ATTACHMENT A
REQUEST FOR NON-ANNUALIZED ONE TIME FUNDING
 FORMCHECKBOX 
 Emergency



  FORMCHECKBOX 
 Non-Emergency


  FORMCHECKBOX 
 On-going
                                                                                                                           PRAT Award Date  
     
                                                                                                                           URR Approval Date
     
	Individual’s Name:
	     
	DDS#
	     

	Provider Name:
	     
	FEIN #
	     

	RDID of program where additional supports are being requested:
	     

	Dates of Support requested : 
	     

	Amount being requested:       
Services currently being provided by: 
                 FORMCHECKBOX 
 Contract Service Authorization                                       FORMCHECKBOX 
 Vendor Service Authorization                                                          

	Describe in detail specific supports being requested:

	
What is current staffing pattern?
	     

	
What additional hours being requested?
	     

	
What is the hourly cost?
	     

	
Describe specific supports being requested:

	
     

	
What are the specific clinical needs of the individual necessitating the request?  

	
     

	
What other modifications have been tried and what were the results?

	
     

	
What is the fading plan to reduce reliance on additional support?

	
     


 The above named Provider agrees that the temporary supports funded through this request will be provided to the named individual, that the supports rendered will be as described by this request, and any overpayments made by the Department of developmental Services under this agreement will be refunded to the department.   Effective July 1, 1999, one-time amendments will be cost settled at 100% recovery.

Signature of Provider      
                                                                 Date      
Regional Response


  FORMCHECKBOX 
 Emergency Authorization

  FORMCHECKBOX 
 The request meets the needs of the individual and the established parameters of the one    time procedure and is authorized.  Funding will be subject to available resources.

       Amount Approved       
 FORMCHECKBOX 
 The request is denied
Reason    
     
 FORMCHECKBOX 
 Additional Information is needed                   
Describe 
     
Signature of Regional Designee        
Date        
     
Verification supports were provided

Signature Resource Manager        
Date
       
