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CDC+ CDC+ Monthly Consumer Contact

Consumer-Directed Care Plus

Consumer Name:

Consumer ID#:

Today’s Date:

Month/Year Of Contact:

*If NO - enter

Areas to be Reviewed YES | NO* CAPE')’:tt;ated

1. Are all services and supports in place and being purchased in accordance
with the approved Budget Plan?

2. Has the Monthly Account Statement been reviewed with the
consumer/representative and no problems identified for which the
consumer/representative is responsible?

3. Is the consumer receiving all medically necessary supports and services to
ensure his/her health, safety, and welfare needs are met?

Problems/Concerns How Problem(s)/Concern(s) Will Be
Addressed

Consultant’s Name (Printed):

Consultant’s Signature: Date:
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		Consumer Name:

		Consumer ID#:

		Today’s Date:

		Month/Year Of Contact:




DEPARTMENT OF

CDC+ VENDOR PAYMENT FORM

ELDER
AFFAIRS

STATE OF FLORIDA

Vendor Name:

CDC+

Congtmer Directed Care Plus

Vendor ID #:

Consumer Name:

Consumer ID #:

Date of Service Service Code Account #

Description

Amount

TOTAL.:
(This is the amount to be entered into the phone or web system.)

A Confirmation Number is given on the phone-The web gives the word “Success”

ENTRY CONFIRMATION NUMBER:

Signature of Consumer:

Date:

(or Representative)

Important! - Keep vendor invoice with this completed form for your records. You may be
asked to produce these records as part of the CDC+ program monitoring.

Vendor Payment

REVISED 1-2010





