


INTENSE SUPPORTED LIVING QUESTIONNAIRE
ADULT DEVELOPMENTAL DISABILITY WAIVER

Participant Name: 		MID No.:			Region:		                                                       
Any adult participant on the developmental disability waiver who would like to request intense supported living services may submit an Intense Supported Living Questionnaire and the identified supporting documentation (listed under each criteria) to their Independent Assessment Provider (IAP) as part of the eligibility assessment process.  
While the submission of the Questionnaire is not required, it will be necessary for the participant and their PCP team to provide the IAP with the documentation identified below that supports the participant meets one (1) or more of the criteria identified on this Questionnaire.
Send only the supporting documentation listed under the criteria that supports the rule the participant meets for intense supported living services.  
	
Criteria for Intense Level of Care
	Mark ‘YES’ or ‘NO’ for each of the identified criteria below

	IDAPA 16.03.10.514.02.b.i:  
Recent felony convictions or charges for offenses related to the serious injury or harm of another person. These participants must have been placed in a supported living setting directly from incarceration or directly after being diverted from incarceration.

· Submit legal documentation of recent felony conviction or charges that are related to serious injury or harm of another person.
· Submit documentation from the participant’s probation officer or court orders that identify the participant’s living/support requirements, if applicable.

	
□ YES   □ NO


	IDAPA 16.03.10.514.02.b.ii:
History of predatory sexual offenses and are at high risk to re-offend based on a sexual offender risk assessment completed by an appropriate professional.

· Submit legal documentation of a sexual offense.
· Submit the most recent psychosexual assessment.
	
□ YES   □ NO





	IDAPA 16.03.10.514.02.b.iii:
Documented, sustained history of serious aggressive behavior showing a pattern of causing harm to themselves or others. The serious aggressive behavior must be such that the threat or use of force on another person makes that person reasonably fear bodily harm. The participant must also have the capability to carry out such a threat. The frequency and intensity of this type of aggressive behavior must require continuous monitoring to prevent injury to themselves or others.

· Submit a narrative/summary of aggressive behavior incidents (to include dates of specific aggressive behaviors and/or number of specific incidents). This should include a pattern of causing harm to themselves or others and demonstrate a threat on another person that makes them fear bodily harm.  
· Submit interventions that are being used to decrease aggressive behavior and how these behaviors are decreased, if applicable.
· Submit police reports/hospital reports that are a result of the participant’s aggressive behavior, if applicable.  
· [bookmark: _GoBack]Pictures, if applicable.

	□ YES   □ NO


	IDAPA 16.03.10.514.02.b.iV:
Chronic or acute medical conditions that are so complex or unstable that one-to-one staffing is required to provide frequent interventions and constant monitoring. Without this intervention and monitoring the participant would require placement in a nursing facility, hospital, or ICF/ID with twenty-four (24) hour on-site nursing. Verification of the complex medical condition and the need for this level of service requires medical documentation.

· Submit a narrative/summary of the complex medical issues.  The issues must impact other aspects of the individual’s life sufficient to create a need for active treatment. Describe how they require frequent interventions and constant monitoring (hands on or visual site supports) from other persons.  
· Submit documents such as incident reports and logs describing interventions, both preventative and responses to the medical condition/s.  IE:  Seizure log which includes date, time, duration, type, intervention and outcome.  If diabetic include documentation of blood sugar levels, interventions and outcomes.
· Documents from medical providers verifying diagnoses and the required management in leu of residing in a skilled nursing, hospital or ICF/ID facility.  
· Medical Provider and hospitalization records that support the chronic or acute medical condition.  

	

□ YES   □ NO







By signing this, I acknowledge that I have read and understand the above criteria and represent that the documentation submitted to support the participant meets the criteria checked above is true and accurate.

_________________________________________________________        _______________________________
Name											Date
_________________________________________________________
Relationship to Participant
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