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Fax Attn:  
  DDID Exceptional Supports Request Review
 DDID Fax #:
  (502) 564-2284
     Fax Date:
   Request Type:
   Request Reason:    
DDID staff person that requested additional documentation?    
 ES ID# (per e-mail):
The ES ID is the Identification number that was included in the email that specified that we needed additional documentation
Total number of pages DDID should receive as a result of multiple faxes:                    
 -Total count includes multiple cover letters    
                 Number of pages within THIS specific fax (including cover letter):                                        
Participant Information
Name:  Last:  
First:  
Middle Init.
Medicaid ID#:      
   Social:
Address Street:
City:  
State:
ZIP:
        Phone:
Is there a current HRST?      
 Check box if Participant has a Guardian        
Name:  Last:  
First:  
Middle Init.
Does the Guardian live in the same home as the Participant?  
Legal Status:    
Address Street:
City:  
State:
ZIP:
        Phone:
Agency Name:  
           Provider #:
Case Manager         Last Name:
         First Name:
Email:
       Phone:
                                                Fax:  
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