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Change of Status Form  
65 HCT

HOME AND COMMUNITY TREATMENT

	Contact Information:

Name (of person completing form):                                        Agency:      
Office Location/Address:                                                  Phone:                         Ext:      


	Child’s Name:                                DOB:                 MaineCare:                  SSN:      

	Change in Child’s Demographics: 
 FORMCHECKBOX 
 Legal name,  FORMCHECKBOX 
 SSN,   FORMCHECKBOX 
 MaineCare,  FORMCHECKBOX 
 DOB:          
 FORMCHECKBOX 
 Child’s Physical Address:                                         Town:                                          ME  Zip:                  



	Change in Disability Category:      FORMCHECKBOX 
MR/Autism     FORMCHECKBOX 
 MH   FORMCHECKBOX 
  EI/DD


	Legal Guardian(s) Name & mailing address:           

     
     
     
Phone#:                                 Cell      
	Guardian(s) Custody 
Married         FORMCHECKBOX 
yes
Sole               FORMCHECKBOX 
 yes 

Shared           FORMCHECKBOX 
yes fill in name/address below

DHHS           FORMCHECKBOX 
yes 

Own              FORMCHECKBOX 
yes

	Shared Custody Name & mailing address:           

     
     
     
Phone#:                                 Cell      

	Waiting for service           Date of Change:             

 FORMCHECKBOX 
 Home and Community Based Treatment 
 FORMCHECKBOX 
 MST     FORMCHECKBOX 
 MST-PSB     FORMCHECKBOX 
 FFT     FORMCHECKBOX 
 Imminent Risk


	 FORMCHECKBOX 
  Refusing offered provider, 
Preferred Provider name:      
 FORMCHECKBOX 
  Return to waitlist
 FORMCHECKBOX 
  Closed CE Referral                         Reason:       

 FORMCHECKBOX 
  End assessment period return to CE    Reason:      


	Assessment Extension  

Start Date:              End Date:      
Procedure Code:          Clinician Units:      
Procedure Code:          BHP Units:      

	Additional Units          

Start Date:              End Date:      
Procedure Code:          Clinician Units:      
Procedure Code:          BHP Units:      

	In Service      

 FORMCHECKBOX 
 65 HCT

 FORMCHECKBOX 
 MST     FORMCHECKBOX 
 MST-PSB     FORMCHECKBOX 
 FFT     FORMCHECKBOX 
 Imminent Risk

Continued Stay Review (CSR)  FORMCHECKBOX 
 (1)   FORMCHECKBOX 
 (2)  FORMCHECKBOX 
 (3) Treatment beyond 180 days


	Procedure Code:          Clinician Units:      
Procedure Code:          BHP Units:      
Start Date        End Date      
 FORMCHECKBOX 
 Discharge from service Date:                               Reason:       
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