	CLIENT NAME (Last, First, M.I.)
     
	
CLIENT EMS I.D. NO.
     
	
ALTERNATE CARE UNIT

     
	
TITLE XIX

 FORMCHECKBOX  
 Yes
 FORMCHECKBOX  

No

	CLIENT ADDRESS (No., Street, Town)
     
	
DIAGNOSIS CODE
     
	
CLIENT PHONE NO.
     
	
CATEGORY
 FORMCHECKBOX  
1
  FORMCHECKBOX  

2    FORMCHECKBOX  
3

 FORMCHECKBOX  
4    FORMCHECKBOX  
5


	PROVIDER ADDRESS (No., Street, Town)
     

	Service Plan:
If signed below by the Department, the following services have been


authorized and approved for payment. 
	Services are to be provided for the period indicated below.


 FORMCHECKBOX  

NEW SERVICE

 FORMCHECKBOX  

RENEW

 FORMCHECKBOX  

CHANGE
 FORMCHECKBOX  

OTHER (specify)

     
     
     
     
     
     
     
 FORMCHECKBOX  

Approved
 FORMCHECKBOX  

Bill Access Agency
 FORMCHECKBOX  

Denied

 FORMCHECKBOX  

Bill HP

	TYPE OF SERVICE
	PROC CODE


	UNITS
	FREQUENCY
	VENDOR
	UNIT/
COST
	FROM
	TO
	DATE
DISCONTINUED
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STATE OF CONNECTICUT - DEPARTMENT OF SOCIAL SERVICES CONNECTICUT HOME CARE PROGRAM FOR ELDERS





PROVIDER SERVICE AUTHORIZATION





PROVIDER NAME





PROVIDER NO.





CONTACT PERSON/PHONE/FAX #/EMAIL





EXPLANATION (including any changes in functional or cognitive status):





Completed By Access Agency/Provider/Date





DSS Authorization/Date








