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CONSUMER DIRECTED COMMUNITY SUPPORTS (CDCS)
CDCS Community Support Plan
People who use Consumer Directed Community Supports (CDCS) may use this template as their plan. There is a previous version of this form, the DHS-6532.  If you are not sure which plan to use, go to the Nov. 5, 2024, eList announcement on CDCS unbundling for more information.  
*IMPORTANT: If you are not able to complete this form online, click Print Blank Form to print the form and complete it by hand.
Person who receives services
Plan details
WAIVER/AC TYPE
Waiver type
PLAN TYPE
Type of plan
Revision information
Revision date:
I revised the following plan sections (select all that apply):
Legal representative(s)
Who is the legal representative?
Who is the legal representative?
Remove person
..\..\..\Public Library\Templates\LiveCycle\Images\remove-row-12x17-x.jpg
Who is helping the person manage this plan, if applicable?
Who is helping the person manage this plan, if applicable?
Lead agency/case manager/care coordinator
Financial management service (FMS) provider (agency that bills and reimburses)
Certified CDCS support planner (if any)
Additional contacts
People or agencies who provide paid or unpaid supports to help you meet your goals.
Remove contact
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Plan
Describe yourself
When you develop an annual CDCS community support plan, it is important to describe your strengths, needs, likes, dislikes and how your disability or condition affects your life.
To learn about how your lead agency will evaluate the plan and determine covered and non-covered goods and services, refer to CDCS Manual – Allowable and unallowable goods and services under CDCS.
Personal assistance (U1)
Describe services provided by workers that you hire directly to help you with activities of daily living (ADLs), instrumental activities of daily living (IADLs) and caregiver relief. 
Service
Wage rate
Number of hours per week
Number of weeks
*Do payroll taxes apply?
*Does PTO apply?
*Does workers' comp apply?
Total
Do payroll taxes apply? *Contact your FSE to help determine if payroll taxes apply for this service (Most positions require payroll taxes).
Does PTO apply? *Contact your FSE to help determine if payroll taxes apply for this service (Most positions require payroll taxes).
*Does worker's comp apply?
Remove service
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Payroll taxes
Paid time off (PTO)
Workers' compensation
Other benefits (if applicable)
 Grand total
Self-Direction Support Activities
•         Note about PTO: Contact your FMS provider to help determine if payroll taxes and workers' compensation apply for this service.
•         Note about shared services: If using CDCS shared services, you must include a CDCS Shared Services Agreement, DHS-6633D. 
Description of services
Remote supports
Will any tasks listed above be provided remotely?
Will any tasks listed above be provided remotely?
Hiring spouse/minor parent
I plan to hire my spouse or my parent of a minor as a worker
I plan to hire my spouse or my parent of a minor as a worker
Waiver/AC task and job duties worksheet
While providing personal assistance services, the spouse/ parent of a minor must function as a paid waiver/AC service provider. They cannot be paid for activities they would usually perform or be responsible to perform as a spouse/parent of a minor.  
Identify the waiver related job duties and tasks the spouse or parent of a minor will be paid to provide by describing the time needed to assist the person with tasks that are beyond what is considered "typical" responsibility. (e.g., 1.5 hours for morning grooming routines, one hour per day during mealtimes, etc.).  Hours must be within policy limits described on CDCS Manual – Paying a spouse or parent of a minor. 
Describe service/task  
Est. time it takes (in hours)
Days task 
is completed
Total time 
per week
Remove specialized therapy
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Grand total
Environmental Modifications and Provisions
Work schedule
Service goals and evaluation
GOAL 
Did you have the same or similar goal last year?
Did you have the same or similar goal last year?
What was changed or improved? (check all that apply)
Community integration and support (U6)
Describe how workers you hire directly will help you become an active member of the community (e.g., improve your behavioral skills, mental health, social abilities, relationship development, participation in community activities and access to the community).
Service
Wage rate
Number of hours per week
Number of weeks
*Do payroll taxes apply?
*Does PTO apply?
*Does workers' comp apply?
Total
Do payroll taxes apply? *Contact your FSE to help determine if payroll taxes apply for this service (Most positions require payroll taxes).
Does PTO apply? *Contact your FSE to help determine if payroll taxes apply for this service (Most positions require payroll taxes).
