
Part V, Section A: Cost Detail for Residential Service

· You must also complete Part V, Section B if this plan includes a request for add-on components, supplemental services, and/or start-up/OTO costs.

· Round all dollar amounts to the nearest dollar. 

Consumer:_____________________________
Social Security Number:  __________________

Provider:______________________________   Site number: __________   County: ___________






Number of individuals in the home: ___________

Base rate:






Start Date:___________________________       End Date:________________________________

	Matrix Level
	Rate Components
	Annual

	H/M
	S/A
	Individual
	Provider
	Total
	Cost

	
	
	
	
	
	


Matrix level indicated above: average_____ actual_____

Additional funding requested (add-on components):
Start Date:___________________________        End Date:________________________________
	Type
	Units/Week
	Amount/Unit
	Actual Cost
	Annual Cost

	
	
	
	
	

	
	
	
	
	

	Total additional funding 
	
	
	
	


Other funding requested (supplemental services/OTO)

	Type
	Identifying (or Vendor) Information
	Actual Cost
	Annual Cost 

	
	
	
	

	
	
	
	

	
	
	
	

	Total other funding
	
	
	


	Totals 
	Annualized Funding
	

	
	Non-annualized Funding
	



For Regional Office Use: 

Award Number: __________
Fiscal Year: _________

Effective Date: ___________

Regional Log #: ___________
Charge to PCA P201 0897






Source of funds:
Actual-General Funds: ____________   Special Funds:_____________  Federal Funds:______________
Annual-General Funds: ________________   Federal Funds:________________
Complete this section only if screen printouts are unavailable from PCIS2.
Actual Operating Cost (Estimated):

FPS daily rate: __________



Add-on component rate: ___________


Days: ____________




Units/week: ____________

Estimated Cost (base rates): ___________

Cost/week:  __________








Cost/day: _____________

Supplemental services: _______________

Days: _____________

OTO Costs: _____________



Estimated Cost (add-ons): _________

Total Actual Operating Cost (Estimated): ____________

Fiscal approval:__________

 Part V, Section A: Cost Detail for Community Supported Living Arrangements

· You must also complete Part V, Section B if this plan includes a request for over 82 hours of service, supplemental services, and/or start-up/OTO costs.

· Round all dollar amounts to the nearest dollar. 

Consumer:_____________________________
Social Security Number:  __________________

Provider:_______________________________  Site number:_________    County: ____________






Number of individuals in the home: ___________

Base rate:
Start Date:___________________________       End Date:________________________________
	Hours/Week
	Hourly Rate
	Cost/Day
	Annual Cost

	
	
	
	


Additional funding requested (One-to-one support, AON, professional services):
Start Date:___________________________       End Date:________________________________
	Type
	Units of service/Vendor information
	Actual Cost
	Annual Cost

	
	
	
	

	
	
	
	

	Total additional funding 
	
	
	


Other funding requested (supplemental services/OTO)

	Type
	Identifying (or Vendor) Information
	Actual Cost
	Annual Cost 

	
	
	
	

	
	
	
	

	
	
	
	

	Total other funding
	
	
	


	Totals 
	Annualized Funding
	

	
	Non-annualized Funding
	



For Regional Office Use: 

Award Number: __________

Fiscal Year: _________

Effective Date: ___________

Regional Log #: ___________

Charge to PCA P214 0897



   Source of funds

Actual-General Funds: ____________   Special Funds:_____________  Federal Funds:______________
Annual-General Funds: ________________   Federal Funds:________________




Federal Billing Information: (For individuals who are waiver eligible, form 




DHMH 248 must be completed on a monthly basis with correct billing codes.)


Service Type

        Billing Code
    Amount

	Personal Support
	H2107
	


These services must be in the person's plan and accompanied by cost estimates.

	Assistive Technology
	H2110
	

	Environmental Modifications
	H2104
	


Respite services are available for billing up to 28 consecutive days, not to exceed 45 days in one year.



