Developmental Disabilities Supports Division

Outlier Funding Request

Habilitation Staff Time Report Form B

Instructions: The service provider agency must complete this form and submit it to the case manager for inclusion in the information packet to request Outlier Funding. The Present Column refers to the condition that exists today to meet the needs of the individuals served in the setting. 


	Level of Care or Outlier Status
	Present: 

(Level I, II, III, or Outlier)

Date: __________________



	Name of each Group Member: 
	

	#1
	

	#2
	

	#3
	

	#4
	

	#5
	

	#6
	

	#7
	

	#8
	

	#9
	

	#10
	

	#11
	

	#12
	

	#13
	

	#14
	

	#15
	

	#16
	

	#17
	

	#18
	

	Proposed Monthly Direct Care Staffing Hours for this Work Group


	


Number of Hours (above) which are nursing: 

_____ RN
_____LPN               = _______

Completed By: _________________________________ 
Title: ________________________

Date: _________________________________________

NOTE: Staffing must be based on face to face contact with consumer. Also based on a 6 hour day.
Name of Individual: ____________________________	SS#: ________________________





Case Management Agency: ______________________________________________________





Case Manager Name: 	__________________________________________________________





Agency Requesting


Residential Outlier Funding: _______________________________________________________














