PRTF Alternative CHANCE Waiver

Service Plan Development Team Meeting
Participation Record
Name:

Medicaid #:

Date of meeting:


PHYSICALLY ATTENDED MEETING
	Name
	Title/Agency
	Signature and date

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


PARTICIPATED VIA PHONE OR VIDEO CONFERENCE
	Name
	Title/agency
	Method of participation

	
	
	

	
	
	

	
	
	


DID NOT PARTICIPATE IN MEETING 

	Name
	Title/agency
	Date of Contact with family to review Plan of Care
	Date of Contact with CM to review Plan of Care

	
	
	
	

	
	
	
	


7-20-12


