eated: March 18, 2024
For: SANDRA OAS

Person Information

Person's Name Preferred Name

SANDRA OAS's Support Plan -
Primary Phone Primary Email

218-437-6697 -

Date of Birth
0470471970

Primary Language
English

Overview

Effective Date Range

Start Date End Date
05/01/2024 04/30/2025
Program

Community Access for Disability Inclusion (CADI) Waiver
About Plan

Budget Information

Average Monthly Budget
$ 10,621.71

About Me
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My Community Life

Sandra moved into the Marshall County Group Home as of 6/27/23 and is happy living
there. In the future, she would like to move into her own apartment in Argyle, but is not
ready for that yet. Sandra enjoys attending church in Argyle and helping out at her home.
Sandra enjoys walking around the community of Argyle.

My Work Life
Sandra has been working at the Argyle Building Center on Wednesdays and Fridays and
has been cleaning from 10 am to 12:30 pm and she wanis to continue that work, Sandra

earns minimum wage. Sandra currently receives voc rehab supports and job coaching
| services. The Tri-Valley bus transports her to and from work.

My Choice about Work

Working; not seeking to make changes to current work status or goals

My Goals
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Lisa, the money manager at social services who will in turn report her work
earnings to Social Security. Sandra will continue to work hard at her job.

Target Date
Apr 30, 2024

My Action ltems

1. Name
Family

Description

Sandra will stay in contact with her family by phone calls, letters, and visits as
she is able. The residential caregivers will provide transportation to visit her
son in Crookston once a month and to visit her daughter in Grand Forks as

needed.

Target Date
Apr 30, 2027

My Action ltems
1. Name
Living Independently
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My Supports
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Memory and cognition
Work/school
Self-preservation
Psychosocial health
Meaningful activities
Learning

Household management
Heaith interventions

Frequency
Other

Other
as needed

Support Instructions

3 hours per month authorized, case manager will at a minimum will meet with
Sandra on a semiannual basis, case manager will coordinate, implement, and
monitor the services and support plan, the case manager can be contacted if any
changes are needed to the support plan, the case manager can be contacted and a
team meeting can be held if there are any disagreements regarding services or the
support planning process. The case manager will authorize services that will assist

Sandra in meeting her goals.

Goals

I will attend the Listen Center Dances on a monthly basis.

I will continue to remain employed at the Argyle Building Center.
1 will live in my own apartment one day.

Service Type

Services that support me
Start Date End Date
05/01/2024 04/30/2025
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Service Type

Services that support me

Start Date End Date
05/01/2024 04/30/2025

Service Name
Transportation, One-Way Trip

Procedure Code Modifiers
T2003 UG, -, -, --

Provider Name Provider Identification Number (NPI/UMPI)
TRI-VALLEY OPPORTUNITY COUNCIL INC A166524300

Units
272.00

Rate
$ 3.00

Average Monthly Cost
$ 68.00

Status

Area of Need
Work/school

Frequency
Weekly

Support Instructions
transportation to and from work twice a week to Argyle at $3.00 per day and two of
those days per month are to Stephen at the $5.00 rate per day. 272 units needed for

the year.
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Eating and meal preparation
Health Interventions
Household management
Learning

Meaningful activities
Memory and cognition
Psychosocial health
Self-preservation

Frequency
Other

Other
daily

Support Instructions
daily assistance provided

Goals
1 will attend the Listen Center Dances on a monthly basis.

I will live in my own apartment one day.
1 will stay in contact with my family on a regular basis.
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Non-Framework Rate Information

Unit rate Non-framework reason type

REQUIRED: Explanation and calculation details for non-framework rate

Rate Information

' Framework Unit Rate Final Unit Rate
$ 236.70 $ 336.70
Final Rate Details Total Cost

Framework rate $ 122,895.50
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Effective Date Range
05/01/2024 - 04/30/2025

Person

This document confirms |:
+ Received required information
« Participated in the development of my plan
. Was given choices about the services | will receive from programs provided through

the Minnesota Department of Human Services

Materials shared

Data privacy practices, that explain my right to confidentiality (DHS-4839E or agency's

form)
Yes

Minnesota Health Care Programs, DHS-3182
Yes

My right to appeal (DHS-1941, or agency's form)
Yes

Other information

| was given a choice between receiving services in the community or in an institution,
Yes

| was able to invite who | wanted to come to my planning meeting.
Yes

| participated in developing my plan for receiving services.
Yes

| was given choices of different types of services, housing and employment support that
could meet my assessed needs as indicated in my assessment and through discussion
with my case manager.

