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Traumatic Brain Injury (TBI) Funding Application
Date of Application:  Click or tap here to enter text.							
Name of Provider:  Click or tap here to enter text.
Name of Individual Completing the Form:  Click or tap here to enter text.
Telephone:  Click or tap here to enter text.
Email:  Click or tap here to enter text.
Mailing Address:  Click or tap here to enter text.

Instructions:  
Please complete fully and submit to the IDD UM Department via email:  iddspecializedfunding@partnersbhm.org 
Individual to receive service or support:  
	Last Name, First Name
	

	Date of Birth
	

	Insurance Types
	Choose an item.	

	Age when TBI Sustained
	

	Cause of TBI
	Choose an item.
	Is the Individual on the Registry of Unmet Needs for Innovations Waiver?
	Choose an item.
	Current Living Situation
	Choose an item.
	County of Physical Residence
	

	County of Medicaid (if applicable)
	Choose an item.
	Employment Status
	Choose an item.
	Current Services/Supports
(include Type and Frequency)
	



Type of Service/Support Requested (include amount requested for each):
	
	Service/Support Requested
	Amount Requested

	
	Case Management
	

	
	Residential
	

	
	Neurobehavioral Evaluation/Treatment
	

	
	Transportation
	

	
	Home Vehicle/Modification
	

	
	Medication
	

	
	Assistive Technology Equipment
	

	
	Time Limited Direct Service Delivery
	

	
	Other (Describe):
	






Clinical Presentation of the Individual:
	Diagnosis
	

	Medications
	

	Medical Issues
	

	Behavioral Issues
	

	Amount of Supervision/Intervention Needed Per Day
	

	Other Pertinent Clinical Information
	



Functioning Impairment:
	TBI has resulted in functional limitations in the following areas of major life activity:

	
	Self-Care as evidenced by
	

	
	Receptive and Expressive Language as evidenced by
	

	
	Capacity for Independent Living as evidenced by
	

	
	Learning as evidenced by
	

	
	Mobility as evidenced by
	

	
	Self-Direction as evidenced by
	

	
	Economic Self Sufficiency as evidenced by
	



Funding Request:
	Start Date
	[bookmark: _GoBack]

	End Date (cannot exceed end of fiscal year)
	

	Total Amount
	



	MCO USE ONLY
	

	Decision:  Approved ☐   Denied ☐
	Approval Start Date:
	

	
	Approval End Date:
	

	Comments/Recommendations:




Signatures:
	
	Signature
	Date

	UM Staff Signature
	
	

	Finance Staff Signature
	
	

	Contracts Staff Signature
	
	

	IDD Clinical Signature
	
	

	UM Manager Signature
	
	



Workflow and Routing:
1. UM: Process the request and make recommendation to Clinical Administration
2. UM will make approval or denial decision and document on this form.
3. If denied, UM will send a letter to member/family informing of decision.
4. If approved, UM will forward form to Finance Department.
5. Finance will sign form, complete process, and forward to Contracts Department.
6. Contracts will sign form, complete process, and forward to IDD Clinical
7. IDD Associate Clinical Director or designee will sign and forward to UM
8. UM Manager will sign and have completed form uploaded to Alpha.

	Corporate Office 
901 South New Hope Rd. 
Gastonia, NC 28054
	Elkin Region Office
200 Elkin Business Park Dr.
Elkin, NC 28621
	Hickory Region Office
1985 Tate Blvd. SE, Suite 529
Hickory, NC 28602
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