	DEPARTMENT OF HEALTH SERVICES
Division of Long Term Care

F-20415  (02/2015)
	
	STATE OF WISCONSIN

Community Integration Program II (CIP II)

	CIP II NURSING HOME DIVERSION REQUEST

COVERSHEET

Completion of this form is voluntary. Failure to complete this form may result in delayed processing of the request.

When requesting a new state slot, submit this form to DHS for prior approval of the new slot before submitting the complete plan.
Please complete this form when submitting a waiver plan for a person being diverted either as a result of available Community Relocation funding or from the special funding for nursing home diversion (Act 355). See DDES Memo Series 2006-07 and 2006-08 and the DLTC correspondence dated 2/10/2010 regarding “Changes to the CIP II Diversion Process” for further information.



	Recipient:
	First Name:      
	Last Name:      
	Gender:      

	
	MA Number:      
	DOB:      
	Care Level:      

	Agency:
	     
	Care Manager:      

	
	Phone:      
	Fax:      

	Request:
	 FORMCHECKBOX 

CRI Diversion/Replacement  (use this when using county Community Relocation Initiative funds that have been freed up when a CRI participant leaves the program)



	
	 FORMCHECKBOX 

Nursing Home Diversion – County Allocated REPLACEMENT Slot  (use this when using a county allocated diversion slot that has been freed up when a participant leaves the program)

	
	Initials and DOB of person previously in slot. 
	     

	
	
	

	
	 FORMCHECKBOX 

Nursing Home Diversion – NEW State Slot. (Use this when using a slot newly allocated to the county by DLTC – must be accompanied by a copy of the e-mail from DLTC authorizing the use of the slot)
Anticipated Start Date:      

	
	Waiver Per Diem: $      
	Cost Share? $      

	
	Identify any one time costs:      

	
	Moving From (current living arrangement—please mark even if person will remain in the same living arrangement):

	
	 FORMCHECKBOX 
 Home w/Family
	 FORMCHECKBOX 
 Home Alone
	 FORMCHECKBOX 
 CBRF
	 FORMCHECKBOX 
 AFH
	 FORMCHECKBOX 
 RCAC
	 FORMCHECKBOX 
 Hospital

	
	Moving To (waiver living arrangement—please mark even if person will remain in the same living arrangement):

	
	 FORMCHECKBOX 
 Home w/Family
	 FORMCHECKBOX 
 Home Alone
	 FORMCHECKBOX 
 CBRF
	 FORMCHECKBOX 
 AFH
	 FORMCHECKBOX 
 RCAC
	

	Official Use:
	Date Initial Packet Received: 


	Date Final Packet Received: 

     
	Effective Start Date: 

     

	Notes:

     

	Please submit this completed coversheet to The Management Group (TMG) 

as part of the CIP II diversion service plan packet.