*Does worker's comp apply?
Remove service
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Payroll taxes
Paid time off (PTO)
Workers' compensation
Other benefits (if applicable)
 Grand total
Self-Direction Support Activities
•         Note about PTO: Contact your FMS provider to help determine if payroll taxes and workers' compensation apply for this service.
Description of services
Remote supports
Will any tasks listed above be provided remotely?
Will any tasks listed above be provided remotely?
Service goals and evaluation
GOAL 
Did you have the same or similar goal last year?
Did you have the same or similar goal last year?
What was changed or improved? (check all that apply)
Treatment and training (U2)
Training and education
Will you purchase training for yourself or a caregiver?
Will you purchase training for yourself or a caregiver?
Describe requested training and education classes, courses and conferences for you and your paid or unpaid caregivers. For unit type, describe if it is a class, course, conference, workshop, etc. You must provide training details to the case manager to receive final approval for a specific class/course/conference. 
 Training
Person receiving         
Provider
Unit type
Cost
Quantity
Total
Remove training/class
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Grand total
Environmental Modifications and Provisions
Description of service
Specialized therapy
Will you purchase a specialized therapy?
Will you purchase a specialized therapy?
List services that will relieve your disability and/or condition and are not available through Medical Assistance or traditional waiver/AC services. You must include a signed CDCS Specialized Therapy Request Form, DHS-5788C (PDF) with your CDCS plan.
 Type of therapy
(and who is being paid)  
Cost
Quantity
Frequency
Comments (e.g. 1x/week for 6 wks, 3 x/month for 8 mo)
Total
Remove specialized therapy
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Grand total
Environmental Modifications and Provisions
Behavioral supports
Will you purchase behavioral support?
Will you purchase behavioral support?
List services that will relieve your disability and/or condition and are not available through Medical Assistance or traditional waiver/AC services. You must include a signed CDCS Behavioral Supports Request Form, DHS-5788B (PDF) with your CDCS plan.
 Type of behavioral support
(and who is being paid)  
Cost
Quantity
Frequency
Comments (e.g. 1x/week for 6 wks, 3 x/month for 8 mo)
Total
Remove behavioral support
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Grand total
Environmental Modifications and Provisions
Remote supports
Will training, specialized therapies or behavioral support be provided remotely?
Will training, specialized therapies or behavioral support be provided remotely?
Provider qualifications
Service goals and evaluation
GOAL 
Did you have the same or similar goal last year?
Did you have the same or similar goal last year?
What was changed or improved? (check all that apply)
Individual-directed goods and services
Describe goods and services that address an identified need and are not otherwise provided through traditional waiver/AC services or other funding sources. For example, you can include independent contractor nurses, modifications to recreational activities, health clubs and fitness centers (for adults only), housecleaning services, transportation, CDCS worker recruitment costs, supplies and equipment, adaptive clothing, additional costs of a specialized diet, etc.  
If you include additional costs for a specialized diet, you must include a signed CDCS Special Diet Request Form, DHS-5788D with your CDCS plan.
Individual-directed goods
Will you purchase individual-directed goods?
Will you purchase individual-directed goods?
Describe goods/items you will purchase.
 Item
Cost
Quantity
Frequency
Comment(e.g., 1x/week for 6 weeks, 3x/month for 8 months, etc.)
Total
Remove item
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Grand total
Environmental Modifications and Provisions
Traditional waiver/Alternative Care (AC) services
Will you purchase traditional waiver/AC services?
Will you purchase traditional waiver services?
List waiver/AC services you will purchase. 
Waiver/AC service
Provider 
NPI number
Cost
Quantity
Frequency
Comments(e.g. 1x/week for 6 wks,3 x/month for 8 mo)
Total
Remove waiver/AC service
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Grand total
Environmental Modifications and Provisions
Individual-directed services
Will you purchase individual-directed services?
Will you purchase behavioral support?
List individual-directed services you will purchase.
Service
Cost
Quantity
Frequency
Comments (e.g. 1x/week for 6 wks, 3 x/month for 8 mo)
Total
Remove service
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Grand total
Environmental Modifications and Provisions
Description of services
Remote supports
Will any individual directed services be provided remotely?