Yes

Form ID; 15189981 Pg 17 of 19




12-23

DEPARTMENT OF
HUMAN SERVICES

MnCHOICES

Support Plan Signature Sheet

Collect signatures on this form and upload to the person's signature section for the specific plan in the MnCHOICES application,

PERSON'S NAME T T "1 SUPPORTPLANSTARTDATE | SUPPORT PLAN END DATE

Spndr 00S 5 iS5 oy - |UPas
CASE MANAGER, CERTIFIED ASSESSOR OR CARE cobRDI'NATon NAME ' TELEPHONE NUMBER ’
vy, v D 7995(?'5’
Person
This document confirms i;

H Received required Information.
'@ Participated In the development of my plan.
&8 Was given choices about the services | will receive from programs provided through the Minnesota Department of Human Services.

Materials shared
I'received Information about: _ '
Data privacy practices that explain my nghtto c;n.%dentialit.s}:bljiﬁﬁiﬁﬁmﬂ or ageﬁcy's form | Gwe O ﬁo
Minnesota Health Care Programs,MJ&l Yes (ONo (O Not applicable
My nght to appeal m.sum or agency s form) o - t-@'?es O I.\{o |
Otherinformation, such as OYes ONo

Creating my plan

I was given a cholce between receiving services in the community or in an institution. @_»(gs ONo O Not applicable
lwas abie toinvite who | wanted to come to my planning meeting N ” | ©¥es O No CiNot ;pplicahle |
I partlc]pated in developing my plan for recelving services. | | ‘ E‘ OXé‘s @) No OrNc;-t app'EicaEIe
1 was given choices of different types of services, housing and employment support that could meet my :

assessed needs as indicated in my assessment and through discussion with my case manager. ©rrés ONo O Nat applicable
.l was offered a cholce of services, support.svan.qrp_rgvriggr_s. o 7 | | ) : (orss ONo

| agree with the services, supports and providers indicated in my plan, @-Y&; O Nu

{understand if 1 do not agree with any part of my written support pfan, | can call my case manager, assessor
or care coordinator to discuss and make corrections as needed. | also understand | have the right to appeal (bY/es O No O Not appllcable
any decision | disagree with.

J understand my case manager, assessor or care coordmator w1|l send thls 5|gnature page to me wlth my
wiitten plan, } . L ©&fes ONo

CFSS, PCA and Alternative Care/waiver programs

i1 am eligible for bath Community First Services and Supports and personal care assistance (CFSS/PCA} services and an Alternative Care/
waiver program (such as Developmental Disability [DD] Waiver, Community Access for Disability Inclusion [CADI}, Elderly Waiver [EW], etc.}
i choose:

To use all of my CFSS/PCA services in addition to other services/supports as written in my plan. : (O Yes O No 6t applicable
To use minutes of CFSS/PCA services for alternative services. | will use minutes of CFSS/ : .
PCA sarvices. OYes ONo m applicable
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My signature
My signature and responses on this form indicate:
B | received the Information menticned above.
# | know about the choices | have.
M | agree to the delivery of services as developed with my ¢ase manager, care coordinator and/or certified assessofr.
® The provider(s) listed in this plan can share a written report about my care needs with my case manager and/or certified assessor if
give the prowder(s) my permission,

| DATE

Cindnd g, R )= b7 b

LEGAL RiPRESENTATWE S (OR OTHER PERSON'S) SlGNATURE IF APPLICABLE DATE

Iwouid like my plan shared with the fctlowmg peop!e and pmwders

MMM (/ﬂ W"d 3_jgf__c;4_

My support team
CASE MANAGER/CARE COORDINATOR SIGNATURE DATE

Ka by /’Wwwﬂ | wM

1223
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651-431-4300 or 866-267-7655 (toll free)

Attention. If you need free help interpreting this document, call the above number.

