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Section I – This section is to be completed by Local Procedure Development and Support (LPDS) when sending a request for Level of Care (LOC) redetermination to the Local Authority (LA).
The LA must complete a new LOC assessment for the individual listed above and using this fax cover sheet, submit a new Determination of Intellectual Disability (DID) and any other pertinent information regarding the individual's  LOC to LPDS within 30 days from the date on this notification.
Section II – This section is to be completed by the LA when submitting the new DID and other pertinent information to the LPDS contact listed above.
Section III – This section is to be completed by Program Enrollment/Utilization Review (PE/UR) when notifying the LPDS, LA and provider contacts listed above of the LOC redetermination review results.
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