FILE CHECKLIST

Consumer: ________________________________________

SS#: __________-_______-__________

File Received: _______/_______/_______

Date Items Due to DCFS (30 Days Later): _______/_______/_______

Support Plan Date: _______/_______/_______

_______ Change Initials in ABC
_______ ABC Screens

_______ Annual Neurological / Psychiatric

_______Bill of Rights

_______ Business Card

_______Choice Counseling Receipt

_______ Confidential Information Release

_______Consent to Get Information

_______Cost Plan

_______Developmental Service Information Sheet

_______Due Process 

_______Entered in Computer

_______Fair Hearing

_______Grievance

_______ Health and Safety Checklist

_______ICG

_______ Initial Case Note

_______Medicaid Eligibility 

_______Medical Information 

_______ Manual (Yellow Book)

_______Personal Outcome Measures

_______ Questions to Ask

_______Responsibilities

_______Support Plan (Change to CMS)
_______Voter’s Form

_______Updated in ABC 

Date:_____/_____/_____

