Enhanced Supports Services Request Templates                                                                                                                                                                                Additional Staffing and Exceeding Units
DBHDD Region:    
                                                                                                Participant’s Name:      












CID#:      
        
Submission Date to Region:                                                                                DOB:      
 

Type of Request:
	 FORMCHECKBOX 
 Initial: New Enhanced Support Service (Enhanced Supports Service not previously Approved or within a Year)


	 FORMCHECKBOX 
 Renewal: Renewal of Previously Approved Enhanced Support Service

	 FORMCHECKBOX 
 Renewal to Align with DOB: Renewal is to Align with DOB/ISP   (Previous Approval is Off DOB/ISP Rotation)


	 FORMCHECKBOX 
  Revision: Current Approved Enhanced Support Service needs a Revision
	 FORMCHECKBOX 
  Renewal with Lapse: Renewal not submitted before Previous Approval Expired.



Requested Start Date of Enhanced Supports Services:          Requested End Date of Enhanced Supports Services      
Name of Agency:             Person Submitting Request/Title:         

Contact Information of Person Submitting Request:         Office         Cell    Email Address:      
To prevent gaps in approval, please be sure to submit a completed request form including all required documentation after updating HRST 120-90 days before requested start date for renewals and 30-45 days before requested start date of revision or initial request.  Note that incomplete requests will not be processed and will be returned.  Please review Appendix I in Part II Policies and Procedures for Comprehensive Supports Waiver Program (COMP) and New Options Waiver Program (NOW) General Manual and the Tier Rate & Additional Staffing Training located in the provider toolkit https://dbhdd.georgia.gov/provider-toolkit-0 prior to submitting this request for a Clinical Assessment 
Note that submission of this document is a request and not an approval.  To ensure payment, prior approval must be granted prior to delivery of any enhanced service. For timely processing of renewal requests, please submit 120-90 days prior to the previous approval expiration.
Traditional Provider Service Requesting Enhanced Supports: (check all that apply)  

	 FORMCHECKBOX 
  Community Living Supports 
	
	 FORMCHECKBOX 
  Community Residential Alternative
	
	 FORMCHECKBOX 
  Community Access Group
	

	 FORMCHECKBOX 
  Specialized Medical Equipment
	
	 FORMCHECKBOX 
  Specialized Medical Supplies  
	
	
	


Enter Current/Previous Authorization of Additional Staffing Hours if applicable: 
      Approved AS Hours Authorized Start Date        End Date       
*Note: If you are submitting for more than one service (example: CRA, CLS, and CAG would be different ADL Templates due to different settings), please include the ADL Template for each service of AS Medical is being requested.
	CHECKLIST:  PERTINENT RECORD DOCUMENTATION 



	    
	Current service plan 

                            
	    
	Recent progress notes (case management, residential) 

	    
	BSP, Behavior data analysis monthly summary reports and graphing, etc. 

                                             
	    
	Relevant legal documentation                    

	    
	Safety/Crisis Plan 

                                               
	    
	Recent incident reports                             

	  
	Healthcare Plans, Risk Mitigation documents 

               
	
	Additional information: school records, IEPs, personal statement from past caregivers, proof of home modifications, doctor's notes, hospitalizations etc. 


	Completion of Enhanced Supports Request Templates 



	Justification 


	Providers in Community Group Settings 


	For SMS and SME

	1) Additional hours or additional staff 


	1) List of all participants served in the setting,
	1) Medical diagnosis or condition


	2) Utilization of all hours within assigned tier level categories and attach home staff schedule utilizing all assigned category hours for all in home.
	2) the participants’ assessment levels and

	2.) Physician Orders
3.) Previous Utilization Documentation

	3) State how you plan to use the additional hours requested and attach the modification to the schedule to include additional staffing.        
	3.) direct support hours provided to each participant.  

	4.) Itemized Budget Template 


	Activities of Daily Living (ADLs)
 Activities of daily living (ADLs) are basic tasks that must be accomplished every day for an individual to thrive. 

All requests for Additional Staffing- Medical must include the attachment, Provider ADL Template. 

The form is in the Provider Toolkit.  https://dbhdd.georgia.gov/provider-toolkit-0#toolsddproviders 


	Examples of information to include in request for behavior supports 



	The submitted documentation/data must be comprehensive and accurately reflect multiple types of data to support the request that may include but not limited to the following in summary and graphic format (do not submit raw data/tracking sheets).

