8/09


Idaho Department of Health and Welfare
 ISP SUPPORTS AND SERVICES AUTHORIZATION
Participant Name:  
     




Medicaid ID#:  

	Initial Plan        FORMCHECKBOX 
  Annual        FORMCHECKBOX 
  
	DD Waiver Participant?                  Yes  FORMCHECKBOX 
                   No  FORMCHECKBOX 
            

	Plan Developer/Phone Number: 
	Plan Developer Agency/Address: 


DD Waiver Participant Initials:                           I have been informed of and understand my choice of waiver services.  I choose to receive waiver services rather than to accept placement in an ICF/MR. I understand that I may, at any time, choose facility admission.

	Service Provider
	Service Type
	Proposed Start Date and End Date 
	Service Code

	Units & Frequency of Service

(#/day/week/month)
	Unit Cost

($/hr/day)
	Annual Cost
	IPA  #

This column for Department use only

	WAIVER  



	STATE PLAN



	                                                                                                                                                                                                                            Authorized Budget Amount:         $

                                                                                                                                                                                                                                        Medicaid Annual Total:        $                                                           


Authorization is requested for the services listed above by the following people:















___


__________________
PARTICIPANT SIGNATURE




GUARDIAN SIGNATURE (if applicable)



PLAN DEVELOPER SIGNATURE

______________________________________________________
______________________________________________________ 
_____________________________________________

DATE






DATE






DATE

**By signing this page, I am acknowledging as the Plan Developer that any modifications to the Individual Support Plan (ISP) that was initially developed by the person-centered planning team will only be made with the agreement of the participant/guardian and/or any applicable providers.                      

Region ______ Field Office _____


ISP Start Date ________________


ISP End Date _________________


DHW or DHW designee signature


____________________________