Will any individual directed services be provided remotely
Provider qualifications
Service goals and evaluation
GOAL 
Did you have the same or similar goal last year?
Did you have the same or similar goal last year?
What was changed or improved? (check all that apply)
Environmental modifications: Home modifications 
and monitoring technology (UB)
Describe home modifications or monitoring technology that help you live and participate in your home or community or are required to maintain your health and well-being. 
Type of service
(and provider)  
Cost
Quantity
Frequency
Comments(e.g. once monthly, etc.)
Total
Remove service/support
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Grand total
Environmental Modifications and Provisions
Description of services
Service goals and evaluation
GOAL 
Did you have the same or similar goal last year?
Did you have the same or similar goal last year?
What was changed or improved? (check all that apply)
Environmental modifications: Vehicle (UA)
Describe the physical adaptations to your primary vehicle that are necessary to ensure your health and safety or enable you to function with greater independence (e.g., adapted seat devices, door handle replacements, door widening, handrails, grab bars, lifting devices, roof extensions, wheelchair securing devices). 
Type of service
(and provider)  
Cost
Quantity
Comments (e.g. once, monthly, etc.)
Total
Remove service/support
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Grand total
Environmental Modifications and Provisions
Description of services
Service goals and evaluation
GOAL 
Did you have the same or similar goal last year?
Did you have the same or similar goal last year?
What was changed or improved? (check all that apply)
Financial management (U5) (FMS fees) 
You must select an FMS provider to help you with financial tasks and billing. If you choose to hire workers, the FMS provider will also help you with employer-related responsibilities.
Provider
Cost
Quantity
Total
Remove provider
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Grand total
Environmental Modifications and Provisions
Qualifications
CDCS support planner (UC)  
List your CDCS support planner fees for self-direction support activities.
Provider
Hourly rate of pay or cost
Number of hours
Total
Remove provider
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Grand total
Environmental Modifications and Provisions
Qualifications
CDCS exceptions
Does your budget include additional funds from a budget exception? 
Does your budget include additional funds from a budget exception? 
Exceptions
Which category? (select all that apply):
DD Waiver
(Complete if you selected "DD waiver" in Plan details section.)
Habilitation helps people with developmental disabilities develop, maintain and improve the self-help, socialization and adaptive skills necessary to live successfully in their home and community. 
How are habilitative requirements met within this plan? (check all that apply)
Annual budget plan
*Reminder: When the service plan will cover less than one year, you must work with your FMS provider and lead agency to prorate your CDCS budget.
Medical Assistance (MA) state plan services
State plan services include skilled nursing visits, home health aide, home care nursing and Community First Services and Supports (CFSS). You must list these services here. They are billed separately by the relevant agency.
Nursing services (skilled nursing visits, home health aide and home care nursing)
Remove provider
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Total cost
Nursing services
CFSS
Remove provider
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Total cost
Personal care assistance (PCA)
Annual budget
Total personal assistance
Total community integration and support
Total treatment and training (combined)
Individual-directed goods and services (combined)
Total environmental modifications: Home
Total environmental modifications: Vehicle
Total FMS
Total CDCS support planner
Total MA home care services
Grand total
Unused budget amount
Annual Budget
Monitoring
Your community support plan must include who (paid and unpaid) is responsible for monitoring. For additional information about monitoring requirements, refer to CDCS Manual – Process and procedure.
Who will monitor health and safety along with lead agency case manager/care coordinator?
How often?
How often?
Remove health/safety monitor
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Health and safety monitors
Who will monitor spending?  
How often?
Person (or legal representative)
How often?
Lead agency
How often?
Financial management service provider
How often?
How often?
Remove spending monitor
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Expenditures monitor
Confirmation
Health and safety plan
How will you meet your health and safety needs?  This description could include personal and community safety; abuse prevention (i.e., financial, sexual, physical, verbal); health, medical and other risks. Revise your plan as necessary to meet your individual needs. Detail is important! Highlight how your paid and unpaid services and supports will address all health and safety concerns.
What will I do in case...
Emergency back-up plan
What will you do if there is an emergency? What if the worker does not show up for a shift, your primary caregiver has a sudden illness or the worker  is late for a shift?
Whom do you call?
