

Exhibit C. Change Order Request Form
State of Connecticut Department of Social Services Contract with Medical ASO

	DSS Change Order Request Form

	 
· This form is intended to change the scope of services when requested by the Department.
· Changes are not authorized unless and until authorized representatives from both the Contractor and the Department have signed the form.
· Supplemental information may be attached to this form to support the change of scope and may include budget, subcontractor agreement, etc. and must reference the change order number on this form.

	1.  Change order number:  


	2.  Anticipated start date:
	3.  Anticipated end date:

	4.  Change order title:



	5.  Purpose and benefits:





	6.  Description of approach:





	7.  Deliverables:





	8.  Cost details: (please include detailed budget with staffing levels on separate sheet)





	Authorizing Signatures

	
Medical ASO

Key contact:  _____________________________________
                                                       (signature)

Name:  __________________________________________
                                                    (print)

Title:  __________________________________________


Date:  __________________________________________                                

				         Date          	  Medical Administration
Authorized DSS Representatives

Contract Manager:  ___________________________________
                                                                 (signature)

Name:  _____________________________________________ 
                                                      (print)

Date:  _________________________________________


	
	
DFS Review:  ___________________________________

Name:  ________________________________________
                                                           (print)

Date:  _________________________________________







