MEDICAID
IEP COMPLIANCE



Required Medicaid Sections in the IEP:

* PLAAFP/Section 4: Functional Performance

* Forml

* FormI-2 E.'M—IEP%
R —




PLAAFP/SECTION 4.

There are 8 Activities of Daily Living:
*  Mobility
* Eating/Feeding el
. c tudent requires adult a
e Groom|ng 0 e udent requires adult

. udent requi )
* Dressing i
* Toileting
* Transfers

* Positioning DRAFT VIEW
e Use of Assistive Devices

Section 4: Functional Performance

Social Emotional and Behavior:
Physical Development:
Fur'u:tmnal Actlwtles uf [:all'.-r Lnrlr'lg Nutes (Adaptwe}: )

AN I & 5 3 d tra inta equipment and on/off the floor
JRES ent res w D d snaps on cl ng

i dent Ires ar t ¥ i n he ughout the day for her comfort

s £ Y E requi : sistan : w €N us VE ¢t ices to communicate wants and needs

Occupational Therapy

Physical Therapy ( /edit notes) Select to input ADLs
Adapted RE. (PE) (v it notes)




Supplementary Aids/Assistive Technology and Services for Students

Educationally Relevant Supplementary Aids/2 tiva Technology and Services Are Listed Below [SEE examp

'®) Educationally relevant supplementary aids/assistive technology and services

_! Check here if supplementary aids/assistiv zary to provide
special education

DRAFT VIEW [ ket ¢ ansusge it coletor pre S

Supplementary Aids Instr. Setting/Location Start Date oL Provider End Date

FORM | Minutes

Clarification:[

EXAMPLES IN LOCKED/IN-FORCE VIEW:

Supplementary Aids/ Assistive Technology and Services for Students
Educationally Relevant Supplementary Aids/Assistive Technology and Services Are Listed Below.

150 : ny fm

Special Education Classroom 10/1/2021 minutes/day 10/1/2022

Frequency and Duration: 120-150 Minutes Daily

Supplementary Aidsf Assistive Technology and Services for Students
Educatiomnally Relevant Supplementary Adds f Assistive Technology and Services Are Lisbed Below.

Clarification: Max will have access to an aide 7 hours per day

Form I-2and PLAAF of the IEP for details of Medicaid billable services. Due to

minutes of training per quarter from the Munroe-Mevyers institute If nesded.
Vision: for preparation of materials and staff development specific to working with students with vision




F O R M I - 2 MEDICAID SERVICES / DSC DATA FORM (FORM 12)

Review and complete Section Al below as appropriate if the student receives the assistance of an aide to address any of
needs listed (includes all aides serving students that have an IEF).

DRAFT VIEW Al. A_f._f.lstance with Per_r.mlal CarefDall',r Living Skills / Activities of Daily Living

t all areas that apply - use ctrl or shift to select multiple |

H

grooming Start Date: | 10/01/202 End Date:

=

toileting Start Date: |10/0 : End Date:

=

transfers Start Date: | 10/01/202 End Date:

(<

ating/feeding Start Date: |10/01/2021 End Date:

<

dressing Start Date: | 10/01/202 End Date:

=

positioning Start Date: F20 End Date:

=

mobility Start Date: |10/0 2 End Date: | 10/01/2022

(<

use of assistiv Vices Start Date: |10/ ? End Date:
|;|r|:||:| m r|;|
| Add N

Scope of Health Au:le Services - Personal Care;"ADL

ent is expected to ce with personal care)

1ce (PLAAFP).

