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Health Systems
	Contract Amendment Request (CAR) Form

	HS ONLY

Date Received: ______________
A/C Date: ______________
Funding Source: ____________

	



Date of Request:
     
Requestor Name:
     

County:
     
Requestor Phone:
     
Provider:
     
E-mail Address:
     
Program:
     
Level of Care:
     
Click on type of contract:
 FORMCHECKBOX 
 County Contract
 FORMCHECKBOX 
 Direct Contract
Click on type of request:
 FORMCHECKBOX 
  Add/Change
 FORMCHECKBOX 
 Remove
 FORMCHECKBOX 
 RSCP
If this is a Specific Client request, please provide the following client information:
Client LAST Name:
     
Client FIRST Name:
     
Client DOB:
     
Is client PSRB / JPSRB?
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
  NO
Client Income: Amount $     
 FORMCHECKBOX 
 SSI
 FORMCHECKBOX 
 SSDI
 FORMCHECKBOX 
 VA
 FORMCHECKBOX 
 Other; Describe:      
Is this Client Medicaid Eligible?
 FORMCHECKBOX 
 Yes. If yes, select  FORMCHECKBOX 
 OHP   or      FORMCHECKBOX 
  OHP Plus


 FORMCHECKBOX 
 No. Benefits denied? Please provide copy of denial if available. If individual is undocumented please provide copies of the clients most recent LSI and LOCUS and please describe circumstances in additional information section.


 FORMCHECKBOX 
 Benefits pending, date applied  FORMTEXT 

     .
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Note: Requestor is responsible for the accuracy of the Medicaid eligibility information.
Please indicate to Contractor individuals that you would like to receive communications related to this request:

	Name
	Title
	Program / Provider
	Email

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Purpose of Request:

	Start Date

of Request

(i.e. 07/01/2015)
	End Date of

Request

(i.e. 06/30/2016)
	Description of Request

(Service Payment, RSCP)
	Monthly Amount of Request
	Total Amount of Request

(One time Only)

	     
	     
	     
	     
	     

	
	
	
	
	

	     
	     
	     
	     
	     

	
	
	
	
	

	     
	     
	     
	     
	     

	
	
	
	
	

	     
	     
	     
	     
	     

	
	
	
	
	

	     
	     
	     
	     
	     

	
	
	
	
	

	     
	     
	     
	     
	     

	
	
	
	
	

	     
	     
	     
	     
	     

	
	
	
	
	

	     
	     
	     
	     
	     

	
	
	
	
	

	     
	     
	     
	     
	     


Additional Information:
     
Please e-mail completed CAR form and any additional documents to car.amh@state.or.us. 
This email address can be found in Outlook as CAR AMH.
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