
LTS PLANNING COMMITTEE 

COP VARIANCE REQUEST 

  
Case Manager: Michelle Allaby    Date:_6/27/2017__ 

   

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: UW Hospital and Middleton Villa SNF 

 

2. EXPECTED DURATION:   60-90 days for rehabilitation and strengthening                                     

 

3. PARTICIPANT INFORMATION 

 Male __ Female _X_ Age _73_ Time on a Waiver Programs Since 10/2014    Protective Placement _No_ 

 Current living arrangement: ___ home 

   ___ AFH 

       _X_ CBRF (name, size) Stoughton Meadows, 20+ beds__  

     

 Health & medical problems (please use non-medical terms, include a list of their diagnoses):  

 

Consumer’s diagnosis include:  Personality disorder, anxiety, asthma, arthritis, delusional disorder, chronic 

obstructive pulmonary disease – lung disease making it difficult to breathe, frequent falls. 

 

 

 Situation requiring rehabilitation and desired outcomes: 

 

Client fell on 5/11/17 and was admitted to St. Mary’s hospital intensive care unit due to a neck fracture. 

Client was temporarily paralyzed from the chest down for approximately 5 days. Client has since moved to 

UW Rehabilitation Hospital for intense rehab. Client has gained some movement in her right arm and left 

leg. Goal is for client to be able to complete basic hygiene such as washing face and brushing teeth and be 

able to feed herself before returning to her assisted living.  

 

 

Services to be funded during rehabilitation: Case Management $900.00, CBRF $4200.00 

__________________________________________________________________________________________ 

 
 

LTS Committee action: Chair approval date __________; Full committee approval date _______________; 
 

 
Non approval date _____________; Reason _____________________________________________________________________  
________________________________________________________________________________________________________  
Consumer Name: __________________________________________________________________________________________  
  

  

 


