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Service Stability Funding Request
COVID-19

	Provider Name:
	
	Date:
	

	Provider Contact Person:  
	
	Provider Contact Number and Email:
	



	Please Provide Justification for the funding request and differentiate between Medicaid or State Services:  
	

	Services impacted and further justification:  (how many were served prior to COVID-19, how many can you serve now?  what is your lost revenue that you cannot bill for?
	

	Delivery mechanism for each service related to COVID 19
	

	Cost associated/reimbursement recommended:  (what is the level of support needed to assist with costs associated or sustain services with least member impact)
	

	If the request involves a recurring cost, please explain and provide the duration and monthly dollars requested:  (i.e., for example, please provide a start date and end date – 3/10/2020 until 6/30/2020, X monthly dollars 
	

	Non-Covered Costs – such as tablets, technology, staff, etc. – i.e, is a one-time cost?  
	



	Submitted by: 
	



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


1-888-235-HOPE (4673) • www.PartnersBHM.org
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Improving Lives. Strengthening Communities.