Pt WA G S 2UTY Ahar ¥ PoudLrdPe AVFCATTL hddr hag oL Tadar £hdh #7C RLD( '

el a8l e it REE M o3 Tag. il Agilaa Baeline iyl 1) Ak

20031 ofeggodenoadiammadomonfy§eoll: e0pep8cdmbilon sacooSdsisdlobodedl addl
snnsaimai 1 iignjgimitgwgaminipnanassmwinfsiy auulgiaigmesnuend 1

AR MRS EE R B MAERIEN U BT LERY BT,

Attention. Si vous avez besoin d’une aide gratuite pour interpréter le présent document, veuillez appeler au

numéro ci-dessus,

Thov ua twb zoo nyeem. Yog hais tias koj xav tau kev pab txhais Ius rau tsab ntaub ntawv no pub dawb, ces

| hu rau tus najnpawb xov tooj saum toj no.
BoghuSooimpoaagh. dgeiedhododterenondanosianofraidabads Bosb8malabigh,ofinbcddidicnico:mighonayl.

2 =-YT o] B4 diE olF & F7] fdl FRE AFHE B4 Lo H 49
Az e dgaidA L.

Yusogau. Gavan saudegnaunauzon e lunaucuionsgwiug, égimstufn‘mwmnéqf}:z‘ﬁgﬁ.
Hubachiisa. Dokumentiin kun tola akla siif hilkamu gargaarsa hoo feete, lakkoobsa gubbatti kenname bilbili.

Brnmamme: ecnm Bam HyXHa becrimarsas AOMOINE B YCTHOM IICPEBOAE AAHBOTO JOKYMCHTA, IIO3BROHKUTE 110

yKa3auHoMy Beilite Tejedony.

Digniin. Haddii aad u baahantahay caawimaad lacag-la’aan ah ee tarjumaadda (afcelinta) qoraalkan, lambarka

kore wac.

Atencion. Si desea recibir asistencia gratuita para interpretar este documento, llame al ntimero indicado arriba,

Chii ¥. Néu quy vi ¢dn duge gitip d& dich tai liéu ndy mién phi, xin goi s6 bén trén.

(oz-0D) za1

For accessible formats of this information or assistance with additional
equal access to human services, email DHS.info@state.mn.us, call
651-431-4300 or 866-267-7655 (toll free) or use your preferred relay
Service. (apafjz-18)p
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Civil Rights Notice

CB4 Socia Services 1-21

Discrimination is against the law. The Minnesota Department of Human Services (DHS) does not discriminate on

the basis of any of the following:

B race | religion

= color B sexual orientation
® national origin & public assistance
B creed status’

Civil Rights Complaints

You have the right to file a discrimination complaint if
you believe you were treated in a discriminatory way
by a social services agency.

Contact DHS directly only if you have a discrimination
complaint:

Civil Rights Coordinater

Minnesota Department of Human Services

Equal Opportunity and Access Division

P.C. Box 64997

St. Paul, MN 55164-0997

651-431-3040 (voice) or use your preferred relay
service

Minnesota Department of Human Rights (MDHR)

In Minnesota, you have the right to file a complaint
with the MDHR if you believe you have been
discriminated against because of any of the following:

B race # sex

B color ' sexual orientation

& national origin ® marital status

m religion & public assistance status
& creed & disability

Contact the MDHR directly to file a complaint:

Minnesota Department of Human Rights
540 Fairview Avenue North, Suite 201
St. Paul, MN 55104

651-539-1100 (voice}

800-657-3704 (toll free)

71 or 800-627-3529 (MN Relay)
651-296-9042 (fax)

Info. MDHR(@state.mn.us
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B sex
m political beliefs

B marital status
® age
B disability

U.S. Department of Health and Human Services' Office for
Civil Rights (OCR)

You have the right to file a complaint with the OCR,

a federal agency, if you believe you have been
discriminated against because of any of the following:

® race -u disability
w color B sex

# national origin m religion
E age

Contact the OCR directly to file a complaint:

Office for Civil Rights

U.S. Department of Health and Human Services
Midwest Region

233 N. Michigan Avenue, Suite 240

Chicago, IL. 60601

Customer Response Center: Toll-Free: 800-368-1019
TDD Toll-Free: 800-537-7697

ocrmail@hhs.gov
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