	Respite Care
	H2105
	









Fiscal approval:_________
If screen printouts are unavailable from PCIS2, attach CSLA Funding Plan.
Part V, Section A: Cost Detail for Individual Support Services

· You must also complete Part V, Section B if this plan includes a request for professional services and/or start-up/OTO costs.

· Round all dollar amounts to the nearest dollar. 

Consumer:_____________________________
Social Security Number:  __________________

Provider:_______________________________  County of residence:________________________
Recurring Costs:

	Service
	Units of service
	Unit Cost
	Annual Cost

	
	
	
	

	
	
	
	

	
	
	
	

	Total Annual Costs
	
	
	


Non-recurring Costs:

	OTO/Start up costs
	Vendor information
	Cost

	
	
	

	
	
	

	
	
	

	Total OTO/Start up
	
	


	Totals 
	Annualized Funding
	

	
	Non-annualized Funding
	



For Regional Office Use: 

Award Number: __________

Fiscal Year: _________
Effective Date: ___________

Regional Log #: ___________
Charge to PCA P210 0896







Source of funds

Actual-General Funds: ____________   Special Funds:_____________  Federal Funds:______________
Annual-General Funds: ________________   Federal Funds:________________


Estimated Actual Operating Cost:



On-going service costs: ______________

OTO Costs: _____________



Total Estimated Actual Cost: ____________

Fiscal approval:__________

Part V, Section A: Cost Detail for Family Support Services

· You must also complete Part V, Section B if this plan includes a request for professional services and/or start-up/OTO costs.

· Round all dollar amounts to the nearest dollar. 

Consumer:_____________________________
Social Security Number:  __________________

Provider:_______________________________  County of residence:________________________
Recurring Costs:
	Service
	Units of service
	Unit Cost
	Annual Cost

	
	
	
	

	
	
	
	

	
	
	
	

	Total Annual Costs
	
	
	


Non-recurring Costs:

	OTO/Start up costs
	Vendor information
	Cost

	
	
	

	
	
	

	
	
	

	Total OTO/Start up
	
	


	Totals 
	Annualized Funding
	

	
	Non-annualized Funding
	



For Regional Office Use: 

Award Number: __________

Fiscal Year: _________
Effective Date: ___________

Regional Log #: ___________

Charge to PCA P208 0896
Source of funds

Actual-General Funds: ____________   Special Funds:_____________  Federal Funds:______________
Annual-General Funds: ________________   Federal Funds:________________
Estimated Actual Operating Cost:



On-going service costs: ______________

OTO Costs: _____________



Total Estimated Actual Cost: ____________

Fiscal approval:__________

Part V, Section A: Cost Detail for Innovative Service Plan

· You must also complete Part V, Section B if this plan includes a request for professional services and/or start-up/OTO costs.

· Round all dollar amounts to the nearest dollar. 

Consumer:_____________________________
Social Security Number:  __________________

Provider:_______________________________  County of residence:________________________
Recurring Costs:
	Service
	Units of service
	Unit Cost
	Annual Cost

	
	
	
	

	
	
	
	

	
	
	
	

	Total Annual Costs
	
	
	


Non-recurring Costs:

	OTO/Start up costs
	Vendor information
	Cost

	
	
	

	
	
	

	
	
	

	Total OTO/Start up
	
	


	Totals 
	Annualized Funding
	

	
	Non-annualized Funding
	



For Regional Office Use: 

Award Number: __________

Fiscal Year: _________
Effective Date: ___________

Regional Log #: ___________

Charge to PCA 
__________________

Source of funds

Actual-General Funds: ____________   Special Funds:_____________  Federal Funds:______________
Annual-General Funds: ________________   Federal Funds:________________










Estimated Actual Operating Cost:



On-going service costs: ______________


OTO Costs: _____________



Total Estimated Actual Cost: ____________


Fiscal approval:__________

Mark an "X" here if applicable.


______Individual's waiver eligibility has not yet been determined. (Begin federal billing only after notification of waiver eligibility.)








Revised September  2003

