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         CHILDREN’S REVIEW PROGRAM


PRIVATE CHILD CARE

NOTICE OF LEVEL OF CARE PAYMENT AUTHORIZATION
  FORMCHECKBOX 
 On-Site 


 FORMCHECKBOX 
  3-Month UR


 FORMCHECKBOX 
 6-Month UR

The information contained in this fax is privileged and confidential information.  It is intended for the agency/employee as listed.  If you have received this communication in error, please notify us immediately by telephone and return the original fax to the above listed address via the US Postal Service.
PCC:

	REPRESENTATIVE
	AGENCY/FACILITY NAME
	FAX NUMBER

	
	
	


DCBS:


	  REPRESENTATIVE
	COUNTY/UNIT
	FAX NUMBER

	
	
	


Child Reviewed:


	  CHILD’S NAME
	SOCIAL SECURITY NUMBER

	
	



REQUEST FOR REDETERMINATION   (CRP response on form CRP-004)
SSW or PCC Representative: Print Below & Attach Supporting Documentation.
___________________________________

_________________________________
__________________________________

Name of Agency/Facility



Person Requesting Redetermination
               Address (P.O., St., City, State, Zip)

___________________________________
_______________
___________________
________________
__________________

Signature of Requester


Date Submitted
Office Telephone

Fax Number

e-mail

Distribution: PCC,  SSW
A new level of ________ has been assigned, as a result of the utilization review, which was due on ________ and complete 





materials received on __________.  This LOC represents a payment, which is:   □ No Change    □  An Increase    □  A Decrease. 	


Effective date alternatives with on-time submission of materials:





If LOC increase: __________





If LOC decrease and child remains in same placement: __________





If LOC decrease and child is placed with another child-caring facility or child-placing agency: __________





Date Per Diem Stops __________





The next progress report (CRP-001 or CRP-003) is due _____________.  The next CBCL or SIB-R/Reiss is due __________.





If the PCC fails to submit the CRP-001 or CRP-003 by the due date, payment shall be terminated.  The PCC may file a request for a fair hearing using the DSS-154, Request for Fair Hearing, within thirty (30) days of termination of payment.





______________________________________________________      ________________________________________________


If LOC is increase or decrease, DCBS signature required   Date             CRP signature                                                 Date

















					


________________________________________________			____________________


Clinical Reviewer							Date Reviewed











