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DDA IBI IP Authorization Cover Sheet

Region: 


Participant’s Name: 





 Date of Birth: 



DDA: 






  Contact Name: 






Medicaid ID Number: 

  Name of Parent/Guardian: 




 Phone #: 



( Comprehensive IBI Assessment: Eligibility Information Attached

( Initial Plan: IPP Attached
( 6 Month Review: 3 Month Review Attached  ( Annual Plan: 9 Month + Annual Reviews, Evaluations, and IPP Attached
Physician: 






 

 Healthy Connections?
( Yes 
( No
Name of Certified IBI Professional who developed the Implementation Plans, supervises paraprofessionals and will deliver IBI services, including IBI Consultation: 











If more than one IBI Professional will deliver or supervise IBI services to this child, how will that be coordinated? 
































Name of participant’s school 




      Is IBI also provided by the school?     ( No    ( Yes

If IBI is delivered in the school, list by name the staff responsible for coordination between the DDA and the school. 
DDA staff name: 




 Name(s) of school personnel: 





# Objectives Last PA 

 # Obj. Met  

 # Obj. Not Met/Some Progress 
 # Obj. Not Met  

RIGHT TO APPEAL:
Applicants for or recipients of services have a right to a hearing any time a decision is made that substantially affects benefits. The applicant or recipient has a right to be represented by legal counsel or any spokesperson he chooses to designate. The client or his representative must request a hearing in writing and include the following information:

· Copy of the decision with which the applicant or client disagrees
· Applicant or client name

· Address and phone number 

· Reasons for challenging the Department's decision

· Remedy requested

Hearing requests must be turned in or mailed to the address below:

Hearings Coordinator

Department of Health and Welfare

P. O. Box 83720

450 West State, 10th Floor

Boise, ID 83720-0036

The Idaho Department of Health and Welfare will provide a hearing request form when requested by the recipient or a representative. The request for a hearing must be submitted within twenty eight (28) days from the date the notice of decision was mailed by the Department. The Hearing Officer will notify the recipient or representative of the date, time, and place of the hearing at least ten (10) days before the scheduled hearing, unless the Hearing Officer finds good cause for shorter notice. Hearing rights and procedures relating to hearings are found at IDAPA 16.05.03, Rules Governing Contested Case Proceedings and Declaratory Rulings.
  Date Received: 





  





( By signing below, I indicate that I am in agreement with the attached IBI Implementation Plan(s), including the instructions to staff or people who implement IBI Consultation if my child does not exhibit the desired behavior. I understand that IBI is limited to 36 months.





Parent/Guardian Signature: 									 Date: _____________


Participant Signature (if 18 or older and no guardian): 							 Date: _____________





     


     IBI Assessment Request 			 total hours from 		 to 		 


(  IBI Assessment Authorized 			 total hours from 		 to 		  PA# _____________


(  IBI Assessment Denied





    Professional IBI DDA Request 		 hours/week from 		 to 		 


( Professional IBI Authorized 			 hours/week from 		 to 		  PA# _____________


( Professional IBI Denied





    Paraprofessional IBI DDA Request 		 hours/week from 		 to 		 


( Paraprofessional IBI Authorized 		 hours/week from 		 to 		  PA# _____________


( Paraprofessional IBI Denied





    IBI Consultation DDA Request: 		 hours/week from 		 to 		 


( IBI Consultation Authorized 			 hours/week from 		 to 		  PA# _____________


( IBI Consultation Denied





Six month or annual documentation is due to the IDHW DD Program no later than:  _____________________________


DHW Signature: 										 Date: _____________


If denied, reason for denial and rule citation: 								_____	_____


														


Notification of the right to appeal this decision is on the reverse side of this form.















