	Person’s SSN:
	Department of Intellectual & Developmental Disabilities
	Request Submitted by: (Agency Name)

	     
	Service Authorization Request
	     

	Date of Request:
	
	     
	
	Name of Agency Contact Person:

	     
	
	(Person’s Full Name)
	
	     


Services Requested:
	
	A
	B
	C
	D
	E
	F
	G
	H
	(DMRS Use Only)

	
	Service Name

&

*Type of Request
	Tier
	Service Code

&

Fund Source
	Provider Name

&

Provider Code
	Site Name

&

Site Code
	Start Date

&

End Date
	Unit Rate

&

Unit Type
	# of Units

&

Cost
	Approve
	Deny
	**Deny

&

Partial

Approve

	1
	     
	  
	     
	     
	     
	     
	     
	     
	[   ]
	[   ]
	[   ]

	
	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	     
	     
	     
	 FORMDROPDOWN 

	     
	
	
	

	2
	     
	  
	     
	     
	     
	     
	     
	     
	[   ]
	[   ]
	[   ]

	
	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	     
	     
	     
	 FORMDROPDOWN 

	     
	
	
	

	3
	     
	  
	     
	     
	     
	     
	     
	     
	[   ]
	[   ]
	[   ]

	
	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	     
	     
	     
	 FORMDROPDOWN 

	     
	
	
	

	4
	     
	  
	     
	     
	     
	     
	     
	     
	[   ]
	[   ]
	[   ]

	
	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	     
	     
	     
	 FORMDROPDOWN 

	     
	
	
	

	5
	     
	  
	     
	     
	     
	     
	     
	     
	[   ]
	[   ]
	[   ]

	
	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	     
	     
	     
	 FORMDROPDOWN 

	     
	
	
	

	6
	     
	  
	     
	     
	     
	     
	     
	     
	[   ]
	[   ]
	[   ]

	
	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	     
	     
	     
	 FORMDROPDOWN 

	     
	
	
	

	7
	     
	  
	     
	     
	     
	     
	     
	     
	[   ]
	[   ]
	[   ]

	
	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	     
	     
	     
	 FORMDROPDOWN 

	     
	
	
	

	8
	     
	  
	     
	     
	     
	     
	     
	     
	[   ]
	[   ]
	[   ]

	
	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	     
	     
	     
	 FORMDROPDOWN 

	     
	
	
	

	9
	     
	  
	     
	     
	     
	     
	     
	     
	[   ]
	[   ]
	[   ]

	
	 FORMDROPDOWN 

	
	 FORMDROPDOWN 

	     
	     
	     
	 FORMDROPDOWN 

	     
	
	
	


	For DIDD Use Only:

	     
	     
	     

	(Authorizing Signature)
	(Title)
	(Date)


*
TYPE OF REQUEST:  1.  Continue Service      2.  Add New Service     3.  Assessment     4.  Delete Service     5.  Increase Service      6.  Decrease Service       7.  Add/Change Provider
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