TITLE: CERTIFICATION OF NEED FOR ICF/ID OR ICF/ORC LEVEL OF CARE

This application is from the Department of Human Services, Office of Developmental AEERERBITIDAEAHEWER, MNREGESEESHE, BkTREER
Programs. If you need language assistance, free of charge, please call 1-888-565-9435. 1-888-565-9435,
Esta solicitud es de la Oficina de Programas de Desarrollo del Departamento de Servicios majeiscunirgnieshagag Ismitnmwayifadig)q

Humanos. Si necesita ayuda gratuita con el idioma, por favor llame al 1-888-565-9435.

HacTosee 3asBneHune HanpaeneHo 13 OTaena nporpaMmm Ans NnL, ¢ nopokamm
pa3suTus [lenaptameHTa coumansHoro obecnevenus. Ecnv Bam Tpebyertcs
GecnnaTHasi nomoLLpb nepeBoaynka, obpallaiteck no TenedoHy 1-888-565-9435.

weisiinagagimitgwmannwRaaaty ayuiuT giadninue 1-888-565-9435

Don xin nay tir Bo Dich Vu Nhan Sinh, Van Phong Chuong Trinh Phat Trién. Néu
quy vi can trg giap ngdn ngt mién phi, xin vui Iong goi 1-888-565-9435.

FUNDING SOURCE: |:| HCBS waiver ICF

l. PURPOSE. THE PURPOSE OF THIS FORM IS TO CERTIFY WHETHER THE FOLLOWING NAMED INDIVIDUAL REQUIRES AN ICF/
ID OR ICF/ORC LEVEL OF CARE FOR DETERMINING ELIGIBILITY FOR HOME AND COMMUNITY SERVICES FUNDED UNDER
THE CONSOLIDATED, PERSON/FAMILY DIRECTED SUPPORT WAIVER, COMMUNITY LIVING WAIVER, TARGETED SUPPORT
MANAGEMENT FOR INDIVIDUALS WITH A DIAGNOSIS OF AUTISM, OR FOR ADMISSION TO AN ICF/ID OR ICF/ORC FACILITY.

INDIVIDUAL'S NAME:

CURRENT ADDRESS:

CITY: STATE: ZIP:

DATE OF BIRTH: (MM/DD/YYYY) MCI #: SOCIAL SECURITY NUMBER: TELEPHONE NUMBER:
( )

. QUALIFIED DEVELOPMENTAL DISABILITY PROFESSIONAL CERTIFICATION. (COMPLETE SECTION A IF THE
INDIVIDUAL MEETS ICF/ID OR IFC/ORC LEVEL OF CARE CRITERIA OR SECTION B IF THE INDIVIDUAL DOES NOT.)

A

| HEREBY CERTIFY THAT THIS INDIVIDUAL:

1. HAS COMPLETED ALL STANDARDIZED ASSESSMENTS AND PSYCHOLOGICAL, SOCIAL, AND MEDICAL
EVALUATIONS NECESSARY TO DETERMINE NEED FOR AN ICF/ID OR IFC/ORC LEVEL OF CARE IN
ACCORDANCE WITH CRITERIA ESTABLISHED BY THE DEPARTMENT OF HUMAN SERVICES, OFFICE OF
DEVELOPMENTAL PROGRAMS.

and
2. WILL BENEFIT FROM CONSISTENT IMPLEMENTATION OF A PROGRAM OF SPECIALIZED AND GENERIC

TRAINING, TREATMENT AND HEALTH OR RELATED SERVICES, DIRECTED TOWARD HELPING THE
PERSON FUNCTION WITH AS MUCH SELF-DETERMINATION AND INDEPENDENCE AS POSSIBLE.

QDDP SIGNATURE DATE

)

ADDRESS TELEPHONE NUMBER

| HEREBY CERTIFY THAT THIS INDIVIDUAL DOES NOT REQUIRE AN ICF/ID OR IFC/ORC LEVEL OF CARE BASED
ON THE CRITERIA ESTABLISHED BY THE DEPARTMENT OF HUMAN SERVICES, OFFICE OF DEVELOPMENTAL
PROGRAMS.

QDDP SIGNATURE DATE

( )
ADDRESS TELEPHONE NUMBER

. DETERMINATION BY THE DEPARTMENT OF HUMAN SERVICES DESIGNEE, THE COUNTY MH/ID PROGRAM OR
ADMINISTRATIVE ENTITY.

THIS INDIVIDUAL IS DETERMINED TO REQUIRE AN ICF/ID OR IFC/ORC LEVEL OF CARE.

THIS INDIVIDUAL IS DETERMINED TO NOT REQUIRE AN ICF/ID OR ICF/ORC LEVEL OF CARE.

COUNTY MH/ID PROGRAM OR ADMINISTRATIVE ENTITY SIGNATURE DATE

COUNTY MH/ID PROGRAM OR ADMINISTRATIVE ENTITY SIGNATURE DATE

(.

ADDRESS TELEPHONE NUMBER
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