** personal Care and Daily Living Skills
For the duration o the student shall hav aide g b minutes per

WNE stugent im the : S care/actv ally hving Ming

LOCKED/IN-FORCED VIEW



ﬁ -
PRESENT LEVEL OF ACADEMIC ACHIEVEMENT AND FUNCTIONAL PERFORMANCE

@ Learn How To Use This Page

Section 1: Current IEP Information

z0als Written and Met

Goal Number Written: |3 | Goal Number Met: [0 |

TRANSPORTATION
PRESCRIPTION

DRAFT VIEW

Instructional Setting/Location Note

Related Services
Educationally Relevant R d 5 s Are Listed Balow, /
® Educationally relevant related services e No Ad U"

! Check here if related services were considered but are not necessary to provide special education C Urb "l'O - ASSiStq nce

Related Services Instr. Setting/Location Start Date Total Minutes End Date CUI’b Req vired

| cial Education
sportation

Frequency and Duration: |2 times 2 day /

Provider(s): |Transportation

. e Adult
N eI-Jei[<|MM Assistance

Specially Designed Instruction: i " e (see examples)

J (] o
* NOTE: For Transportation or Audiology the frequency will be printed as x times per frequency selected (i.e. times rather than H q nd I | ng Req Ulred

minutes).

.




TRANSPORTATION
PRESCRIPTION CONTINUED

DRAFT VIEW OF FORM I-2/ F1-F3

F. Special Education Transportation
Complete the appropriate sections if the student needs special education transportation due to the disability, a medical
necessity, and/or the ability to access the program site. Special education transportation MUST be listed as a related service

on the service page.

F1. The student has significant health-related needs in the area of:
shift to s t multiple items)

ue to physical disability 3 i

&

{Optional section: select only if appropriate)
F3. Vehicle adaptations (optional section: select only if appropriate):
-t all areas that apply - use ctrl or shift to select multiple items)

F2. Statement of related service that require the student to receive special education

transportation:
ct all areas that apply - use ctrl or shift to select multiple items)

No options selected. s
hand and/or fest restraints

Other:

** Special Education Transportation

The student has significant health-related needs in the areas of:
LOCKED/IN-FORCE VIEW - need for adaptive vehicle due to physical disability (i.e. to accommodate a wheelchair or walker)
- to facilitate transfer from one authorized adult to another due to the disability.

Vehicle adaptations in the areas of: wheelchair capabilities...



_...--""""""_’_Z
SIGNATURE OF QUALIFIED MEDICAL PROVIDER (QMP)
. e —
Qualified Medical Providers Include: **QMP REQUIRED FOR ALL MEDICAID IEPs**
- e OT
e PT E-Signature
* CCC-SLP Now An

* RN, LPN Option!
LCSW, LPC, and LMFT (Counselors)

Chandler Unified School District
Student Services

Individualized Education Program (IEP)

Cover Sheet Signature Section (Form A-2) IEP Meeting Date

ent of the IEP. Additiona
tion and understand that

(MM/DD/YY)
Meeting Participants

Electronic
Sigf Confirm

Delete Role Name Attended Signature

Parent/Guardian/Surrogate

ardian/Surrogate

General Education Teacher P ri nt N a m e
District Rep/designee — Lo N G W it h
Signature

vidual to interpret instructional

Student

Individual to interpret instructional
implications

Student Procedural Safeguards were offered to Parent/Guardian/Adult Student




“11PS & REMINDERS ——m——701—
/

* Make sure all ADLs and Date Ranges align throughout PLAAFP, Form |, Form [-2

* Avoid phrases such as, "anticipated", "up to", "maximum of", and "approximately" when describing
service minute frequency
e Confirm IEP date ranges begin AFTER the IEP Meeting was held

Do NOT forget your QMP Signature Page with necessary requirements



THANK YOU

CONTACT YOUR MEDICAID TEAM:
Madelyn Jett

Medicaid Coordinator
480-812-7095
Jett.madelyn@cusd80.com

Mary Rocks

IEP Compliance & Sped Teacher Assistance
480-812-7573
Rocks.Mary@cusd80.com

Kara Brun-Garcia

Paraprofessional AHCCCS and CPR/FA Assistance
480-812-7096
Brungarcia.kara@cusd80.com




