DDA Community Pathways & New Directions Waivers

Medical Day Care Services Referral Form



                  (     INITIAL REFERRAL                  REVISED REFERRAL   Date: ___________
Waiver: 
( Community Pathways Waiver  
( New Directions Waiver

	Participant Name:
	Participant MA #:
	Waiver Eligibility Date:

	Resource Coordinator/Case Mgr. Name:
	RC/Case Mgmt. Agency:
	Telephone #:

	Medical Day Care Provider Name:
	MDC Provider #:
	MDC Telephone #:


I. INITIATION OF REQUEST FOR MEDICAL DAY CARE SERVICES:
A. Number of  days per week recommended: ______
B. AERS contact date:      __________  
II. CHANGE IN MEDICAL DAY CARE SERVICES:
A. Action requested: __________________________________________________

            □ Increase days (specify number): ______
 □ Transfer to DDA Services

                   □ Reduce days (specify number): ______      □ Terminate MDC Services

            □ Other: __________________________________________________________

             B. Effective Date:  _______________________________________
             C. Reason for request: _______________________________________________________________________
_______________________________________________________________________
_________________________________________   

______________________


(Signature of Resource Coordinator/Case Manager)
    (Date)   



TO BE COMPLETED BY DDA HEADQUARTERS: 

Result of Medical Day Care Services Request
□ KePRO Approval 


Certification Date: __________
□ KePRO Denial  


Date: __________

□ DDA Denial Letter 

Date: __________

□ Regional Office Notification Date: __________

_________________________________________

______________________

(Signature of DDA HQ Liaison)
    
 (Date)

*To be submitted via fax (410-333-7441) to Angelique Bing at DDA Headquarters (HQ).  DDA HQ will send the Resource Coordinator a copy of the KEYPRO Denial, Reduction or Termination of Services with appeal rights when letter of Denial is sent to Individual.
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