



Office of Developmental Programs

Unanticipated Emergency Funding Request and Approval Form
The _________________ County/AE has determined that the situation regarding _________________ meets one of the criteria listed below for an Unanticipated Emergency:  

1. An individual is at immediate risk to his/her health and welfare due to illness or death of a caretaker;

2. An individual living independently experiences a sudden loss of their home (for example, due to fire or natural disaster); or

3. An individual loses the care of a relative or caregiver, without advance warning or planning.
In addition, the _________________ County/AE has determined that the individual is eligible or likely to be eligible for MR Services under Bulletin 00-08-04 “Individual Eligibility for Medicaid Waiver Services.”
_________________________​​​​_​​​​____               _________________________                                    

Individual’s Name                                              

 MCI #

Procedure Code          Service Location Code        Unit         Provider Name (MPI)
______________
_________________          _____       _______________________   

______________
_________________          _____       _______________________   

______________
_________________          _____       _______________________   

________________________ 

_________________________________

Date of Request



The Administrative Entity Signature
ODP REGIONAL OFFICE DECISION:
 FORMCHECKBOX 
  APPROVED
 FORMCHECKBOX 
  DISAPPROVED
________________

Authorization period

The services below have been approved for Unanticipated Emergency Funds for up to 15 days.  Immediately upon receipt, the Supports Coordination Organization must complete or revise the Individual Support Plan to include these services. The Administrative Entity needs to instruct the provider(s) to utilize the ET Modifier for each procedure code identified below to ensure that the authorization is processed.
Procedure Code          Service Location Code        Units         Provider Name (MPI)
______________
_________________          _____       _______________________   

______________
_________________          _____       _______________________   

______________
_________________          _____       _______________________   


(Name)






   (Title)

