HCBS 899-16

DPHHS-SLTC-141
STATE OF MONTANA

(Rev. 7/01)
Department of Public Health and Human Services


HOME AND COMMUNITY BASED SERVICES


AMENDMENT FORM

	Consumer Name


	Medicaid Number



	TO BE COMPLETED BY CASE MANAGEMENT TEAM

	Date of Last Care Plan
	Amendment Date
	Cost Sheet Attached _________

	Services Amended:

Reason for Amendment:



	Comments:



	Nurse: ____________________________________________________________________________
 _______________________

(Signature)






 
 (Date)

Social Worker: _____________________________________________________________________
________________________

(Signature)







  (Date)

	IF YOU DISAGREE WITH THIS AMENDMENT, YOU MAY REQUEST A FAIR HEARING BEFORE A HEARING OFFICER OF THE BOARD OF PUBLIC ASSISTANCE.  CONTACT YOUR CASE MANAGEMENT TEAM.

	AMENDMENT TO PRIOR AUTHORIZATION

	Reason for Amendment:

Nurse:

________________________________________
_________________

(Signature)




(Date)


Social Worker:
________________________________________
_________________

(Signature)




(Date)
Regional Program Officer Concurs:

 Yes
 No
________________________________________
_________________

(Signature)




(Date)


Community Services Bureau Concurs:
 Yes
 No
________________________________________
_________________

(Signature)




(Date)



Distribution:  White-Case Management Team; Yellow-Consumer
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