Department of Mental Retardation

REQUEST FOR ADDITIONAL FUNDING FROM DAS

Client Name:  __________________________
                                DATE:  ________________

Residence:  ____________________________

Balance of all Monetary Assets:_____________
INSTRUCTIONS:DMR may request additional funding through DAS for clients residing in either a CLA or IFC/MR facility who have a special need that exceeds the amount of their financial resources. In order to request funding, submit this form to the Director of Medicaid Operations at DMR Central Office.  Detailed on this form is the item/service to be purchased, estimated cost, benefit to the client and the clients current financial assets. If approved at the Central Office level, the request will be submitted to DAS for approval

Goods/Services to be Purchased:____________________________________________

Estimated cost:___________

How will the client benefit from the purchase of these goods/services:__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

.

Requested by:____________________________________                       Date:____________________________

Approved by:____________________________________                        Date:_____________________________

                         Director of Medicaid Operations, DMR Central Office

