SLTC-155

HCBS 899-27a

NURSING HOME TRANSITION 
REQUEST FOR HCBS SLOT
Name of Evaluator:  (CMT): ___________________________________________________

Name of Consumer: _______________   Date of Visit:  _____________________________   
Referral Source:____________________________________________________________
Medicaid ID:  _____________________________  Gender:__________   DOB:  _________
Name of Facility:  ________________________________
County:___________________
Address of Facility: __________________________________________________________
Telephone Number: ___________ Facility Contact Person:__________________________
Reason Individual was Admitted to Nursing Facility/Hospital:

Date Admitted to Nursing Facility: ______________________ 
Length of time on HCBS Wait List:_______________________
Primary Diagnosis: _________________________________________________________

Slot for Which Individual is Waiting:

· Basic Elderly


· Basic Disabled


· Supported Living


· Adult Residential
· Other
Any Extraordinary Needs (Explain):

Estimated Cost of Year POC (cost sheet attached):  $___________________________

Estimated Cost for State Plan Services: $ ___________________

Comments (For example, if individual no longer wishes to leave nursing facility, indicate why):

· Concur



· Do Not Concur
 Regional Program Officer: _________________________________________________________
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