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			          DHHS Office of Aging and Disability
   Vendor Call Form

Please address all questions and responses to the case manager identified below.

[bookmark: Text1][bookmark: Text2]Case Manager Name:     			    Email:     

[bookmark: Text8]Case Management Agency/DHHS OADS District Office:     

Member Information

[bookmark: Text3][bookmark: Text4][bookmark: Check1][bookmark: Check2]EIS ID:      		Age:      			Male |_|    Female |_|

[bookmark: Check3][bookmark: Check4]MaineCare Status:    Active	|_|	Inactive |_|			

[bookmark: Check5][bookmark: Check6][bookmark: Check7][bookmark: Text5]Funding Source:	Section 29 |_|		Section 21 |_|		Other |_| specify:      


Service Request

[bookmark: Check8]|_| Home Support
[bookmark: Check9]     HS Model needed:	|_| Shift-staffed program (T2016PD)	
[bookmark: Check10]|_| Shared Living (S5140)		
[bookmark: Check11]|_| Intermittent Staffing (T2017)
[bookmark: Check12]|_| Family-Centered Support

[bookmark: Check13]|_| Community Support
[bookmark: Check14]     CS  Model needed:	 |_|Community-based
[bookmark: Check15] |_|Center-based

[bookmark: Check16]|_| Work Support	
[bookmark: Check17]|_| Employment Specialist		
[bookmark: Check18]|_| Career Planning
[bookmark: Check19]|_| Assistive Technology—Assessment
[bookmark: Check20]|_| PNMI	
[bookmark: Check21]|_| ICF/IID

[bookmark: Text6]Geographic preference:     


[bookmark: Text7]Accessibility/accommodations, (if needed):      												

General Service needs:
[bookmark: Check22]|_| Medical
[bookmark: Check23]|_| Behavioral
[bookmark: Check24]|_| Personal

Details available upon reply to Vendor Call.
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