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DDSD Request for Level of Care Increase Form

	Date of Request:
	Regional Staff assigned:

	DDSD Regional Office:
	


	Individual Served:
	Case Manager:

	Medicaid ID Number:
	Case Management Agency:

	Current Level of Care:    I___  2____  3____
	CM Contact Number:

	Requested Level of Care: 1___ 2___  3____
	CM email address:

	Required Documents:(All documents must be completed for RO Review)
( Regional Office Request for LOC Increase Form (this form)                              ( Prior Approved LOC
( MAD 378 LOC Abstract w/ M.D. signature      (  Molina Cover Sheet              ( Incident Reports, as applicable
( Client Individual Assessment                             (  Health Assessment Tool       ( ABS or Assessment  
( Health and Physical Form                                  ( Other document to support this request (e.g. hospital                                                                                   

                                                                                   discharge summary)                                           

                      (  Request for LOC Increase Incomplete – Case Mgr notified via email

	Change of Level of Care is due to:

 ( Acute illness or recovery from medical procedure
 ( Decline in function due to chronic medical condition which requires increased support.
 ( Recent or long term changes in behavior, which may require temporary increase in level of support.
 

	Please state specific conditions which support increasing the Level of Care as per above:


	If related to acute illness, hospitalization, or temporary behavioral episode, IDT Plan to re-evaluate or decrease level of support upon recovery, ( Include timelines):
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	Regional Office Notes:




	Regional Office Determination:

(  Submit to Molina/Utilization Review with Regional Office Approval

OR
(  Submit to Molina-Utilization Review for 2nd Level Clinical Review or denied by Regional Office
OR
(  Returned to Case Manager for more information

     Signature of RO Staff: ______________________________ Date:____________

                                         


	Date Case Manager Notified of above determination, via e-mail:    _____/____/_____

Date RO Determination/LOC packet sent to Molina: _____/_____/____




