STATE OF CONNECTICUT
DEPARTMENT OF DEVELOPMENTAL SERVICES

CONTACT INFORMATION


[bookmark: Text9][bookmark: Text12]NAME:                                            DOB:                                         

[bookmark: Text10][bookmark: Text8]DDS#:       				DATE:       


PLEASE CONTACT
THE DEPARTMENT OF DEVELOPMENTAL SERVICES


· WHEN THIS INDIVIDUAL IS HOSPITALIZED

· HAS SIGNIFICANT CHANGE IN CONDITIONS (AS PER FEDERAL LAW)      (THIS INCLUDES CONSIDERATON OF DO NOT RESUSCITATE ORDERS)

· IN THE EVENT THAT THIS INDIVIDUAL EXPIRES


DDS OFFICE HOURS: M-F 8:30 AM- 4:30 PM

[bookmark: Text3]CONTACT PERSON: (during office hours)       


[bookmark: Text4][bookmark: Text5]Case Manager:       				Phone  #:       



[bookmark: Text6][bookmark: Text7]Case Management Supervisor:     		Phone #:       


* AFTER HOURS, WEEKENDS, HOLIDAY

[bookmark: Text11]DDS Manager – ON CALL:       



PLEASE FILE THIS FORM IN THE INDIVIDUAL’S 
MEDICAL RECORD
Attachment C    I.E.PR.005 Pre-Admission Screening for Persons Applying for OBRA
Revised 12/6/10

