LEMAPTAMEHT 3[JPABOOXPAHEHWSA WUTATA HbHO-MOPK 3anpoc Ha CMeHy nocTaBLyMKa ycnyr
(NEW YORK STATE DEPARTMENT OF HEALTH) AnbtepHatmBHaga nporpamma Medicaid
OTAGN AOMITOCPOHOMO YXOAa Mo 0BCNYXMBAHWIO HA AOMY MMM MO MECTY XUTeNbCTBa
Mopaepkka N, NOKMAAKLMX YHPEXKOEHNS C CECTPUHCKMM YXOOO0M UMK HE XKenatLmx

B HUX HaxoanTbes (NHTD), n nauMeHToB ¢ YepenHo-Mo3roBbiMu TpaBMmamu (TBI)

Bbibepute oanH BapuaHT: |:| NHTD |:| TBI

A, (MMa n damunus yqacTHuka) (CIN)
MpoLLy BHECTU CreaytoLime N3MEeHeHWs! B OTHOLLEHWUW YYPEXAEHUs MO NPeoCTaBneHnio YCryr U/nnm coTpyaHuka
yupexaeHus, KOTopbli B HACTosILLEE BPEMSI NPeAoCTaBNseT MHe YCryru.

MHe 6b1n10 coo6LLEHO, YTO s Meto NMPaBO NPOAOIHKATb MOSb30BaTLCSA YCIYraMu TEKYLLENO YYPEXAEHUS MO
npeaocTasneHnto YCryr Unu BbibpaTb HOBOE M3 CNCKa AOCTYMHbIX YUPEXOEHWIA.

Ycnyra ansrepHaTUBHOMN Ha3BaHue TeKyllero yupexaeHus HassaHue 3anpawmBaemoro yupexpaeHus
nporpamMmmbli no npepocTaBrieHnko ycnyr unum nms no npegocTaBfeHUIo ycnyr Unnm ums
CcOTpyAHMKa NocTaBLYMKa ycnyr u tenecgoH cOTpyAHMKa NocTaBLyMKa ycnyr u TenecgoH
Moanuce yyactHuka Lata
Mognuce 3aKOHHOrO onekyHa (ecnv NPUMEHMUMO) Oarta
Moannck ynonHoMoYeHHOro npeactasutens (eCnn NPMMEHNMO) Hata

NMPUMEYAHUE. KoopauHaTop ycnyr 065i3aH yBeAOMUTb TEKYLLIero NocTaBLiMKa U 3anpallMBaemMoro nocraBLiMKa O JAaHHOM 3anpoce.

Moanuch TekyLero koopauHaTopa ycnyr [ara

HasBaHuve yypexaeHus

BcTpeya no Bonpocy cMeHbl yupexaeHus Oyaet nposegeHa (Mm/ga/rrrr): B AM/PM

3anonHsaeTca 3anpawuvBaemMbiM NOCTAaBLUUKOM yCIyr:

|:| will provide service(s) to the above named participant

Provider/Provider Agency |:| will not provide service(s) to the above named participant

Reason:

Provider Contact Signature/Title Date

3anonHseTca pernoHasnibHbIM cneuyuarMCcTom nNo pasBUTUKO peCypCcoB:

This request for change in waiver Provider and/or waiver Provider Agency has been reviewed and:

D Approved, services to begin effective:

|:| Denied (explanation)

Regional Resource Development Specialist Signature Date

Konun:  YyacTHuk
3aKOoHHbIV OMeKyH (ecnv NPUMEHMMO)
TeKyLUMI NOCTaBLUMK YCIYT MO ansTepHaTMBHOW NporpaMmme
HoBbIl NOCTaBLUMK yCyr MO ansTepHaTUBHOW NporpaMme
Bce TekyLmne yupexxaeHns no npeaocTaBneHunto yenyr
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