
QUARTERLY REVIEW

I.  INDIVIDUAL’S NAME:                        STATE I.D. #:               MONTHS/QUARTER COVERED:        
     PLAN IMPLEMENTATION DATE (m/d/yy):      
   FUNDING SOURCE:       Waiver        Other
II. SERVICES REVIEWED - Check all that apply & insert agency name(s) after each service:
       FORMCHECKBOX 
 Residential:      




 FORMCHECKBOX 
 Day Habilitation:       
       FORMCHECKBOX 
 Behavior Analysis:       



 FORMCHECKBOX 
 PAS / PCA:       
       FORMCHECKBOX 
 Behavior Therapy:       



 FORMCHECKBOX 
 O.T., P.T, and/or Speech Therapy:       
       FORMCHECKBOX 
 ABA:       




 FORMCHECKBOX 
 Parent Caregiver Training:       
       FORMCHECKBOX 
 Other (define):       
III. PROVIDER MONTHLY REPORTS WERE RECEIVED:

 FORMCHECKBOX 
 YES.  Provider monthly reports were received from each service provider for the months included in this quarterly review. 

 FORMCHECKBOX 
  NO.    Provider monthly reports were not received from each service provider for the months included in this 
quarterly review.  Enter comments in Section V. This issue is being referred to designated staff for entry into APTS. 
IV. FOR MONTHLY REPORTS REVIEWED, THE DOCUMENTATION INDICATES THE FOLLOWING (CHECK ALL THAT APPLY):         ITEMS WITH AN ASTERISK (*) REQUIRE A COMMENT BELOW IN SECTION V
 FORMCHECKBOX 

Each service was provided as intended.
 FORMCHECKBOX 

The service is helping the person attain skills.
 FORMCHECKBOX 

The service is preventing regression of skills/health.
 FORMCHECKBOX 

Opportunities were provided to aid in decreasing formal supports.
 FORMCHECKBOX 

There is lack of progress on outcomes. *
 FORMCHECKBOX 

There were other issues affecting consumer or provider’s ability to deliver service. *
V.  COMMENTS/CONCERNS/POSITIVE FINDINGS – (must differentiate comments by naming the provider to 
       whom the comments refer, if more than one service provider is covered by this review):      
VI. THE FOLLOWING IS CONCLUDED AS A RESULT OF THIS REVIEW:


 FORMCHECKBOX 
 Individual continues to make progress as outlined in the person centered plan.  The plan continues to be 

appropriate and should be maintained. 


 FORMCHECKBOX 
 Individual is not making progress as projected in the current person centered plan and concerns need to be 

addressed.  Following is the action plan for addressing needed changes:      

 FORMCHECKBOX 
 SC logged completion of this review under a code used for quarterly review and filed form in medical record.

 FORMCHECKBOX 
 Issues, of service provider, which may include not implementing the person-centered plan, were forwarded to designated staff for APTS entry.

 FORMCHECKBOX 
 Quarterly Review was sent to provider.
Signature:  
Title: Service Coordinator     Date (m/d/yy):         
Revised Form: June 21, 2010

