	DEPARTMENT OF HEALTH SERVICES
Division of Long Term Care
F-01751  (06/2016)
	STATE OF WISCONSIN

	REQUEST FOR IMD REBALANCING INITIATIVE FUNDING – SUMMARY

	INSTRUCTIONS: Use this form to request funding from the Department for IMD emergency detention expenses for Family Care, Family Care Partnership, or PACE members (Family Care Members) admitted to an Institution for Mental Disease (IMD) through an emergency detention under Wis. Stats. § 51.15. Funds are only available for costs incurred after the first 72 hours of a member’s stay at an IMD and only for members whose IMD services are not covered by Medicaid, Medicare, or another form of insurance. Actual reimbursement to the county shall not exceed 50 percent of the county’s reimbursement request. Submit this form along with the Detail by Member form 
F-01750 to request funding. The total cost of IMD stays reported on the Detail by Member form should match this Summary form’s total cost of IMD stays. Personal information about a member on the Detail by Member form F-01750 is confidential and is used only for identification purposes. Failure to use this form and the Detail by Member form F-01750 and complete all information will result in denial of funding.

	SUBMISSION:  Email this Summary Form along with the Detail by Member form to:
County IMD Rebalancing Initiative
DHSIMDRI@dhs.wisconsin.gov
Division of Long Term Care
Bureau of Long Term Care Financing
1 West Wilson, Room 550
Madison, WI  53707-7851
(608) 266-3676

	Name - County
	Address  (Street, City, State, Zip Code)

	[bookmark: Text1][bookmark: _GoBack]     
	[bookmark: Text2]     

	Name - Contact Person
	Email Address
	Telephone Number
	Fax Number

	     
	     
	     
	     

	Funding Requirements

	Funding is only available for persons whose IMD services are not covered by Medicaid and who do not have any other third party payment sources including, but not limited to, the federal Medicare program. If payments from any unanticipated sources are made following submission of this form to the Department, notify DHS IMD Rebalancing Initiative of the third party paid amounts as soon as the payments are received to arrange for return of the IMD Rebalancing Initiative funding.
[bookmark: Check16]|_| Yes. The submitter confirms that none of the IMD services totaled below were covered by Medicaid or any other third party payment source(s), such as other insurance or Medicare coverage.

	The cost of the first 72 hours
	[bookmark: Text3]$     
	

	The cost of IMD stay after the first 72 hours
	$     
	

	Total cost of IMD stay 
	$     
	

	Additional Requirements
· Claim the expense on the CARS F-00642 report.
· Keep the approved form in county files for audit purposes.
Refer to State of Wisconsin DHS State and County Contract Appendix profile 518 for additional information.
I certify that the information provided is complete and accurate to the best of my knowledge.

	SIGNATURE – Authorized County Representative
	Date Signed

	
	

	FOR DLTC OFFICE USE ONLY

	|_| Funding is granted in the amount of: 
	$     

	|_| Funding is denied for the following reason(s):
	     

	SIGNATURE – Authorized DLTC Representative
	Date Signed

	
	



