o%%o CDDO Day and/or Residential Services

* «iButler (HCBS ineligible) Funding Request

«“W¥ County

Person’s Name: Age:
Date determined ineligible by MFEI assessment:
TCM Name: TCM Agency:

What service(s) are being requested?

Service Type Days/Week requested # of days/week X 52 weeks

Day

Residential

Please describe the need in detail:

What resources are currently available for the person:

If these resources were no longer available, what barriers would it present for the

person:

Please include a copy of the person’s current PCSP.

TCM signature: Date:
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