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PLAN OF CARE/ PRIOR AUTHORIZATION
James.Kimble
9.0.0.2.20120627.2.874785
SCL Level of Care Recertification Form
(Attach current SIS "My Support Profile" and current Life Story)
 Form Completion Date:
Level of Care Dates:
Start:
End:
Participant Information
Name:  Last:
              First:  
Middle Init.
Medicaid ID:
          Social:
            Medicare ID:
 DOB:
Address Street:
City:  
State:
ZIP:
County:
       Phone:
Primary Disability Diagnosis and Code (ICD Code):              
Additional DX Code:
Additional DX Code:
Additional DX Code:
Age of Onset:    
IQ Score:
or
Unspecified Intellectual  Disability:
Name:  Last:
              First:  
Middle Init.
Relationship:
Does the Guardian live in the same home as the Participant?
Legal Status:  
Address Street:
City:  
State:
ZIP:
County:
       Phone:
Agency Name:  
           Provider #:
Case Manager                Last Name:
         First Name:
Email:
       Phone:
              Fax:
Case Manager Supervisor       Last:
         First Name:
Email:
       Phone:
              Fax:
I, the case manager, have reviewed the current SIS with the Person Centered Team and agree that the current SIS assessment is an accurate reflection of the participant's needs.
 
Case Manager Additional Comments if applicable:        
Signature
Case Manager:
Date:
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