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State of Connecticut

Department of Developmental Services
   M. Jodi Rell







                                        Peter H. O’Meara

    Governor







                                           Commissioner













     Kathryn du Pree

Deputy Commissioner 

ATTACHMENT A

REQUEST FOR NON-ANNUALIZED, 

ONE-TIME AMENDMENTS

               This request is for supports provided in the    FORMCHECKBOX 
  1ST Quarter   of fiscal year      .

                                    FORMCHECKBOX 
   2nd Quarter
                                     FORMCHECKBOX 
   3rd Quarter
                                   FORMCHECKBOX 
  4th Quarter
1.
Individual’s Name      
2.
DMR #      
3.
Individual’s Residential Address:       





            





            
4.
Provider Name      
5.
FEIN                                            Program RDID #      
6.
Date of Request      
7.
Dates of Support Requested      
8.
Describe in detail what you are requesting.  If appropriate to the request, include supporting data.      
9.
How will this request benefit the individual(s) in your program?      
10.
What efforts have you made to meet this expense prior to making the request to the region?       
11.
Describe Plan for Phasing Out the Additional Supports      
12.
What is the total cost of what you are requesting?      
A.  If supports requested are for additional staffing hours complete the following:


     Number of hours requested per week       Hourly cost $     .


     Total cost of the supports requested $     

B.  If supports requested are for other than staffing hours complete the following:


     Total cost of the support(s) requested $ _____________________.

13.
Provide any additional information you would like concerning this request.:


     
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 a 100% recovery.

Signed
________________________________            Date ___________________________


                            Provider


Response from the Region:
 FORMCHECKBOX 
 The Request meets the needs of the individual and the established

                                                  parameters of the one time amendment procedure. Funding will   

                                                  be subject to available  resources.     




 FORMCHECKBOX 
 The request is denied.





 FORMCHECKBOX 
 Additional Information Needed (Specify):
Signed  _________________________________ 
Date________________

                     Regional Director or Designee

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Funding Authorization


For Central Office Use Only:

  

Approved

 FORMCHECKBOX 

  

Not Approved

 FORMCHECKBOX 

   _________________________________

   Signature                              Date

  Vincent L. O’Connell

  Director, Administrative Services 


�





�





PRAT Commitment Total   $ ____________________





Start Date ___________End Date    _________________





Program Type	 ____________________


SID		 ____________________


Region		 ____________________





Plan to be reviewed Weekly _____  Monthly _____ Quarterly_____ by IDT.  Reviews to begin ____________.





Approved: _________________________________ 


                  Signature                                Date                   








Phone: 860 418-6000  TDD 860 418-6079  Fax: 860 418-6001 
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