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1.  All fields must be typed; no handwritten requests will be accepted. 2.  Supporting documentation, not found in Therap, must be submitted with the Request.  If the information is located in Therap, identify the specific location/module.
Team Members Involved in Request
Name
Agency
Function
 (example: Parent, P.T., Coordinator
In Favor of Reassessment
Has the individual had repeated incidents relating to the individuals health and safety,including life threatening incidents?
Has the individual had a new diagnosis of mid-stage organic brain syndromes?
Has the individual had a new diagnosis of serious mental health condition?
Has the individual had a development of new co-morbid conditions?
Has the individual had a significant change in medical health, new condition, or diagnosis?
Other?
Staffing/Support
Is shared staffing available and appropriate?
Does this setting have awake night staffing?
Does this setting have sleep night staffing?
Does the individual have a need for awake night staffing?
If the supporting information can be found in the web-based case management system, the provider must indicate the location of the information and if supporting documentation cannot be found in the web-based case management system, include it with the request.  Supporting documentation, including a summary of the supporting documentation, should be included from the timeframe when the life changing event situation began.  
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.
Submit completed request to:  dhsddreq@nd.gov
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