	· Monthly Frequency (the number of days during the month during which behavior occurs);

· Daily Episodic Rate (the number of times behavior occurs within a day);

· Duration (length of time behavior occurs before ceasing or de-escalating to a manageable level);

· Time of Day (times of day behavior occurs to the nearest hour);

· Setting (location or environment in which behavior occurs, e.g. in/around home, at doctors office, etc.);

· Severity (extent of injury or damage resulting when behavior occurs);

· Intensity (extent of intervention needed for behavior to cease or de-escalate to a manageable level, e.g., verbal/gestural prompt, remove from area, physical blocking, brief manual restraint, multiple staff, crisis intervention, mobile crisis team, law enforcement, hospitalization, arrest); and  

· Level of staff support (ratio of staff [e.g., 1:2, 1:1] and type of supervision [e.g., line of sight, within arm’s reach] support provided throughout the day during the time period under review) 




Basis of Funding Request for Enhanced Support Services (CLS)
Please complete selections below by checking boxes and/or filling in designated spaces                                              

Extraordinary Staffing Requirements: Enhanced paraprofessional, direct care staffing ratios either shared, or one-on-one service delivery related to the direct care of the participant. Check all that apply.  FORMCHECKBOX 
 Medical      FORMCHECKBOX 
 Behavioral   FORMCHECKBOX 
 Communication Facilitator (Deaf Services)
Additional Staffing Template for Community Living Supports (CLS)
	COMP Traditional Provider Name for CLS:          Provider Number for CLS          Provider Number for Additional Staffing      
CLS Address:             

                                                                                  

	 FORMCHECKBOX 
 Lives with Family/Caretaker    
Standard Maximum CLS Extended reimbursement rate averages about 43 hours per week: Appendix A
	 FORMCHECKBOX 
 Lives on own    
Standard Maximum CLS Extended reimbursement rate averages about 43 hours per week: Appendix A
	 FORMCHECKBOX 
 2 Person-Shared Arrangement
Standard Maximum reimbursement rate averages about 79 hours per week: Appendix A
	 FORMCHECKBOX 
 3 Person -Shared Arrangement
Standard Maximum reimbursement rate averages about 108 hours per week: Appendix A                

	Participant who is requesting Additional Staffing:

Enter number of hours the individual participates in Day Services or Other Community Activities per week and stipulate times. (Include: CAG,CAI,SE,CIE,PreVoc,…)       (Insert 0 if individual does not participate)

Enter Current Additional Staffing Hours Per Week if applicable for Participant:       


	First Initial and Last Initial of Other Individual Living in Home if Shared-Arrangement       and CID#      
Enter number of hours the individual participates in Day Services or Other Community Activities per week and stipulate times. (Include: CAG,CAI,SE,CIE,PreVoc,…)       (Insert 0 if individual does not participate)

Enter Current Additional Staffing Hours Per Week if applicable:      


	First Initial and Last Initial of Other Individual Living in Home if Shared-Arrangement       and CID#     
Enter number of hours the individual participates in Day Services or Other Community Activities per week and stipulate times. (Include: CAG,CAI,SE,CIE,PreVoc,…)       (Insert 0 if individual does not participate)

Enter Current Additional Staffing Hours Per Week if applicable:      


	A. Staffing Summary:  *Attach the home staff schedule utilizing all assigned category hours for the home and attach the modification to the schedule to include additional staffing. *Attach Current Additional Staffing Letters for individuals and housemates if applicable.
1) Please explain individual’s need and what prompted request for Additional Staffing (AS) i.e.: change in condition or continuation due to the following extraordinary needs….        

2) Describe all current services (including frequency and units) the participant is receiving, and the justification of why additional services are needed outside of the current authorized services.      
B. Explain the usage of hours within the single or shared model.  If you use a shared model, please explain the usage of hours in the home and attach the current home staff schedule:        
C. Please state the number of additional hours per week being requested and how those hours will be utilized, including time frames and days of the week:       Please explain and attach the staff schedule of the utilization of CLS extended hours for home and the new amended schedule with the requested staffing for the additional hours.  Information should also include times when natural support is available and if any issues preventing natural support from contributing support.           

