

Attachment F


STATE OF CONNECTICUT

DEPARTMENT OF MENTAL RETARDATION

PLACEMENT REQUEST FOR OBRA PARTICIPANT

Date:___________________

To:___________________________________________________, Case Manager

From: _________________________________________________, OBRA Coordinator

RE:_______________________________________________

DMR#: ______________________________________________

DOB: ____________________________________________

The above named individual was approved for a short term stay in ​​​​​​​​​​​​​a nursing facility on

____________________________. A thirty day extension was granted on:

____________________________.

Since he/she has exceeded the 60 day limit for Short Term stays and has not been approved for a Long Term stay, a referral to the regional placement Team shall be made immediately.

_____________________________OBRA Coordinator

Please complete this form and return it to me providing the following information:

Date of presentation to Placement Committee:__________________________________

Priority Status:___________________________________________________________

Date of placement on the Olmstead List:_______________________________________

Signature of Case Manager_____________________________________ Date:________

