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	Name of Participant:
Click here to enter text.
	MCI Number of Participant:
Click here to enter text.

	Name and Email of SC Completing Request:
Click here to enter text.

	Name of SC Agency:
Click here to enter text.
	Date Submitted to the RO Representative:  
Click here to enter a date.



Instructions
All requests for an exception must be completed using this form and be submitted by the SC to the participant’s BAS Regional Office Representative. This form should be completed by the SC in conjunction with the ISP team. BAS will review the request and approve, deny or request additional information on the request for exception. 

Type of exception requested: (choose one – use additional forms if requesting additional exceptions)
☐	50 hour limitation per calendar week – COMPLETE SECTION I
☐	Home Modifications – COMPLETE SECTION II
☐	Intensive Job Coaching – COMPLETE SECTION III
☐   	Respite – COMPLETE SECTION IV


I. 50 Hour Limitation (200 Units)
The services and number of units per week that the participant currently has approved/authorized:
	
	Service Name
	Number of Units

	☐	Community Support
	Click here to enter text.
	☐	Day Habilitation
	Click here to enter text.
	☐	Intensive Job Coaching, direct
	Click here to enter text.
	☐	Extended Employment Supports, direct
	Click here to enter text.
	☐	Transitional Work Services 
	Click here to enter text.


Does the Fiscal Year View screen on the Service Details screen reflect accurate utilization? (If no, please explain.)
Click here to enter text.


The service and number of units per week that are being requested: 
	
	Service Name
	Number of Units
	Provider Name and MPI Number

	☐	Community Support
	Click here to enter text.	Click here to enter text.
	☐	Day Habilitation
	Click here to enter text.	Click here to enter text.
	☐	Intensive Job Coaching, direct
	Click here to enter text.	Click here to enter text.
	☐	Extended Employment Supports, direct
	Click here to enter text.	Click here to enter text.
	☐	Transitional Work Services 
	Click here to enter text.	Click here to enter text.


Describe the circumstances requiring an exception to the established limit (Include information on how the participant’s needs cannot be met within the 50 hour limitation):
Click here to enter text.


What is the anticipated length of time for which the exception is needed?
Click here to enter text.


What efforts will be taken to decrease the need for this exception? 
Click here to enter text.


Anticipated schedule if the exception is granted:
	
	Number of Hours
	Service(s) Provided

	Sunday 
	Click here to enter text.	Click here to enter text.
	Monday
	Click here to enter text.	Click here to enter text.
	Tuesday
	Click here to enter text.	Click here to enter text.
	Wednesday 
	Click here to enter text.	Click here to enter text.
	Thursday
	Click here to enter text.	Click here to enter text.
	Friday
	Click here to enter text.	Click here to enter text.
	Saturday
	Click here to enter text.	Click here to enter text.


Additional comments:
Click here to enter text.




II. Home Modification  
	Modification requested:
Click here to enter text.

	Amount requested:
Click here to enter text.



Please attach the following documentation to this request:
· the completed independent evaluation (per the Home Modification service definition)
· the proposal  (including the estimated cost) of the modification being requested 

Does the participant own or rent their primary residence? If renting, does the participant have permission from the property owner for the modification? Please attach documentation providing permission from the property owner to modify the home and/or return the home to its original state that also includes their contact information and signature.  
Click here to enter text.


Describe circumstances requiring an exception to the established limit:
Click here to enter text.






III. Intensive Job Coaching 
	Place of Employment:
Click here to enter text.

	Number of Hours Worked Each Week:
Click here to enter text.
	Number of Hours of Intensive Job Coaching authorized each week: 
Click here to enter text.

	Length of Time at Current Employer: 
Click here to enter text.
	Length of Time in Current Position: 
Click here to enter text.

	Intensive Job Coaching provider and MPI:
Click here to enter text.



Describe the support needed in order for the participant to maintain their employment: 
Click here to enter text.


When was the most recent vocational assessment completed? Who completed this assessment?
Click here to enter text.


Does the participant’s current position align with the recommendations of the most recent vocational assessment?
Click here to enter text.


If an assessment was not completed, has the Vocational Assessment service been explored with the ISP team? Please explain. 
Click here to enter text.


If an assessment was completed, has the ISP team explored a new vocational assessment? Please explain.
Click here to enter text.


What is the anticipated length of time for which the exception is needed?
Click here to enter text.


Describe the circumstances requiring an exception to the established limit:
Click here to enter text.


What efforts will be taken to decrease the need for this exception? 
Click here to enter text.




IV. Respite
	Number of units and/or days of Respite that have been approved for this plan year: 
Click here to enter text.
	Number of additional units and/or days of Respite requested:  
Click here to enter text.



Describe the circumstances requiring an exception to the established limit:
Click here to enter text.


What is the anticipated length of time for which the exception is needed?
Click here to enter text.










BAS Decision

	
              ☐ APPROVE                  ☐ ADDITIONAL INFORMATION NEEDED            ☐ DENY


	Name of Regional Office Representative: 
Click here to enter text.
	Name of Clinical Representative:  
Click here to enter text.

	Name of Regional Office Supervisor: 
Click here to enter text.
	Date of Decision: 
Click here to enter a date.

	Comments: 
Click here to enter text.
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