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Urgent Services Enrollment Agreement

Instructions: Completion of this form is voluntary. However, this form must be completed, signed, and accompany your enrollment form if you are requesting urgent services in the Family Care, PACE or Partnership program. Section 1, 2 and 3 of this form are to be completed by the aging and disability resource center (ADRC) or Tribal aging and disability resource specialist (ADRS). The signature of two witnesses is required if you are not able to sign or sign with a mark or X. The managed care organization (MCO) or PACE organization (PO) will review the request, complete section 4 and return to the ADRC or Tribal ADRS.

Section 1 – Personal information

Name (Last, First, MI):      	


Section 2 – Agreement and signatures
I have applied to receive long term care services in the Family Care, PACE or Partnership program and understand that:
· I must meet functional and financial eligibility requirements to enroll and receive services. The aging and disability resource center (ADRC) or Tribal aging and disability resource specialist (ADRS) determined I meet the functional eligibility requirements. My financial eligibility is pending. The ADRC or Tribal ADRS has determined I am eligible to request urgent services. 
· I may be able to begin receiving some “urgent” services while I am waiting for a final decision about my financial eligibility. 
· If I am determined not to be financially eligible or if I am determined to be financially eligible but choose not to enroll, my services through the managed care organization or PACE organization will end. I understand that I will be responsible for the cost of any services provided to me through the managed care organization or PACE organization. I agree to set up a payment plan with the managed care organization or PACE organization should that occur.
I would like the ADRC or Tribal ADRS to refer me to the managed care organization or PACE organization right away so I can begin to get the services I need to meet my urgent needs.

Signature — Individual: 	 Date signed: 	

Signature — Legal Guardian, Conservator, Activated Power of Attorney, or Medicaid Authorized Representative: 
	 Date signed: 	

Signature — Legal Guardian, Conservator, Activated Power of Attorney, or Medicaid Authorized Representative:
	 Date signed: 	

Signature — Witness: 	 Date signed: 	

Signature — Witness: 	 Date signed: 	

Section 3 - ADRC or Tribal ADRS form completion and distribution
Date form completed:      	

Date form distributed with enrollment form:      	

Notes:
     




Section 4 – Managed Care organization review and decision
[bookmark: Check1]|_| Request approved. Enrollment may occur on or after this date:      	
This may not be the actual enrollment date. Refer to enrollment form for enrollment date.

[bookmark: Check2]|_| Request denied. Reason for denial:      	

Managed Care organization or PACE organization name:      	

Staff name:      	

Staff email address:      	

Date form completed:      	

Date form distributed:      	

Distribution of completed form:
[bookmark: Check3]|_| ADRC
[bookmark: Check4]|_| IM
[bookmark: Check5]|_| Tribal nation (if applicable)

Notes:
     




The ADRC or Tribal ADRS must retain the originally, signed request form, or an electronically
scanned copy of the signed form, on file for ten years in the event of a records request.

