
[bookmark: _GoBack]





Participant Name:	                                              MID#: 0000000	                         Plan Start Date: 00/00/00     Plan End Date: 00/00/00
	Bureau of Developmental Disability Services
Change in Condition (CIC) Request
Per IDAPA 16.03.10.514.01.b Individualized budgets will be re-evaluated annually.  At the request of the participant, the Department will also re-evaluate the set budget amount when there are documented changes in the participant's condition resulting in a need for services that meet medical necessity criteria, and this is not reflected on the current inventory of individual needs.

	To request a CIC, please complete this form and fax or e-mail it and the supporting documentation to:
Information Coordinator
Bureau of Developmental Disability Services
FAX: (208) 332-7297     E-MAIL: BDDACM@dhw.idaho.gov 

	Plan Developer/ Support Broker Name: 
	Plan Developer/ Support Broker Phone#:

	Plan Developer/ Support Broker Email: 
	Plan Developer Agency: 

	Current Plan Type:
	Traditional DD Waiver  |_|    Self Direction Waiver  |_|    DD State Plan  |_|    A&D/ DD State Plan  |_|

	The participant’s: 
(check all that apply)
	living situation is changing.  |_|   
	functional, medical or behavioral needs have changed.  |_|   
	change is not reflected on the participant’s current Inventory of Needs.  |_|   

	Medical Necessity (Medically Necessary).  A service is medically necessary if: a. It is reasonably calculated to prevent, diagnose, or treat conditions in the participant that endanger life, cause pain, or cause functionally significant deformity or malfunction; and b. There is no other equally effective course of treatment available or suitable for the participant requesting the service which is more conservative or substantially less costly. c. Medical services must be of a quality that meets professionally recognized standards of health care and must be substantiated by records including evidence of such medical necessity and quality. Those records must be made available to the Department upon request.  (IDAPA 16.03.10.012.14)

	In the table below list the medically necessary services or supports the participant is requesting through this CIC that exceed the participant’s current budget.

	SERVICE/SUPPORT DESCRIPTION
	TYPE
	FREQUENCY

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	(Please check yes or no)

	
	Yes
	No

	Is your requested service reasonably calculated to prevent, diagnose, or treat conditions in the participant that endanger life, cause pain, or cause functionally significant deformity or malfunction.
	|_|
	|_|

	Explain:

	Could any existing provider(s) provide the needed support(s) or service(s) or are any unpaid resources available to deliver the support(s) or service(s)?
	|_|
	|_|

	If no, please explain:

	Are the services being requested substantiated by records, including evidence of medical necessity and quality?
	|_|
	|_|

	Describe the documentation attached to this as evidence:

	Records must be made available to the Department upon request.

	My signature indicates that I provided information and support to the participant to maximize their ability to make informed choices when deciding on the services and supports they receive and from whom.  The services and supports being requested through this CIC will meet the participant’s needs and they represent their choice.  

	Plan Developer/Support Broker Signature:
	Date:

	My signature indicates that I directed the development of this CIC request. I made an informed, supported choice regarding my services and supports and who provides them. The requested services and supports will meet my needs and they represent my choice.  

	Participant’s Signature:
	Date:

	Guardian’s Signature (if applicable):
	Date:
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