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This plan covers the time period from:
to:
Person Receiving Services
WAIVER TYPE
Waiver type
Parent/Legal Representative/Managing Party (if any)
Lead Agency/County Representative/Care Manager
Fiscal Support Entity (FSE) (person or agency that bills and reimburses)
Support Planner (if any)
Employment Model
If you don't know, contact your FSE.
Employment model
Additional Contacts
Individuals or agencies who provide paid or unpaid supports to help you meet your goals.
Evaluation of Last Year's Plan
Complete this section only if you are renewing your plan. This section is to help you evaluate last year's plan and to begin planning for this year's plan. List the goals from your last CDCS Plan.
Goal
What was changed or improved? (check all that apply)
Do you plan to work on this goal in next year's plan? 
Do you plan to work on this goal in next year's plan?
Plan 
Describe yourself
When developing your Annual Community Support Plan it's important to tell us about yourself by describing your strengths and needs, likes and dislikes, and how your disability or condition impacts your life. Some people find these questions easy to answer and can do so without assistance. Others have found it helpful to participate in a facilitated person-centered planning process. Information about person-centered planning processes can be found in the DHS CDCS Consumer Handbook, Appendix H. 
Remember, all goods and services must be directly related to the disability and/or condition and based on the goals you detail in this Community Support Plan.
A. Personal Assistance
Identify and explain what supports, services or goods you would like to use to accomplish your goals. Examples: support for personal care, caregiver relief, paid parent of a minor or spouse.
Personal Assistance: Caregiver assistance, paying parents/spouse, assistance with ADLs        
Type of service
(and who is being paid)  
Rate of pay or cost
Number of hours/units per week
Number of weeks
*Do payroll taxes apply?
Total
Grand Total
*Contact your FSE to help determine if payroll taxes apply for this service (Most positions require payroll taxes).  
What are your goals and outcomes?
Goal
Do you plan to use a paid parent of minor or spouse as staff?
Include the typical staffing schedule here. Hours must not exceed 40 per week. For recipients who are students, school year and summer schedules may vary. (Two lines are provided to indicate variable schedule.)  
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday
B. Treatment and Training
Identify and explain what supports, services or goods you would like to use to accomplish your goals. Examples: Specialized health care, Habilitative Services, Vocational/work services, Training and Education, etc.
Treatment and Training: Nursing, Habilitative service, DT&H, training, therapies
Type of service
(and who is being paid)  
Rate of pay or cost
Number of hours/units per week
Number of weeks
*Do payroll taxes apply?
Total
Grand Total
*Note: DD Waivers require a habilitative component in the Community Support Plan. Goals and outcomes should be measurable and observable for DD Waiver plans. 
What are your goals and outcomes?
Goal
C. Environmental Modifications and Provisions
Identify and explain what supports, services or goods you would like to use to accomplish your goals. Examples: Transportation, assistive technology, home/vehicle modifications, environmental supports, services, supplies, special diets that are prescribed, etc.
Environmental Modifications and Provisions:  Assistive technology, modifications, special diets, equipment, transportation
Type of service/support
(and who is being paid)  
Cost
Quantity
Number of weeks/months
Total
Grand Total
What are your goals and outcomes?
Goal
D. Self-Direction Support Activities
Identify and explain what supports, services or goods you would like to use to accomplish your goals. Examples: support planner, payroll costs, newspaper ads, etc.
Self-Direction Support Activities:  Support Planner, FSE fees, payroll expenses
Type of service
(and who is being paid)
Rate of pay or cost
Number of hours/units per week  
Number of weeks
Total
Payroll Taxes
Grand Total
• Support Planners must be certified with the MN Department of Human Services (DHS).
• Fiscal Support Entities must be enrolled with DHS and complete a “Readiness Review” as well as ongoing reviews by DHS. 
Annual Budget Plan
Budget covers plan period from:
to:
*Reminder: CDCS is a prorated budget.
MA Home Care Services
Services provided by a Homecare Agency include Personal Care Attendant (PCA), Skilled Nursing, Home Health Aide, and Private Duty Nursing. They must be listed separately and billed directly to DHS (or managed care entity if applicable) by the homecare agency. These services are not billed through the Fiscal Support Entity. Only units of PCA must be split into six month unit amounts.
Personal Care Attendant (PCA)
Total Cost
Nursing Services (Private duty nursing, skilled nursing visits, home health aide)
Total Cost
Annual Budget
Total Personal Assistance
Total Treatment and Training
Total Environmental Modifications
Total Self-Directed Support Activities
Total MA Home Care Services
Grand Total
Unused Budget Amount
Monitoring
Your Community Support Plan must include who (paid and unpaid) is responsible for monitoring.
Who will monitor health and safety along with lead agency/care manager?
