
LTS PLANNING COMMITTEE 
COP VARIANCE REQUEST 

  
Case Manager: _  __David Neal                              Date:____8/17/2015 
   
FUND COP SERVICES FOR PARTICIPANT RECEIVING RECUPERATIVE SERVICES IN AN 
INSTITUTION (UP TO 90 DAYS). 
 
The purpose of this variance is to maintain a participant’s support network during relatively brief institutional 
stays.  No variance is needed for recuperative stays of 30 days or less.   When a recuperative stay exceeds 30 
days a variance is necessary to allow the use of COP funds to continue to pay for noninstitutional community 
service expenses for up to 90 days for current COP recipients. 
 
 
1. INSTITUTION  NAME: ___Badger Prairie Health Center   
 
2. EXPECTED DURATION: __     90 Days                                   
 
3. PARTICIPANT INFORMATION 
• Male _x__ Female ___ Age __54_ Time on a Waiver Programs _4 years___   Protective Placement __yes__ 
• Current living arrangement: ___ home 

   _x__ AFH 
       ___ CBRF (name, size) _Faith Gardens Memory Care  
     
• Health & medical problems (please use non-medical terms, include a list of their diagnoses):  

Client has been struggling with anxiety and agitation which have led to a series of high risk elopements. The 
past 9 months these have been getting more severe and putting his health and safety at risk.  Pertinent 
diagnoses include Wernicke’s (Dementia), Episodic mood disorder, Type II diabetes, History of alcohol 
dependence, and Agitation.   
 

• Situation requiring rehabilitation and desired outcomes:  
After all means to either prevent elopements or minimize the risk have failed in the community, It was 
determined that the client needs stabilization in a more restrictive environment.  He was transferred to 
Badger Prairie on 8/7/2015 for treatment.  It is hoped that the client will have a short stay and be able to 
return to the community with new medication and support to eliminate the high risk elopements.   

 
 
Services to be funded during rehabilitation: Case Management _X_, Lifeline ___, other CBRF care and 
supervision/bed hold at 50%  _X_ 
 
 
LTS Committee action: Chair approval date __________; Full committee approval date _______________; 

 
 

Non approval date _____________; Reason _____________________________________________________________________  
________________________________________________________________________________________________________  
Consumer Name: ___ _______________________________________________________________________________________  
  
  
 


	2. EXPECTED DURATION: __     90 Days
	Services to be funded during rehabilitation: Case Management _X_, Lifeline ___, other CBRF care and supervision/bed hold at 50%  _X_


