
Error opening PDF form 
  
For help resolving this issue, go to: 
http://mn.gov/dhs/general-public/publications-forms-resources/edocs/faqs.jsp#9 
  
If you have questions, contact the eDocs HelpDesk at dhs.edocs.helpdesk@state.mn.us.


Minnesota Department of Human Services
Minnesota Department of Human Services logo
Minnesota Department of Human Services logo
G:\Public Library\MN DHS Logo Branding 2016\MN DHS Logo\Horizontal Logos\Grayscale (for Print)\DHS Logo Grayscale aem.tif
DHS-7176H-ENG
4-18
Page  of 
Page  of 
DHS-7176H-ENG   2-18
HOME AND COMMUNITY-BASED  SERVICES (HCBS)
HCBS Rights Modification Support Plan Attachment
*IMPORTANT: If you are not able to complete this form online, click Print Blank Form to print the form and complete it by hand.
Background information
Case managers/care coordinators use this form when a person requires a modification to their rights based on specific and individualized assessed needs that are necessary to ensure his/her health, safety, and well-being. The person’s needs may be identified at an initial assessment, reassessment or by notification from the person’s support team, which may include the provider. If the person agrees to the modification plan, the service provider implements the modification as identified and agreed to in this form.
For more information on rights modification, see DHS — Transition plan for home and community-based settings.
Responsibilities
Case manager/care coordinator
1. The case manager/care coordinator completes Part A and Part B. 
2. Once completed, the case manager/care coordinator forwards the form to the provider (to complete Part C) via fax, mail, secure email or delivers it in person.  
3. After receiving the form back from the provider, the case manager/care coordinator confirms the provider documented how the modification of the person’s right(s) will be implemented in Part C  and reviews the modification plan with the person.  
4. When the form is completed and signed by the person, the case manager/care coordinator incorporates the person’s decision to approve or refuse the rights modification plan into the person’s support plan. A copy of the signed document is maintained in the person’s file as an attachment to the support plan.
The provider
1. The provider will receive the form from the case manager/care coordinator with Part A and B complete. 
2. The provider completes Part C and returns the form to the case manager/case coordinator using fax, mail , secure email or delivers it in person.  
3. Once the case manager/care coordinator reviews the plan with the person and the form is signed and completed by all parties, the provider incorporates the rights modification (s) plan into the service delivery plan.  Service delivery plans vary based on licensing and federal requirements.
The person
The person indicates his or her understanding and consent or refusal of the modification by signing Part D of the form.
Part A. Basic information
Information
Person
Frequency of team review of this rights modification plan 
Frequency of team review of this rights modification plan 
Waiver provider
Case manager/care coordinator
Part B. Case manager/care coordinator responsibility 
The case manager/care coordinator documents required modifications of the person’s right(s) here. The modification must be necessary to ensure the health, safety and well-being of the person-based on a LTCC/MnCHOICES assessment or DD screening.
1.   Identify each HCBS right that requires a modification based on assessed needs. (check each that apply):
2.   Identify why the person needs the modification(s) to the specified right(s) and how you justify each modification. (The justification must be based on the person’s needs identified in the assessment)
List the corresponding letter (A-D) of the right(s) in Question No. 1 that require a modification. Next to the letter, describe the person’s diagnosis/condition(s) or behaviors and related assessed need(s) for each of the person’s right(s) listed. For help completing this section, see HCBS rights modifications examples.
Right
Diagnosis/condition
Assessed need 
Justification
Remove row
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Part C. HCBS provider responsibility
The service provider must complete this section. The person and the case manager/care coordinator will review the modification plan and consider its approval.
The provider must:
Ensure the modification is implemented in the least restrictive manner necessary to protect the person
Provide support to reduce or eliminate the need for the modification
Reduce or eliminate the need in the most integrated setting and inclusive manner. 
Using other templates
NOTE: Providers are responsible to modify this sample for use in their program. You may use your own form to meet this requirement as long as all of the elements (on this form) are addressed. This sample meets compliance with current CMS HCBS final rule requirements as of Jan. 1, 2018. 245D-licensed providers may instead complete and attach a version of the Home and Community-Based Services (HCBS) Rights Restriction (.DOC) as documentation for this section. Providers remain responsible for reading, understanding and ensuring that this document conforms to current licensing and federal requirements
Modification plan information
NOTE: The review must occur annually from the date of initial approval, at a minimum, or more frequently if requested by the person, the person's legal representative (if any), the provider or case manager/care coordinator:
Right
Date reviewed
Outcome
Was the modification of this right more restrictive or less restrictive? 
Was the modification of this right more restrictive or less restrictive? 
Right
Date reviewed
Outcome
Was the modification of this right more restrictive or less restrictive? 
Was the modification of this right more restrictive or less restrictive? 
Right
Date reviewed
Outcome
Was the modification of this right more restrictive or less restrictive? 
Was the modification of this right more restrictive or less restrictive? 
Right
Date reviewed
Outcome
Was the modification of this right more restrictive or less restrictive? 
Was the modification of this right more restrictive or less restrictive? 
Part D. Person/participant responsibility: Informed consent
You are responsible to sign this form. Your signature shows that you participated in and understand the modification of your right (s) that your case manager/care coordinator and provider documented in this form. You also are responsible to indicate your decision to either agree to or not agree to the modification. Select one of the options below to indicate your choice.
Your options
The reason for a modification of my rights has been explained to me in a way that I understand.  I also understand how my provider will provide the modification to ensure my health, safety and well-being.
I understand that I may withdraw my approval at any time. If I withdraw my approval, I understand that my rights must be immediately and fully restored.
I understand that my health, safety and well-being may be at risk. My case manager/care coordinator and my provider will need to determine if my health and welfare can continue to be assured in this setting without the listed modification(s).
Signature section
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Case managers/care coordinators use this form when a person requires a modification to their rights based on specific and individualized assessed needs that are necessary to ensure his/her health, safety, and well-being. If the person agrees to the changes, the license holder/provider implements the modification as identified and agreed to in this form.
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