D. Additional Staffing (AS) has two rates: basic and enhanced.  The enhanced rate of AS may be accessed for all staff with specified qualifications and specified individual criteria. Please state justification and staff credentials if requesting an enhanced AS rate: (Refer to Appendix A to ensure Individual and Staff meet requirements)       



Basis of Funding Request for Enhanced Support Services (CRA)
Please complete selections below by checking boxes and/or filling in designated spaces                                              

Extraordinary Staffing Requirements: Enhanced paraprofessional, direct care staffing ratios either shared, or one-on-one service delivery related to the direct care of the participant. Check all that apply.  FORMCHECKBOX 
 Medical      FORMCHECKBOX 
 Behavioral     FORMCHECKBOX 
 Communication Facilitator (Deaf Services)
Additional Staffing Template for Community Residential Alternative (CRA)
	Provider Name for CRA          Provider Number for CRA site:          Provider Number for Additional Staffing        
CRA Site Address:             HFR Licensed Capacity:       
  FORMCHECKBOX 
    Community Living Arrangement                               FORMCHECKBOX 
   Personal Care Home                                   FORMCHECKBOX 
   Host Home      

Participant who is requesting Additional Staffing:

Enter Current Tier Category for Participant from PA:      
Enter Assessed Direct Care Tier Hours for Participant:      
Enter Current Additional Staffing Hours Per Week if applicable:       
Enter the number of hours participates in Day Services or Other Community Activities per week and stipulate times. (Include CAG, CAI, SE, CIE, PreVoc, …)        (Insert 0 if individual does not participate) 
First Initial and Last Initial of Other Individual Living in Home       and CID#      
      Current Tier Category from PA       Assessed Direct Care Tier Hours      
Enter the number of hours participates in Day Services or Other Community Activities per week and stipulate times. (Include: CAG, CAI, SE, CIE, PreVoc,…)       (Insert 0 if individual does not participate)
Enter Current Additional Staffing Hours Per Week if applicable:      
First Initial and Last Initial of Other Individual Living in Home       and CID#      
      Current Tier Category from PA       Assessed Direct Care Tier Hours      
Enter the number of hours participates in Day Services or Other Community Activities per week and stipulate times. (Include: CAG, CAI, SE, CIE, PreVoc,…)       (Insert 0 if individual does not participate)

Enter Current Additional Staffing Hours Per Week if applicable:      
First Initial and Last Initial of Other Individual Living in Home       and CID#      
      Current Tier Category from PA       Assessed Direct Care Tier Hours      
Enter the number of hours participates in Day Services or Other Community Activities per week and stipulate times. (Include: CAG, CAI, SE, CIE, PreVoc,…)       (Insert 0 if individual does not participate)

Enter Current Additional Staffing Hours Per Week if applicable:      
                                                                 

	A. Staffing Summary:  *Attach the home staff schedule utilizing all assigned category hours for the home and attach the modification to the schedule to include additional staffing. *Attach Current Additional Staffing Letters for individuals and housemates if applicable.
1) Please explain individual’s need and what prompted request for Additional Staffing (AS) i.e.: change in condition or continuation due to the following extraordinary needs….        

2) Describe all current services (including frequency and units) the participant is receiving including day services and the justification of why additional services are needed outside of the current authorized services.      
B. Explain the usage of hours within the single or shared model.  If using a shared model, please explain the usage of hours for each resident in the home and attach the current home staff schedule:        
C. Please state the number of additional hours which include the tier funded hours weekly being requested and how those hours will be utilized, including time frames and days of the week for the requested participant? Tier Hours:       per week and Requested AS Hours:       per week.  Utilization:        Please explain and attach the staff schedule of the utilization of tier hours for all in home and the new amended schedule with the requested staffing for the additional hours.  Information should also include times when natural support is available and if any issues preventing natural support from contributing support.           

