Community Mental Health for Central Michigan
Prescription for Personal Care Services

	Date:
	[bookmark: Text1]     
	Case Holder and Credentials:
	     


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



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



Diagnoses: 


	☐	Code:
	[bookmark: Text6]     
	Description:
	[bookmark: Text5]     



	☐	Code:
	     
	Description:
	     



	☐	Code:
	     
	Description:
	     



Personal Care Services:
Indicate below the area(s) in which the individual needs assistance with personal care and the type of assistance needed.

	
	Provide/Assist 
(Physical assistance provided by staff)
	Guide/Direct
(No physical assistance-monitor, model, prompt) 
	N/A

	Eating/Feeding
	☐	☐	☐
	Toileting
	☐	☐	☐
	Bathing  
	☐	☐	☐
	Grooming
	☐	☐	☐
	Dressing
	☐	☐	☐
	Transferring 
	☐	☐	☐
	Ambulation/Mobility 
	☐	☐	☐
	Taking Medication
	☐	☐	☐
	
	Assistance needed beyond the level required by licensure for the following:

	Food Preparation
	☐	☐	☐
	Clothing and Laundry
	☐	☐	☐
	Housekeeping
	☐	☐	☐


	Special Dietary Needs:
	[bookmark: Text8]     

	What adaptive equipment is needed?:
	     

	
	     

	What medical protocols are in place?:
	     

	
	     


Services Requested:

	
	Initial this box to indicate the individual above needs the personal care services as checked above to be provided 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 1/25/23)




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.

Personal Care Services should match information as indicated in the psychosocial assessment and information contained within other standardized assessments (SIS, LOCUS, CAFAS). The consumer’s Person-Centered Plan should list the interventions required for personal care that the home staff will provide. 

Fill Out:
·  Special Dietary Needs examples include texture modification (pureed, tube feeding, etc), type of diet (diabetic diet, no added salt, calorie restriction, fluid restriction, caffeine restriction, etc.)
· Adaptive equipment examples include: gait belt, helmet to prevent injury during seizures, shower chair with belt, bed with rails, etc.
· Medical Protocol examples include: seizure protocol, protocol related to diabetes management, etc.

Services Requested should be initialed by the case holder. This will only be initialed for consumers residing in residential settings (you should see corresponding T1020 personal care authorization). Leave this box blank if the consumer is not residing in a residential setting.  
Amount/Length of Time Service Expected should be filled in. For some individuals, this will be “lifelong”; however, the expectation is that this script is reviewed and renewed at minimum, annually regardless of whether the assistance is indicated to be needed on a lifelong basis.  

The form is signed annually by the consumer’s primary healthcare provider.  

The form can be signed by a CMH nurse/prescriber for individuals open to CMH health services as a last resort. In order for CMH nurse/prescriber to sign this form, there needs to be documentation related to outreach attempts made to the primary healthcare provider and why those attempts were not successful. Additionally, if a CMH nurse/prescriber signs this, this must be sent the primary healthcare provider and a record of disclosure log completed to document coordination efforts. 
