	PROVIDER’S SUPPORTING DOCUMENTATION
	Date:
	     

	Name of Service Recipient:
	     

	Name of DMRS Provider Agency:
	     

	Name & Title of Person Completing This Information:
	     

	 WHICH OF THESE WAIVER SERVICES ARE BEING PROVIDED TO THIS PERSON BY THIS DMRS PROVIDER?

	 FORMCHECKBOX 

Residential Services such as Supported Living; Res. Hab.; Med. Res.; or Family Model.  (Complete only section A. below.) 
(Do not complete sections B. or C. if providing a residential service.)

	 FORMCHECKBOX 

Personal Assistance (PA) Services  (Complete section B. below)

	 FORMCHECKBOX 

Individual Transportation Services  (Complete section C. below)

	 A.  RESIDENTIAL SERVICES:   (Do not complete this section if providing PA Services or Individual Transportation Services to this person.)

	Address of The Home:
	     

	1. Will the service be provided in the home of the person’s family of origin or in a home where the service recipient will live with family members who are not also service recipients enrolled in the waiver program?  
 FORMCHECKBOX 
 No.   FORMCHECKBOX 
 Yes.   If yes, provide an explanation in the comments section at the bottom of this page.*

	2. How many service recipients, including this person, live in this home at present? ………………………..........
	   
	

	3. How many service recipients is this home designated to support, including any vacancies? …………………
	   
	

	4. How many bedrooms in this home? ………………………………………………………………………………………………..……
	   
	

	5. If requesting approval of a home for fewer than three (3) persons, check below those reasons that apply, and attach or provide clarifying details in the comments section at the bottom of the page.*

	
	 FORMCHECKBOX 

	Severe behavioral or serious medical conditions that cannot be reasonably and adequately managed in a shared setting.*

	
	 FORMCHECKBOX 

	A companionship or other one-person model is used that does not exceed the cost of two-person Supported Living.*

	
	 FORMCHECKBOX 

	The size of the dwelling is such that it cannot accommodate more than the number of persons indicated.*

	
	 FORMCHECKBOX 

	Until a housemate(s) can be secured to share this home.*

	(The next set of questions, 6 &7, do not apply to Family Model)

	6. Does the service recipient own the home in which the service is to be provided and/or are there lease, deed, mortgage (e.g., HUD or THDA), or other legal restrictions to the number of persons who may reside in this home?  
 FORMCHECKBOX 
 No.   FORMCHECKBOX 
 Yes.  If yes, provide details in the comment section at the bottom of the page.*

	7. Is this is a request for approval of the person’s transfer (move) to another home?  
 FORMCHECKBOX 
 No.   FORMCHECKBOX 
 Yes.  If yes, will the move to a new home involve:

	Additional environmental accessibility modifications? ……..
Additional MR Housing Assistance? ………………………………….
	 FORMCHECKBOX 
 No.   FORMCHECKBOX 
 Yes.  If yes, provide details below.*

 FORMCHECKBOX 
 No.   FORMCHECKBOX 
 Yes.  If yes, provide details below.*

	 B.  PERSONAL ASSISTANCE SERVICES:   (Do not complete this section if providing a residential service to this person.)

	1. IMPORTANT:  Attach or provide in the comments section at the bottom of this page a listing of the specific types of assistance the PA will provide for this person.*

	2. Will the parent of this minor or the spouse of this adult be employed or paid to provide PA services to this person?
 FORMCHECKBOX 
 No.   FORMCHECKBOX 
 Yes.  If yes, provide details (who, when and why) in the comment section at the bottom of the page.*

	3. Will any family member living in the person’s home be employed or paid to provide PA services?
 FORMCHECKBOX 
 No.   FORMCHECKBOX 
 Yes.  If yes, provide details (who, when and why) in the comment section at the bottom of the page.*

	 C.  INDIVIDUAL TRANSPORTATION SERVICES:   (Do not complete this section if providing a residential service to this person.)

	1. Does the service recipient have immediate family members, or available sources of public transportation to provide the needed transportation without charge?
 FORMCHECKBOX 
 No.   FORMCHECKBOX 
 Yes.  If yes, provide details in the comment section at the bottom of the page.*

	2. Will transportation services be provided for any of the reasons which are specifically excluded by the waiver service definition?  (Transportation to and from Day Services; to and from supported or competitive employment; of school-age children to and from school; to and from medical services covered by the Medicaid State Plan/TennCare Program; or transporting a service recipient receiving a residential service for which the provider is responsible for providing transportation.) 
  FORMCHECKBOX 
 No.   FORMCHECKBOX 
 Yes.  If yes, provide details in the comment section at the bottom of the page.*

	

	* COMMENTS:   (Use this section to provide details, explanation or justification for any asterisked answer above.)

	(Click here to add comments, or delete this default text.  This form will expand by adding pages automatically to accommodate as much text as may be entered.)
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