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 FORMDROPDOWN 
 REGION REQUEST FOR SERVICE/SUPPORT

	Name:       
	DDS #:      
	DOB:         

	Submitted by:        
	Date:         
	Phone:        

	PCG:       
	Relation:      
	DOB.:         


Individual’s Current Information

	
	Provider (if applicable)
	Address (Mandatory)
	Town/Zip

	Residence:   FORMDROPDOWN 
                                    
	     
	     
	     

	Day:             FORMDROPDOWN 
 
	     
	     
	     

	Current DDS Annualized Funding:  617/16108 $       620/16122 $            015/12101 $     
Public Portability  $      

     
  Describe:  FORMTEXT 

     

Other $ 

	LON Status:     

Date completed:                              Day:                            Home/Residential:        
 

	Medicaid and Waiver Status: 

Medicaid Eligible:
 FORMCHECKBOX 
 Yes If Yes, Medicaid Number:           

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Pending 

IFS Waiver:        
 FORMCHECKBOX 
 Yes   
 FORMCHECKBOX 
 No    FORMCHECKBOX 
 App. Pending  
 FORMCHECKBOX 
 Not Eligible due to:        
EDS Waiver:       
 FORMCHECKBOX 
 Yes   
 FORMCHECKBOX 
 No    FORMCHECKBOX 
 App. Pending  
 FORMCHECKBOX 
 Not Eligible due to:       
Comp. Waiver:   

 FORMCHECKBOX 
 Yes   
 FORMCHECKBOX 
 No    FORMCHECKBOX 
 App. Pending  
 FORMCHECKBOX 
 Not Eligible due to:            

	Supports Received:

 FORMCHECKBOX 
 Individual/Family Support Grant  $ 
 FORMTEXT 

     

 IFS Resource Team
 FORMCHECKBOX 
 Respite Funds:$ 
 FORMCHECKBOX 
  DDS Respite Center                                       FORMCHECKBOX 
 Other:  

	Other Agency Involvement:

 FORMCHECKBOX 
 BRS  
 FORMCHECKBOX 
 BESB    
  FORMCHECKBOX 
 DSS    
 FORMCHECKBOX 
 DOC   
  FORMCHECKBOX 
 DMHAS


 FORMCHECKBOX 
 DCF
 FORMCHECKBOX 
 Home Health/VNA, number of hours per week: 
 FORMTEXT 

     


 Other:       


	Type of Request

1.  FORMCHECKBOX 
 Priority Change:  from       to      
2.  FORMCHECKBOX 
 New
3.  FORMCHECKBOX 
 Additional Waiver Services
4.  FORMCHECKBOX 
 Portability
5.  FORMCHECKBOX 
 One Time Funding
6.  FORMCHECKBOX 
 GRAD                Actual GRAD Date:
7.  FORMCHECKBOX 
 Residential AO   Actual A/O Date:               Current Funding Source         Amount:
8.  FORMCHECKBOX 
 Day AO             Actual A/O Date:               Current Funding Source         Amount:
9.  FORMCHECKBOX 
 Needs a barrier free environment
10.  FORMCHECKBOX 
 Other:       
11. 
 FORMCHECKBOX 
 Home Care Program – must attach MD order and documented history of being unable to access   DSS authorized home care services



	Reason for request:  THIS MUST INCLUDE AN EXPLANATION OF PRIOR EXPLORATION OF STATE- FUNDED, GENERIC COMMUNITY OR NATURAL SUPPORTS AND EXPECTED START DATE: 
     



Services Requested – Select all that apply

	Residential/Home/Community Supports

	Provider 

(if known)
	Type of Program
	Hrs/units per week
	Cost per week
	Annualized cost

	1. 
     
	     
	     
	     
	     

	2.
     
	     
	     
	     
	     

	3.
     
	     
	     
	     
	     



	Day and Vocational Supports

	Provider 

(if known)
	Type of Program
	Hrs/units per day
	Cost per day
	Annualized cost

	1. 
     
	     
	     
	     
	     

	2.
     
	     
	     
	     
	     

	3.
     
	     
	     
	     
	     



Submitted by:      

                                              Date:      
                         Employee signature

	Case Manager/Supervisor Notes:

     

	PLEASE NOTE:  An UPDATED referral packet and written consent MUST be attached for referral to vacancies.  Referral packets will not be sent to prospective agencies without written consent unless verbal consent is obtained prior to receiving the written approval.  Verbal requests must be accompanied by supervisory initials.

Is a signed consent form enclosed with the referral packet?                        FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If no, has verbal permission been granted until written consent arrives?      FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No   

Is LON summary required and attached?   
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

Is priority checklist required and attached?
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No
   


Reviewed by:       

                                                                          Date:      
                                  Supervisor signature is mandatory
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