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Employment and Community First CHOICES 
Benefits Counseling Template 
For Members with a Goal of Benefits Counseling
This report template is password protected, and changes to the format are not permitted, with the exceptions of the cell in which you type your response and row height adjustment. Please provide the required information in the blue highlighted boxes. All reports must be typed, or they will not be accepted. 
ECF Member Information
	[bookmark: Text1]Name:      
	[bookmark: Text2]Date of Birth:      

	[bookmark: OLE_LINK1][bookmark: Text3]Support Coordinator:      
	[bookmark: Dropdown1]ECF Region: 

	[bookmark: Text4]Member ID:      
	[bookmark: Text5]Member Address:      

	Is the member working?      


	[bookmark: Text6]Agency:      

	[bookmark: Text7]Community Work Incentives Coordinator/Work Incentive Practitioner (CWIC/WIP) Name:      

	[bookmark: OLE_LINK6][bookmark: Text8]CWIC/WIP Cell Phone:      
	[bookmark: Text9]Email:      

	Date Authorization for Benefits Counseling Received:                                                

	Service Start Date:      

	[bookmark: OLE_LINK7]What type of Benefits Counseling has been authorized? 


ECF Benefits Counseling Provider Information
*Please take note of how many units are on the authorization.*
Who in the Member’s life was involved with in the Benefits Counseling process and review?
	Other Key People Engaged
	Name(s) and Contact Information

	Legally Appointed Conservator or Guardian
	[bookmark: Text11]     

	Designated Representative to Assist with Medicaid-Related Decisions
	[bookmark: Text12]     

	Representative Payee
	     


 Service Log
	[bookmark: OLE_LINK10]Date of Service
	Activity and Location
Include details on all activities and discussions, benefits information that was gained, any issues or potential barriers, required follow up, etc.
	Time Spent Completing Activity (Include travel time with the member, if applicable)

	[bookmark: Text188]     
	[bookmark: Text56]     
	[bookmark: Text57]     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Benefits Counseling Outcome
	Review of Information 
	Please State “N/A” When Appropriate

	Date of First Meeting with the Member:
	     

	Member and/or Individual(s) with whom the Information was Reviewed:
	     

	Date the final report was reviewed:
	     

	How was the final report shared with the member? 
	

	Number of units used to complete the service/complete this portion of the service:
*Please be sure to document in units not hours. 
	     

	Does the member need additional units with this service? 
	

	If additional units are needed, please explain why and list how many units are being requested.  
	     


6.- Next Steps
	Is anything else needed to complete the Benefits Counseling service for this Member? If so, what? 
	     

	Is this the final billing report for this service? 
	


Date Submitted to BlueCare Tennessee:      
[bookmark: OLE_LINK15][bookmark: Text189]Name of CWIC/WIP Who Authored This Report:      
[bookmark: OLE_LINK16]Signature of Member/Representative Verifying Service:      _____________________________________________              
Signature of CWIC Who Authored This Report:      ____________________________________________________     
[bookmark: Check1]Signature of CWIC Who Monitored This Report (N/A |_|):      ____________________________________________     

Is the reporting information attached? (Examples: BPQY, SSA information, benefits queries, other documentation, etc.) 
Please submit reports to: employment_reports@bcbst.com. 	
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