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1.  All fields must be typed; no handwritten requests will be accepted.  
2.  Requests must be submitted by the Developmental Disabilities (DD) Provider Agency.
Indicate if submitting for:
Does the client have any conditions relating to:
Uncontrolled Seizure Disorder Respiratory (trach care, vent care, chest PT) Gastrointestinal (IV fluids) Genitourinary Infection (active resistant infection, IV antibiotics) Multiple System Involvement (indicate which above categories)
Describe the condition as well as the additional program support needs.  Include in each section:  frequency, intensity, and duration of these support needs.  Include a description of all additional program support needs including nursing/RT time, non-covered supplies, etc.)
COMPLETE THIS SECTION FOR ALL MEDICAL OR BEHAVIORAL
Length of Request
Is supporting documentation of above conditions attached?     
Is documentation listed in Therap?
NOTE:  Approvals will be no longer than one year and will follow the client's Person Centered Service Plan dates.
By typing my name below, I am signing this application form electronically.  I agree that my electronic signature is the legal equivalent of my handwritten signature.  I attest, subject to the penalties of perjury that I am the individual completing this application and that I have provided accurate information.
ICF/IID MEDICALLY INVOLVED/INTENSIVE RATE REQUEST CHECKLIST
Instructions: This checklist must be filled out and included with each ICF/IID Medically Involved/Intensive Rate Request to track if it is complete.  The checklist must also be completed by the Provider, DDPA, and DD.  For incomplete requests, the provider will have 15 business days from the date of the notification to submit the required information to the DD Program Administrator (DDPA).
ICF/IID Medically Involved/Intensive Rate Request
The request must be completely filled out in each applicable section.  Look through the request to ensure all areas are completed.  The request is considered incomplete if missing information, for example: identified conditions, description of additional supports, CEO Signature.
Supporting Documentation
Supporting information for the requested qualifiers must be submitted with the request. The items listed below are examples of documentation that may be included. Documentation that is not applicable to the request does not need to be included. If the information is located in Therap, include the specific location/module. If the supporting information is identified and not attached or able to be found in Therap, the request is incomplete. 
Provider Verified
Supporting Information
NA
Therap
Attached
If in Therap, List Location
DDRPA Verified
DD Division Verified
Nursing Intervention Time
Program Support Cost
Data Tracking
Seizure Logs
Medical Assessments
Nursing Care Plans
GERs
RMAP
Person Centered Service Plans
Medication Lists
QDDP Monitoring
Staff Schedules/ Documentation
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