Medicaid Service Coordination Notes
Month and Year of Service: _______________________
Name of Individual:____________________________________________     Agency Name: _____________________________

Initials Key
For each MSC Service Coordinator or other qualified staff who provided a MSC service or MSC activity this month, include their printed name, title, signature and their initials.
	Name:
	Title:
	Signature:
	Initials:

	Name:
	Title:
	Signature:
	Initials:


ISP Review 
	Was an ISP Review conducted this month?    FORMCHECKBOX 
yes     FORMCHECKBOX 
no
	If Yes, Date of ISP Review:

	Was the Service Coordination Agreement reviewed this month?    FORMCHECKBOX 
yes     FORMCHECKBOX 
no      
	If Yes, Date of SCA Review:

	Was the Individual Present at Review?                  FORMCHECKBOX 
yes     FORMCHECKBOX 
no
	Initial & Date (mth/dy/yr):


ICF/MR Level of Care Eligibility Determination 

	Was the Level of Care Eligibility Determination (LCED) completed this month?
	  FORMCHECKBOX 
yes     FORMCHECKBOX 
no

	If Yes, Date LCED was completed:
	Initial & Date  (mth/dy/yr)::


Face-to-Face Contact(s) with the Individual
	Date of Contact
	Purpose and Outcome of Contact
	Location of Service Meeting
	Initial & Date

(mth/dy/yr):

	
	
	
	

	
	
	
	


Referral / Linkage, Benefits Management, or Monitoring Activities (see instructions)
(Note: A minimum of two activities are needed to meet the billing standard if all activities fall under this section)
	Date of Activity
	Purpose and Outcome of Contact


	Identify person contacted and relationship to individual
	Initial & Date

(mth/dy/yr):

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Monthly Summary
Include the person’s satisfaction with services along with any follow-up actions, any significant changes in the person’s life, and any concerns regarding health and safety.
	_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



	Signature:                                               Printed Name:                                     Title:                                 Date (mth/dy/yr):


Attach additional sheets if necessary
Note: by entering initials, staff attests that the activity was provided on that day.  
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