
MD, DO, PA-C, NP, Nurse, or Dietician



Signature:  _________________________________________  	Date:  _______________

	Name (please print):
	     



	Address:
	     



	Phone Number:
	     
	CMHCM-365 (Revised  6/20/17)




Prescription for Personal Care Services
CMHCM-365

The form down to the grey banner should be completed by the caseholder/home manager.

Diagnosis is the CMH diagnosis (I/DD diagnosis or MI diagnosis).  Use the ICD 10 code and description.

Fill in the Special Dietary Needs (texture modification, type of diet—no added salt, calorie restriction, etc.)

Personal Care Services should match what was on the “Data Sheet for Personal Care Recipients in Alternative 
Residential Settings” related to how much assistance the staff gives the consumer for each area.  The 
consumer’s Person-Centered Plan should also list the interventions required for personal care that the home 
staff will provide.

Services Requested should be initialed by the caseholder.

Amount/Length of Time Service Expected should be filled in.  Most often, this will be “lifelong.”

The form is signed annually at the time of the consumer’s annual physical by the primary healthcare provider.  
The form can be signed by a CMH nurse/prescriber as a last resort.