Alternate person
NAME
PHONE
Emergency contacts
Participation agreement
I understand that participating in consumer directed community support (CDCS) means I have the authority and flexibility to plan and spend funds within my allocated budget and according to the Minnesota Department of Human Services' policies. I also understand and agree to my responsibilities as stated below.
Parent of minor/spouse pay responsibilities 
•         I will not schedule my parent of a minor or my spouse to work more hours than are approved in my plan. (For policy, refer to CDCS – Paying a spouse/parent of a minor for personal assistance).
•         I understand that income earned for being a support worker may affect my eligibility for other income-based assistance programs.
•         I understand that I must develop a job description and work schedule if I am being paid as a parent of a minor or spouse.
Participant responsibilities
•         I am responsible to develop an annual CDCS community support plan using a person-centered planning process that:
•         Is focused on my needs, preferences, talents, abilities, choices and vision for my future.
•         Involved me and/or my parent (if I am a minor child or guardian) and other people who are important to me.
•         Is built on my capacity to participate in activities that promote community life.
•         Risks that pose harm to me have been identified, assessed and addressed in the plan.
•         I have assured all supports, services and goods purchased through this plan are necessary to meet need identified in my assessment and related to my disability and/or condition.
•         I have assured all supports, services and goods purchased through this plan are the least costly and effective means to meet my needs.
•         I am responsible for submitting the annual CDCS community support plan on time and by the due date designated by the assigned case manager or care coordinator to avoid a lapse of services.
•         I am responsible to decide who will arrange for the supports and items identified in my plan.
•         I understand I can only purchase supports and items identified in my approved plan.
•         I understand my budget can only be spent in the time period stated in my plan and expenditures cannot exceed the approved amount.
•         I am responsible to arrange for the timely payment of all approved services, supports and goods.
•         I understand that I am responsible for expenditures that are not approved in my plan or expenditures that occurred before the approval of the plan. The lead agency will not be responsible for such expenditures.
•         I understand that I am responsible for expenditures that are in excess of the expenditures approved in my plan. The lead agency will not be responsible for such expenditures.
•         I understand that as a condition of being on a waiver program or the Alternative Care program, I (waiver participant) must participate in an annual face-to-face reassessment.
•         I understand my case manager or care coordinator must have a minimum of two face-to-face visits with me within a twelve-month period.
•         I understand that the annually approved plan remains in effect unless and until the lead agency approves any requested changes.
•         I understand that no changes or revisions can be made to the CDCS community support plan and/or CDCS budget during the last
unless approved by the assigned case manager or care coordinator for reasons of critical health and safety.
•         I assume full responsibility for my choices of people to provide unlicensed support. I understand that they are not employees of the lead agency and I will not hold the lead agency and/or its employees responsible for any act or omission on the part of the person providing unlicensed support.
•         I understand that I must notify my case manager or care coordinator whenever I (the person using CDCS) am hospitalized or enter a nursing home or mental health facility. I understand that CDCS services may not be billed and will not be reimbursed during that time.
•         I understand that I am responsible for maintaining my eligibility for the program (Medical Assistance [MA], waiver or the Alternative Care program).
•         I understand I must have documentation that verifies all supports provided and items purchased. Falsified documentation will result in termination of the CDCS option.
•         I understand that if I do not adhere to the responsibilities identified in this participation agreement, one or more of the following actions may result:
•         Recommended use of a support planner who will be paid from my CDCS budget.
•         Return of funds not used according to program guidelines.
•         Termination from CDCS and return to traditional services.
•         Prosecution for Medicaid fraud.
•         I understand that I must cooperate with any investigation the State of Minnesota and/or the lead agency initiates regarding misuse of funds.
•         I have been informed of my appeal rights and I understand I have the right to request a conciliation conference or an appeal hearing to address service delivery concerns. (Minn. Stat. §256.045).
•         I understand that my annual state-set CDCS budget amount is based on the results of my assessment.
•         I received a copy of the lead agency/county responsibilities under CDCS.
•         I received a copy of the lead agency's data privacy practices, which explains my right to confidentiality.
•         I was offered a choice of providers.
•         I was offered a choice of services.
•         I participated in the development of this support plan.
•         I was offered a choice between receiving services in the community or a nursing home. 
Parent of minor/spouse pay responsibilities 
•         I will not work more hours than are approved in my plan. (Parents of minors or spouse may not work more than 40 hours per week.) 
