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REQUEST FOR INDIVIDUAL PLANNING FUNDS for Med Management/Outpatient

REQUEST DATE__ ________________
Recipients Information

	Child’s Name:        
Date of Birth:       
Social Security #      
MaineCare #        
	Phone #      
Address:                                                          ME  ZipCode:      
Gender   FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female



	Parent/Guardian Name:      


          Individual Requesting Funds                                          Vendor Information
	Name of Agency:      
Address:      
City:      
Maine,  ZipCode:      
Case Manager’s Name:      
Case Manager’s Phone #       Ext:      
	Name of Vendor:      
Address:      
City:      
State:            ZipCode:      
Vendors Phone #:      
Vendors Federal Tax id #:      


Funding
	Date of Service: from         to                 Total Amount Requested:                               
 FORMCHECKBOX 
 Forward to Agency requesting funding                           

 FORMCHECKBOX 
 Medication Management                                     

 FORMCHECKBOX 
 Outpatient Therapy            # of payments by parents
Total Amount Requested:                           (MaineCare rate       less any family contribution/sliding fee of       multiply by       hours +      )




FOR DHHS USE ONLY

	      FORMCHECKBOX 
 ID (Intellectual Disabilities)      FORMCHECKBOX 
 MH       FORMCHECKBOX 
 EI/DD      FORMCHECKBOX 
 Autism      FORMCHECKBOX 
 DOC

	Total Amount Authorized:      
Request Approved  FORMCHECKBOX 

Date Approved:      
	 FORMCHECKBOX 
 Request Denied

Date Denied:      
Reason for Denial:      

	CBHS Signature:




JUSTIFICATION FOR FUNDING REQUEST
 FORMCHECKBOX 
 A copy of the child’s individual plan (ISP,IFSP,Service Agreement, Supportive Document, etc.) must accompany this request.
	Child’s Name:      

	Diagnosis:      



If this request is for services beyond 18 visits, the clinician must describe especially why the ongoing treatment is medically necessary.
	                                                                                                                                                                           




 FORMCHECKBOX 
 Client does not have MaineCare or private insurance that would pay for this service.
Individual Planning Funds are not an entitlement and are subject to availability of funding.

Individual Planning Funds are designed to provide flexible short term; time limited support to fill gaps in services that cannot be addressed through any other funding source.

The funds may be on a one time purchase or may help the child/youth transition to a more stable service of funding source.

These services are part of the child’s service or treatment plan due to evidence of demonstrated need.

Parent/Guardian Signature__________________________________________________________

Form completed by:

Name:                                
Title:                        
Date:      
Signature:                                                      

Supervisors name:                                      Supervisors Signature:                                                        

Date:      
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7/2011
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