D. Additional Staffing (AS) has two rates: Basic and Enhanced.  The enhanced rate of AS may be accessed for staff with specified qualifications. Please state justification and staff credentials if requesting an enhanced AS Rate:           



Basis of Funding Request for Enhanced Support Services 

Please complete selections below by checking boxes and/or filling in designated spaces  
Extraordinary Staffing Requirements: Enhanced paraprofessional, direct care staffing ratios, either shared or one-on-one service delivery related to the direct care of the participant. Check all that apply.   FORMCHECKBOX 
 Medical      FORMCHECKBOX 
 Behavioral   FORMCHECKBOX 
 Communication Facilitator (Deaf Services)
Additional Staffing Template for Community Access Group (CAG)
	COMP Traditional Provider Name for CAG          Provider Number for CAG site:                  CAG Site Address:                                                                                                             Provider Number for Additional Staffing        

 

	A. Assessment Level:      
B. Participant’s CAG Setting: 
Facility Based

Maximum: 1:10 Ratio      
Lower than Maximum:       Ratio
Community Based

 FORMCHECKBOX 
 Category 1 – 1:5

 FORMCHECKBOX 
 Category 2 – 1:4

 FORMCHECKBOX 
 Category 3 – 1:3

 FORMCHECKBOX 
 Category 4 – 1:2

C. Current Total Hours per week CAG:         

· Facility Based:        hours per week 
· Community Based:       hours per week if applicable
D. Weekly Additional Staffing (AS) hours requested:       AS hours per week. Justification of need (include specific duties):          

E. Please state strategies used such as lowering group ratio, attempts at using approved alternatives to human support (seatbelts, helmets, etc.), and/or using internal resources such as potential sharing staff with others in facility/group setting with similar extraordinary needs:         

F. Additional Staffing has two rates: basic and enhanced.  The enhanced rate of AS may be accessed for staff with specified qualifications. Please state justification/credentials if requesting enhanced AS Rate         
          


Exceeding Annual Maximum Units (Outlined in Appendix A) of Specialized Medical Supplies (SMS)                                                                          *Complete and attach the Itemized Budget Template   
	 Traditional SMS Provider Name:           

                                                                                   

	Justification of need including previous utilization documentation:      



Exceeding Annual Maximum Units (Outlined in Appendix A) of Specialized Medical Equipment (SME)                                                                                  *Complete and attach the Budget Template/3 Quotes 
	 Traditional SME Provider Name:                                                                                               

	Justification of need:       


	

	COMPLETE PACKET SUBMISSION SUMMARY 

120-90 days before the requested start date for renewals and 30-45 days before the requested start date of revision or initial request


	Updated HRST in Data System
	Completed Enhanced Supports Services 

Request Template
	Completed Enhanced Support Services CLS/CRA Template
	Completed Enhanced Support Services SMS/SME Template

	Submission of the Crisis/Safety Plan is required for all Additional Staffing requests.
________________________AS- Medical: Completed ADL Template 

Healthcare Plan/Risk Mitigation Plans

	Behavior Support Plan is required for all requests related to behavior.
Behavioral Data (6-12 Months or Previous Approval Period) presented in a clear and decipherable summary & graphic format


	Home Staff Schedules

1) Utilizing all assigned tier category hours for everyone in the home Schedule
2) Proposed modified Home Staff Schedule with additional Supports/hours
	1) Physician orders

2) Itemized Budget 
3) Previous Utilization Documentation
4) If applicable, documentation for items exceeding Medicaid reimbursement


	Field Office Contacts for Enhanced Supports Service Requests                                                                                                                                                   Additional Staffing (CRA/CLS/CAG) and Exceeding Maximum Units (SMS/SME) 

Region

Position Title

Staff Name

E-mail

1

Utilization Manager

Katie King

Katie.King@dbhdd.ga.gov   

Region1enhancedsupports.dd@dbhdd.ga.gov
2

Utilization Manager

Jessica Young

jessica.a.young@dbhdd.ga.gov 
Region2enhancedsupports.dd@dbhdd.ga.gov
3

Utilization Manager

Rhonda Flint

Rhonda.Flint@dbhdd.ga.gov 

Region3enhancedsupports.dd@dbhdd.ga.gov
4

Utilization Manager

Melanie Parker

Melanie.Parker@dbhdd.ga.gov
Region4enhancedsupports.dd@dbhdd.ga.gov
5

Utilization Manager

Terence Welch

Terence.Welch@dbhdd.ga.gov 
Region5enhancedsupports.dd@dbhdd.ga.gov
6

Utilization Manager

Pamela Byrd 

Pamela.Byrd@dbhdd.ga.gov
Region6enhancedsupports.dd@dbhdd.ga.gov
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