•         I understand that income earned for being a support worker may affect my eligibility for other income based assistance programs.
•         I understand that I must develop a job description and work schedule if I am being paid as a parent of a minor or spouse.
Participant responsibilities
•         I am responsible to develop an annual CDCS Community Support Plan using a person centered planning process that:
•         Is focused on my needs, preferences, talents, abilities, choices and vision for my future
•         Involved me and/or my parent (if I am a minor child or guardian) and other people who are important to me
•         Is built on my capacity to participate in activities that promote community life.
•         Risks that pose harm to me have been identified, assessed and were addressed in the plan.
•         I have assured all supports, services and goods purchased through this plan are necessary to meet a need identified in my assessment and related to my disability.
•         I have assured all supports, services and goods purchased through this plan are the least costly and effective means to meet my needs.
•         I am responsible for submitting the annual CDCS community support plan on time and by the due date designated by the assigned case manager or care coordinator to avoid a lapse of services.
•         I am responsible to decide who will arrange for the supports and items identified in my plan.
•         I understand I can only purchase supports and items identified in my approved plan.
•         I understand my budget can only be spent in the time period stated in my plan and expenditures can not exceed the approved amount.
•         I am responsible to arrange for the timely payment of all approved services, supports and goods.
•         I understand that I am responsible for expenditures that are not approved in my plan or expenditures that occurred prior to the approval of the plan. The lead agency will not be responsible for such expenditures.
•         I understand that I am responsible for expenditures that are in excess of the expenditures approved in my plan. The lead agency will not be responsible for such expenditures.
•         I understand that as a condition of being on a waiver program or the Alternative Care program, I (waiver participant) must participate in an annual face-to-face reassessment.
•         I understand my case manager or care coordinator must have a minimum of two face-to-face visits with me within a twelve-month period.
•         I understand that the annually approved plan remains in effect unless and until the lead agency approves any requested changes.
•         I understand that no changes or revisions can be made to the CDCS community support plan and/or CDCS budget during the last
unless approved by the assigned case manager or care coordinator for reasons of critical health and safety.
•         I assume full responsibility for my choices of people to provide unlicensed support. I understand that they are not employees of the lead agency and I will not hold the lead agency and/or its employees responsible for any act or omission on the part of the person providing unlicensed support.
•         I understand that I must notify my case manager or care coordinator whenever I (the person using CDCS) am hospitalized or enter a nursing home or mental health facility. I understand that CDCS services may not be billed and will not be reimbursed during that time.
•         I understand that I am responsible for maintaining my eligibility for the program (Medical Assistance [MA], waiver or the Alternative Care program).
•         I understand I must have documentation that verifies all supports provided and items purchased. Falsified documentation will result in termination of the CDCS option.
•         I understand that if I do not adhere to the responsibilities identified in this participation agreement, one or more of the following actions may result:
•         Recommended use of a support planner who will be paid from my CDCS budget
•         Return of funds not used according to program guidelines
•         Termination from CDCS and return to traditional services
•         Prosecution for Medicaid fraud
•         I understand that I must cooperate with any investigation the State of Minnesota and/or the lead agency initiates regarding misuse of funds.
•         I have been informed of my appeal rights and I understand I have the right to request a conciliation conference or an appeal hearing to address service delivery concerns. (Minn. Stat. §256.045)
•         I understand that my annual state-set CDCS budget amount is based on the results of my assessment.
•         I received a copy of the lead agency/county responsibilities under CDCS.
•         I received a copy of the lead agency's data privacy practices, which explains my right to confidentiality.
•         I was offered a choice of providers.
•         I was offered a choice of services.
•         I participated in the development of this support plan.
•         I was offered a choice between receiving services in the community or a nursing home. 
Participation agreement/signatures
I have reviewed the CDCS services participation agreement on the previous page with my lead agency representative. I understand my responsibilities under this service option.
Lead agency review (for lead agency/case manager/care coordinator use only) 
Signatures
NO ENGLISH
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Attention. If you need free help interpreting this document, call the number in the box above.
