RMS 624


AGENCY CHOICE FORM
Aged and Disabled (A&D)/Personal Care Services (PCS)

              Participant Name ________________________________________      Date: _________________________                           
          Directions:

1. Make your selection from enclosed list



 
2. Write agency name for each service checked




3. Sign and date bottom of this form





4. Give form to Medicaid Nurse Reviewer (or)  fax (or) Mail 
      in attached stamped envelope
5. Call the local Medicaid Nurse Reviewer if you have any questions.  

                        Please respond no later than:_____________________
Based upon a medical assessment it appears you may qualify for services checked below:
	 ADULT PROGRAMS
	CHILD PROGRAMS

	 FORMCHECKBOX 
  A&D Attendant Care/PCS Personal Care Services________________________
 FORMCHECKBOX 
  Home Delivered Meals_____________________________________________

 FORMCHECKBOX 
  Personal Emergency Response System_________________________________

 FORMCHECKBOX 
  Other __________________________________________________________


	 FORMCHECKBOX 
  PCS Personal Care Services Agency:
       __________________________________

 FORMCHECKBOX 
  PDN Private Duty Nursing Agency:
       __________________________________
 FORMCHECKBOX 
  Children’s Homes:
       __________________________________
    


Until we receive this signed and dated form, we cannot proceed in authorizing your in-home services.
My signature below confirms I have reviewed the provider list and have chosen the agency(s) written above.
Participant or Representative Signature ___________________________________________Date________________________

Bureau of Long Term Care








The Department will process your provider change requests received by the 25th of the month to become effective the first day of the following month. Requests received after the 25th will not be effective until the first day of the second month. Case by case exceptions for approvals during the month will be considered by the Department for instances of fraud or abuse by the caregiver. If the provider terminates your services, your new provider request will be processed by the Department throughout the month. 


