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Developmental Disabilities Supports Division

STATE GENERAL FUND
RESPITE PRIOR AUTHORIZATION FORM
Please fill out form in entirety and submit with IFSP / ISP (if applicable) and any other supporting documentation.
	PRIOR APPROVAL REQUEST NUMBER (DDSD Use Only):
	

	Individual’s Name (Last, First, MI):
     
	Individual’s Gender:


 FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female

	Individual’s Date of Birth: 
     
	Client ID # (if applicable):
     
	Annual IFSP / ISP Dates (if applicable): 
_     __ to _     _ 

	

	Requester’s Name:
     
	Provider Agency Name:
     

	Provider Address:
     
	Phone:
     

	Signature/Title of Person Completing Form:
	Date Submitted:
     

	

	Proposed number of hours for this individual
	     

	Proposed Effective Date    
	     

	Justification for exception to 200 hours
     


	 Total hours approved
	     


DDSD will respond in approximately 5 working days with the Notice of Action completed (below). If your request is incomplete or denied, you may resubmit with additional information to address issues described in the notice of action below: 

DO NOT WRITE BELOW THIS LINE-- FOR DDSD USE ONLY

DDSD NOTICE OF ACTION ON PRIOR AUTHORIZATION

Date Received:      
Date Sent to Requestor:     
Reason Returned: 

 FORMCHECKBOX 
 Approved
Effective Date       

 FORMCHECKBOX 
 Denied


 FORMCHECKBOX 
 Incomplete (The following info is needed)      








DDSD Reviewer Name/Signature:      
Date of Review:      
Effective 07/01/08


