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COVID-19 Related Temporary Residential Setting Rate Exception Request


INDIVIDUAL INFORMATION:
[bookmark: Text1][bookmark: _GoBack][bookmark: Text2]Individual’s Name:      						Date of Birth:      
[bookmark: Text3]Prime Number:      
[bookmark: Text4]Individual (or Guardian’s) Mailing Address:      
[bookmark: Text5]Name of Legal Guardian (or Parent, if a Minor Child):      
[bookmark: Text6]Email Address for Individual (or Guardian):      
[bookmark: Text7][bookmark: Text8]CDDP/CME:      							SC/CM:      
[bookmark: Text9][bookmark: Text10]SC/CM Email:      					Phone:      
[bookmark: Text11]SC/CM Supervisor:      					
[bookmark: Text13][bookmark: Text12]Email:      						Phone:      	

[bookmark: Text26]Individual’s Current SIS Tier or SNAP rate:      
[bookmark: Text27]	If the individual currently has an exceptional or Tier 7 rate, describe:      

SETTING/PROVIDER INFORMATION:
[bookmark: Check11][bookmark: Check12]Setting Type:	|_| 24-Hr Residential	|_| Child Foster Care

[bookmark: Text20]Physical Home Address:      
[bookmark: Text21][bookmark: Text22]Residential Setting Provider:      				Email:      
[bookmark: Text23][bookmark: Text24]Home Capacity:      						Number of Residents:      

[bookmark: Text25]For 24-hour Residential Homes- Staffing Pattern of the Home (Identify the average staffing ratio for the home, typically DAYS/SWING/NIGHT, example: 2/2/1):      

[bookmark: Text38]For Foster Care Settings- is there additional hired staffing in the home?  (Describe the number of caregivers in the home, including hours additional staff are utilized in the home, if any):      

EXCEPTION REQUEST:

[bookmark: Text29][bookmark: Text43]Exception Rate Start Date Requested:      		End Date Requested:      
  
This request is specifically related to the COVID-19 emergency situation, due to the following circumstances:

[bookmark: Check2]|_| INCREASED BEHAVIORS- Individual is demonstrating increased behaviors that require additional 1:1 or 2:1 direct staffing support to address imminent safety issues.  
[bookmark: Text45]Routine # of 1:1 hours/day (ongoing tier/service/exception rate): 	      + 
[bookmark: Text46]DSA/Employment Hours* (total per week/7 days): 				      +
[bookmark: Text47]Additional 1:1 hours/day due to COVID: 					      +
[bookmark: Text48]Additional 2:1 hours/day due to COVID: 					      =
_______________________________________________________________
[bookmark: Text14]Total 1:1 hours/day:      	     +    		2:1 hours/day:      	

*To request 1:1 or 2:1 hours normally provided through DSA/Employment Services to be included in the exceptional residential rate, complete the “DSA/Employment Services are Unavailable” section.	
	
[bookmark: Check3]|_| DSA/EMPLOYMENT SERVICES ARE UNAVAILABLE- Individual is unable to attend their DSA/Employment Services and the individual typically receives 1:1/2:1 supports in the DSA/Employment setting- additional 1:1 or 2:1 staffing hours are necessary in the 24-hour to provide adequate support to address imminent safety issues during the hours the individual was typical supported in the DSA/Employment setting.
[bookmark: Text44]1:1 Hours Requested (per day):      		Days per week:      
2:1 Hours Requested (per day):      		Days per week:      

[bookmark: Check4]|_| ADDITIONAL SHARED STAFFING DUE TO UNAVAILABLE DSA/EMPLOYMENT- Additional staffing is necessary in the home during the time individuals previously attended day/employment services to maintain minimal staffing necessary to assure basic health and safety of individual residents. (A separate request for each individual needing support from the shared staffing must be submitted.  The additional shared staffing hours will then be apportioned to each individual for Medicaid funding).
[bookmark: Text15]		Number of Residents in the Home Supported by the Shared Staffing:       	
[bookmark: Text16]Additional Staffing Hours Needed Per Day:      	
[bookmark: Text17]Number of Days Per Week:      

[bookmark: Check10]|_| QUARANTINE/DISTANCING-RELATED EXCEPTIONAL EXPENSES- Required to support an individual in an alternative or physically-distanced environment, separate from housemates.  (Exception request for temporary additional staffing beyond routine staffing hours and costs associated with supporting an individual who has either- tested positive for COVID-19; has been determined by a medical professional to be presumptively positive for COVID-19; or is awaiting results of testing for the virus.):

[bookmark: Text39]Additional staffing hours beyond the individual’s routine 1:1 or greater support hours necessary to support the individual in a physically-distanced environment separate from the household:      

[bookmark: Text40]Other expenses incurred to support the individual separate from their shared household (Itemize any costs that are above and beyond routine costs of supporting the individual that may be specifically attributed to maintaining a temporary distanced environment):      

[bookmark: Check5]	|_| OTHER COVID-19 RELATED NEEDS- requiring an exception:
[bookmark: Text18]What specifically is being requested? (Include an explanation of what is being requested and the cost specific to the exception):      


Provide an explanation of why existing resources are insufficient to meet basic health and safety needs:      

[bookmark: Text30]Describe specifically how staffing will be utilized to address the imminent health and safety of the individual or individuals in the home:      

AFFIRMATION AND SIGNATURE:

[bookmark: Check6]	|_| It has been explained to the provider that if the requested rate exception is granted, the provider must agree to provide the additional staffing in accordance with the approval to the extent possible.   The provider will notify the CME when the supports are no longer needed, if that occurs before the end of the COVID 19 crisis.

[bookmark: Check7]	|_| I (case manager) support the request for exceptional funding and affirm that such exceptional supports are necessary to address the imminent health and safety needs of the individual (or individuals) in the home.

[bookmark: Text31][bookmark: Text32]Case Manager Electronic Signature:      				Date:      

ODDS DETERMINATION:

	The request for an exceptional request has been:
		
[bookmark: Check8][bookmark: Text33]		|_| APPROVED (as follows):      	

[bookmark: Text37]	Effective Date of Approval:      
[bookmark: Text35]Approval is valid until the following date or circumstance:      	

[bookmark: Check9][bookmark: Text34]|_| DENIED- Explanation:      

[bookmark: Text36]ODDS Comments:      


Exceptional Funding Requests shall be submitted to ODDS via secure email to:
	ODDS.FundingReview@dhsoha.state.or.us

Case Managers shall copy the provider when electronically submitting the exception to ODDS

Funding requests for residential service settings specific to COVID-19 and submitted on this form require no additional documentation to be submitted with the request unless requested by the ODDS Funding Review Committee.
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