TITLE: ANNUAL RECERTIFICATION OF NEED FOR ICF/ID OR ICF/ORC LEVEL OF CARE

This application is from the Department of Human Services, Office of Developmental AEERERBITHIDAEAHEER, MNREGESEESHE, Bk TREHEE
Programs. If you need language assistance, free of charge, please call 1-888-565-9435. 1-888-565-9435,

Esta solicitud es de la Oficina de Programas de Desarrollo del Departamento de Servicios
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Humanos. Si necesita ayuda gratuita con el idioma, por favor llame al 1-888-565-9435.

HacTtosiwee 3asBneHune HanpaseHo 13 OTtpena nporpamMm 4na nui, ¢ nopokamMmu

. Y 0y ~ . P . o . 0y . « R A
pa3BuTUA [lenapTameHTa coLnansHoro obecnevyenuns. Ecnv Bam TpebyeTcst Dgpv)i('zér:]az;u i%o ?!anvnu gﬁ%s'n&‘ \){iinvsihg;g Cg,”’fg%g ggggzg; Trién. Neu
BecnnaTHas oMol NepeBoaYnka, obpallaiitecs no TenedoHy 1-888-565-9435. quy vi 0" giup ngon ng phi, 9 g0 -
FUNDING SOURCE: |:| HCBS waiver I:l ICF

|. PURPOSE. THE PURPOSE OF THIS FORM IS TO CERTIFY WHETHER THE FOLLOWING INDIVIDUAL WHO IS RECEIVING HOME AND
COMMUNITY SERVICES FUNDED UNDER THE CONSOLIDATED WAIVER, PERSON/FAMILY DIRECTED SUPPORT WAIVER, COMMUNITY
LIVING WAIVER, TARGETED SUPPORT MANAGEMENT FOR INDIVIDUALS WHO REQUIRE AN ICF/ORC LEVEL OF CARE, OR RECEIVING
SERVICES IN AN ICF/ID OR ICF/ORC IS DETERMINED TO CONTINUE TO QUALIFY FOR AN ICF/ID OR ICF/ORC LEVEL OF CARE IN
ACCORDANCE WITH STATE AND FEDERAL REQUIREMENTS.

INDIVIDUAL'S NAME:

CURRENT ADDRESS:

CITY: STATE: ZIP:

DATE OF BIRTH: (MM/DD/YYYY) MCI #: TELEPHONE NUMBER:
( )

Il. QUALIFIED DEVELOPMENTAL DISABILITY PROFESSIONAL CERTIFICATION

THE ANNUAL RE-EVALUATION OF NEED FOR AN ICF/ID OR ICF/ORC LEVEL OF CARE IS MADE BY THE FOLLOWING NAMED QUALIFIED
DEVELOPMENTAL DISABILITY PROFESSIONAL BASED ON THE COMPLETION OF THE WAIVER RE-EVALUATION PROCESS, AS WELL AS
A REVIEW OF THE BENEFIT THE INDIVIDUAL IS RECEIVING FROM HOME AND COMMUNITY SERVICES AND SUPPORTS OR CONTINUED
STAY IN AN ICF/ID OR ICF/ORC. SECTION A IS COMPLETED IF THE INDIVIDUAL CONTINUES TO QUALIFY FOR AN ICF/ID OR ICF/ORC
LEVEL OF CARE OR SECTION B IS COMPLETED IF THE INDIVIDUAL DOES NOT MEET THE CRITERIA.

A. [ CERTIFY AS A QUALIFIED DEVELOPMENTAL DISABILITY PROFESSIONAL THAT THE ABOVE NAMED INDIVIDUAL CONTINUES TO
QUALIFY FOR AN I:I ICF/ID OR I:I ICF/ORC LEVEL OF CARE. (PLEASE CHECK THE BOX FOR EITHER ICF/ID OR ICF/ORC.)

QDDP SIGNATURE DATE

C )
ADDRESS TELEPHONE NUMBER

B. ICERTIFY AS A QUALIFIED INTELLECTUAL DISABILITY PROFESSIONAL THAT THE ABOVE NAMED INDIVIDUAL DOES NOT CONTINUE
TO QUALIFY FOR AN D ICF/ID OR D ICF/ORC LEVEL OF CARE. (PLEASE CHECK THE BOX FOR EITHER ICF/ID OR ICF/ORC)

QDDP SIGNATURE DATE

C )
ADDRESS TELEPHONE NUMBER

Ill. LEVEL OF CARE DETERMINATION
THIS SECTION IS SIGNED BY THE DEPARTMENT DESIGNEE THAT IS THE COUNTY MH/ID PROGRAM OR ADMINISTRATIVE ENTITY.

A. THE COUNTY MH/ID PROGRAM OR ADMINISTRATIVE ENTITY CONCURS WITH THE DETERMINATION OF THE QDDP THAT THE
INDIVIDUAL REQUIRES THE IDENTIFIED ICF LEVEL OF CARE.

COUNTY MH/ID PROGRAM OR ADMINISTRATIVE ENTITY SIGNATURE DATE

B. THE COUNTY MH/ID PROGRAM OR ADMINISTRATIVE ENTITY DOES NOT CONCUR WITH THE DETERMINATION OF THE QDDP THAT
THE INDIVIDUAL REQUIRES THE IDENTIFIED ICF LEVEL OF CARE.

COUNTY MH/ID PROGRAM OR ADMINISTRATIVE ENTITY SIGNATURE DATE

(.

ADDRESS TELEPHONE NUMBER
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