Image of Amharic language
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Amharic
Arabic
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Bengali
Image of Burmese language
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Burmese
Image of Cambodian language
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Cambodian
Image of Cantonese language
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Cantonese (Traditional Chinese)
wáŋ. héčiŋhaŋ niyé wačhíŋyAŋ wayúiyeska ki de wówapi sutá, ečíyA kiŋ wóiyawa ed ophíye waŋ. Dakota
Paunawa. Kung kailangan mo ng libreng tulong sa pag-unawa sa kahulugan ng dokumentong ito, tawagan ang numero sa kahon sa itaas. Filipino (Tagalog)
Attention. Si vous avez besoin d’aide gratuite pour interpréter ce document, appelez le numéro indiqué dans la case ci-dessus. French
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Hindi
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Image of a telephone
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651-431-4300 or 866-267-7655 (toll free)
Lus Ceeb Toom. Yog tias koj xav tau kev pab txhais lus dawb ntawm cov ntaub ntawv no, ces hu rau tus nab npawb xov tooj nyob hauv lub npov plaub fab saum toj no. Hmong
Image of Karen language
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Karen
Image of Korean language
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Korean
Image of Korean language
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Kurdish Sorani
Baldarî. Ger ji bo wergerandina vê belgeyê hewcedariya we bi alîkariya belaş hebe, ji kerema xwe bi hejmara li qutiya jorîn re telefon bikin. Kurdish Kurmanji
Hoȟpíŋ. Tóháŋ waŋží thí wíyukčaŋpi kiŋ yuhá níyuŋspe héčha čhéya, lé tkíčhuŋ kiŋ k'é náŋpa opáwiŋyaŋ. Lakota
Image of Lao language
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Lao
Image of Mandarin language
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Mandarin (Simplified Chinese)
Pa̱lɛ rɔ piny: Mi gööri luäk lɔrä kɛ luɔ̱c kä mɛmɛ, yɔtni nämbär ɛmɔ tëë nhial guäth ɛmɛ. Nuer
Mah Biz'sin'dan.Keesh'pin nan'deh'dam'mun chi'wee'chi'goo'yan chi'nis'too'ta'man oo'weh ooshii'be'kan.Ishi'kidoon ah'kin'das'soon ka'ooshi'bee'kadehk ish'peh'mik ka'shi ka'ka'kak. Ojibwe
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651-431-4300 or 866-267-7655 (toll free)
Hubachiisa:-Yoo barreeffama kana hiikuuf gargaarsa bilisaa barbaaddan, lakkoofsa saanduqa armaan olii keessa jirun bilbilaa Oromo
Atenção. Se você precisar de ajuda gratuita para interpretar este documento, ligue para o número na caixa acima. Portuguese
Внимание! Если Вам нужна бесплатная помощь в переводе этого документа, позвоните по телефону, указанному в рамке выше. Russian
Pažnja. Ukoliko vam je potrebna besplatna pomoć u tumačenju ovog dokumenta, pozovite broj naveden u kvadratu iznad. Serbian
Fiiro gaar ah. Haddii aad u baahan tahay caawimo bilaash si laguugu turjumo dukumiintigan, wac lambarka ku jira sanduuqa sare. Somali
Atención. Si necesita ayuda gratuita para interpretar este documento, llame al número que aparece en el recuadro superior. Spanish
Zingatia. Iwapo unahitaji msaada usio na malipo wa kutafsiri hati hii, piga simu kwa namba iliyo kwenye kisanduku hapo juu. Swahili
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Увага! Якщо Вам потрібна безкоштовна допомога в перекладі цього документа, зателефонуйте за номером, вказаним у рамці вище. Ukrainian
Xin lưu ý: Hãy liên hệ theo số điện thoại trong ô trên nếu bạn cần bất kỳ sự hỗ trợ miễn phí nào để hiểu rõ về tài liệu này. Vietnamese
Àkíyèsí. Tí o bá nílò ìrànlówọ́ pẹ̀lú tí tú mọ̀ àkọ̀ọ́lẹ̀ yìí, pe nọ́mbà tó wà nínú àpótí tí wà ló kè. Yoruba
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For accessible formats of this information or assistance with additional equal access to human services, email us at DHS.info@state.mn.us, call 651-431-4300 or 866-267-7655, or use your preferred relay service.  ADA1 (3-24)
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People who use Consumer Directed Community Support (CDCS) use this form to create and document their community support plan. 
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