How often?
Who will monitor expenditures along with lead agency/care manager?
How often?
Fiscal Support Entity Staff
Who will be responsible for assuring the provider qualifications and training of the support people
(check all that apply)
Health and Safety Plan
(You may attach a copy of a completed risk management plan as your health and safety plan.)
What will I do in case...
What will you do in case there is an emergency? What if staff does not show up for a shift, the primary caregiver has a sudden illness, or staff is late for a shift? The guide includes questions to help you think about your emergency plan.
(Complete this emergency plan and update as necessary.) 
Who do you call?
Alternate person
NAME
PHONE
Participation Agreement
I have reviewed the Consumer-Directed Community Supports (CDCS) Services Participation Agreement with my lead agency representative and signed it stating I understand my responsibilities under this service option.
Parent of Minor/Spouse Pay Responsibilities 
• I will not work more hours than are approved in my plan. (Parents or spouse may not work more then 40 hours per week.)
• I understand that I must develop a job description and work schedule if I'm being paid as a parent of a minor or spouse. 
• I understand that income for being a paid parent of a minor or spouse must be declared.
• I understand salary earned for being a paid parent of minor or spouse may affect my MA co-pay and my eligibility for other income based assistance programs.
Participant Responsibilities
• I am responsible to develop an Annual Community Support Plan using a person centered planning process that:
• Is focused on my needs, preferences, talents, abilities, choices and vision for my future,
• Involved me and/or my parent if I am a minor child or guardian and other people that are important to me,
• Is built on my capacity to participate in activities that promote community life.
• Risks that pose harm to me have been identified, assessed and were addressed in the plan.
• I have assured all supports, services and goods to be purchased through this plan are necessary due to my disability or aging issues and are financially responsible.  
• I am responsible for submitting the Annual Community Support Plan on time and by the due date as designated by the assigned care manager to avoid a lapse of services.
• I am responsible to decide who will arrange for the supports and items identified in my plan.
• I understand I can only purchase supports and items identified in my approved plan.
• I understand my budget can only be spent in the time period stated in my plan and expenditures can not exceed the approved amount.
• I am responsible to arrange for the payment of supports provided and items purchased.
• I understand that I am responsible for expenditures that are not approved in my plan. The lead agency will not be responsible for such expenditures.
• I understand that I am responsible for expenditures that are in excess of the expenditures approved in my plan. The lead agency will not be responsible for such expenditures.  
• I understand that I must participate in a plan review at least once a year.
• I understand that the annually approved plan remains in effect unless and until the lead agency approves any requested changes.
• I understand that no changes or revisions can be made to the Community Support Plan and/or CDCS budget during the last 30 days of the plan year, unless approved by the assigned care manager for reasons of critical health and safety.
• I assume full responsibility for my choices of persons to provide unlicensed support. I understand that they are not employees of the lead agency and I will not hold the lead agency and/or its employees responsible for any act or omission on the part of the person providing unlicensed support.
• I understand that I must notify my care manager whenever the person using CDCS is hospitalized or enters a nursing home or mental health facility and that CDCS services may not be billed and will not be reimbursed during that time.
• I understand I must have documentation that substantiates all supports provided and items purchased. Falsified documentation will result in withdrawal of the CDCS option.
• I understand that if I do not adhere to the responsibilities identified in this Participation Agreement, one or more of the following actions may result:
• Recommended use of a Support Planner who will be paid from my CDCS budget
• Return of funds not used according to program guidelines
• Withdrawal from Consumer-Directed Services and return to traditional services
• Prosecution for Medicaid fraud
• I understand that I must cooperate with any investigation the State of Minnesota and/or the lead agency initiates regarding misuse of funds.
• I have been informed of my appeal rights and I understand I have the right to request a conciliation conference or an appeal hearing to address service delivery concerns. (Minnesota Statutes Section 256.045)
• I understand that the amount of funds budgeted by the county is a daily prorated total of funds available for that year.  
• I received a copy of the Lead Agency/County Responsibilities under CDCS.
• I have received a copy of the lead agency's data privacy practices which explains my right to confidentiality.
• I was offered a choice of providers.
• I was offered a choice of services.
• I participated in the development of this support plan.
• I was offered a choice between receiving services in the community or a nursing home. 
I understand that participating in Consumer-Directed Community Support Services (CDCS) means I have the authority and flexibility to plan and spend funds within my allocated budget and according to lead agency policies. I also understand and agree to my responsibilities as stated above.
Signatures
Lead Agency Representative/ Care Manager Completes: 
ADA1 12-12
This information is available in accessible formats for individuals with disabilities by calling  651-431-2493, toll-free 800-627-3848, or by using your preferred relay service. For other information on disability rights and protections, contact the agency's ADA coordinator.
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