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Transitions 

Goals: 

 To understand the transition process 

 Have an understanding of transitional services provided 

 Purpose of an Interdisciplinary Team Meeting 

 Backup plan requirements 

 Options Counseling 

 Paperwork  
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Transition Process 

MLTSS Eligibility and role of the Care Manager/Options Counselor 
 

 Individuals must meet clinical and financial eligibility for MLTSS.  

 Identify member who requests to transition to a community 
setting and complete a NJ Choice Assessment system 

 Provide Options Counseling 

 Submit the NJ Choice assessment to the appropriate Office of 
Community Choice Options (OCCO) office for review and 
eligibility determination. 

 Schedule Interdisciplinary Team Meeting (IDT).  

 OCCO designated staff is utilized as needed as subject matter 
experts for technical assistance. 
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Transition Process 
CM to identify, authorize, and purchase transitional service needs:  

 On site home visit  

 Furniture  

 Household goods (microwave, sheets, towels, pots, pans, silverware, 
pillows, etc.) 

 Clothing 

 Food (enough for at least a week) 

 Security deposit 

 Utility deposit  

CM must outreach to member within five business days of NF 
discharge     

 A face-to-face visit is completed within 10 business days of discharge   

 The plan of care is formulated with all appropriate signatures within 30 
calendar days of discharge.    

 Monthly telephonic outreach and quarterly face-to-face visits are to be 
completed as per standard operational protocol. 
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Transition Process Continued 

The following data will be submitted by the 
5th of the following month via the CP-7, to 
the  MFP Associate Program Director or 
designee.  

 MLTSS non-MFP transitions for members 
younger than 65 years of age 

 MLTSS non-MFP transitions for members 65 
years of age or older 

 All individuals who met MLTSS eligibility and 
wanted to transition but did not due to not 
meeting the cost effectiveness threshold. 
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Interdisciplinary Team Meeting(IDT) 

 IDT is a collaborative meeting among the 
individual, family/caregiver/guardian (if 
applicable), care manager, OCCO MFP Liaison(if 
MFP transition),nursing facility(NF) social worker, 
nurse unit manager, therapists and other NF staff 
as needed. The member must attend regardless of 
Power of Attorney (POA)/guardianship status. 
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Interdisciplinary Team Meeting(IDT) 

Purpose: 

 To identify individuals’ expectations and goals 

 To discuss all options, risk factors, backup plans and risk 
agreements (if applicable) 

 To identify individuals needs, supports and services he/she will 
have in the community. 

 To discuss and calculate a cost effective analysis. 

 To discuss family/caregiver support and training(if applicable). 

 To establish contact information and supportive people in the 
community. 

 To assign tasks to all team members for arranging medications, 
medical supplies, equipment and appropriate referrals. 

 Ensuring the individual has an active part in the transition 
process and choices of service, when applicable. 

 

 

8 6/16/2014 



IDT Continued 
 Counsel the individual on options through MLTSS 

services, MCO services, and community resources. 

 Begin formulating a plan of care encompassing Home 
and Community Based Supports (HCBS) and an estimate 
of needed hours of care and services. 

 Develop the backup plan prior to discharge. 

 As a team decide upon a tentative discharge date and 
transitional goods if needed. 

 Authorize and purchase transitional services as needed 
and ensure delivery of goods on or prior to the day of 
discharge. 

 Secure HCBS within 24 to 48 hours of discharge. 
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Transitional Plan 

 A discussion with all members of the team addressing all 
possible issues of transitioning to the community and 
who will arrange services.  

 Consumer’s expectations and goals 

 Services and supports  

 Transitional service needs 

 Participant and family training(if applicable) 

 Family and friends participation and their expectations 

 Environmental adaptions needed 

 Medications(supply, pharmacy, who will pick up/deliver) 

 Durable medical equipment 

 Medical supplies 

 

10 6/16/2014 



Transitional Plan Continued 

o Money Management: 

 Assurance of a zero PA 3L (month of discharge exemption) 

 Change of representative payee for Social Security (if applicable) 

 Change of address for Social Security 

 Does the client need to apply/ reapply for Social Security income 

 Return of their personal needs allowance  

o Community Referrals: 

 Medicare services 

 Medical transportation 

 Access link application 

 Meals 

 Medical or Social Day Care 
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Risk Assessment 

 The CM needs to discuss and assess risk factors: 

 Home environment 

 Physical health and wellness 

 Behavioral health 

 Personal safety 

 Emergency planning 

 Caregiver support 

 Psychosocial 

 Sufficient financial resources 

 Limited service access  

12 6/16/2014 



Back Up Plan 

 If a member is going to receive personal care, attendant 
care, private duty nursing, skilled nursing, respite care 
or any other identified essential service a back-up plan 
must be developed. It must include: 

 Member service preference level 

 Back-up plan 

 Who will provide the service 

The back-up plan must be completed with the initial 
transitional plan. It will be reviewed quarterly. A new plan is 
required at least once a year or when there are changes.  
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Completed Paperwork 

 A backup plan  

 A risk assessment (NJ Choice), risk addendum and if 
necessary a risk agreement  

 All required consents are signed and dated 

 A plan of care is started  

 A transitional plan and the PCA tool are completed to 
inform client of what services and how many hours of 
PCA services will be allowed. 

 A copy of all paperwork is given to the individual 
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