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Access and Intake, Utilization Management and Review, IDD Waivers;
Program Enrollment/Utilization Review (PE/UR)
Mailing Address:
P.O. Box 149030, Mail Code W-551
Austin, TX 78714-9030
Fax: 512-438-4249 
Physical Address:
701 West 51st Street, Mail Code W-551
Austin, TX 78751-4015
To:
(Do not fax more than 25 pages without prior approval.)
Program Type: (check one)
From:
Provider Contact Information
LIDDA:
LIDDA Service Coordinator Contact Information (applicable for HCS only)
Re:
Individual Information
Does any correspondence sent to the legally authorized representative (LAR) or individual need to be translated to another language?
LON Increase Requested
Due to:
Instructions to Provider
 
•         Complete and include this form when submitting a packet for review.
•         Enter the Intellectual Disability/Related Condition (ID/RC) Assessment in CARE before submitting the packet to Program Enrollment/Utilization Review. 
•         Check CARE system (screen 1168/C68) 21 days after the packet submission to determine if the LON has been approved.
•         The provider will be notified of the LON denial by faxed letter.
•         The individual or LAR will be notified of the LON denial by letter.
•         The HCS Provider is required to maintain the individual’s and the LAR’s contact information current in CARE screens C20 and C12.
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	Program type is Intermediate Care Facilities/Intellectual Disability: 
	Level of need request is due to a Medical increase. 4 of 4. : 0
	Provider's full name: 
	Local Intellectual and Developmental Disability Authority component code : 
	Contract Number: 
	Area Code and Telephone Number of LIDDA service coordinator : 
	Provider contact name: 
	Fax Area Code and Telephone Number of LIDDA service coordinator : 
	Email address of LIDDA service coordinator : 
	Local Intellectual and Developmental Disability Authority full name: 
	LIDDA Service Coordinator Contact full name : 
	Individual's first name: 
	Individual's last name: 
	Client Assignment and Registration System identification number : 
	Medicaid number : 
	No, a correspondence sent to the legally authorized representative or the individual does not need a language translation : 
	Yes, a correspondence sent to the legally authorized representative or the individual does need a language translation : 
	Specify the language translation needed: 
	Initial level of need request : 0
	Current level of need: 
	Requested level of need: 
	Level of need request is due to a change in Inventory for Client and Agency Planning score. 1 of 4.: 0
	Level of need request is due to Behavior increase. 2 of 4. : 0
	Level of need request is due to level of need 9. 3 of 4. : 0



