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[bookmark: Text1]Date of request: Click or tap to enter a date.	Requestor:      
1. [bookmark: _Toc203988460][bookmark: _Toc184028956]Individual’s information
[bookmark: Text2]Name:      	
Prime:      		DOB:	     		SPL:      
2. Local office staff information
Current CM/TC name:      		Branch:      
Email:      	Phone:      
Receiving CM/TC name:      		Branch:      
Email:      	Phone:      
3. Requestors required actions prior to submission
By checking the boxes below, the requestor attests all required actions were taken. If a required action was not taken, the request may be returned for completion. 
☐ A CA/PS assessment has been completed within 30 days of this request.
☐ Reviewed the statement of work for eligibility.
☐ Confirmed admission criteria has been met as outlined in the statement of work.
☐ Provider’s assessment completed and a copy is attached with this request.
☐ Medical documentation supporting a diagnosis of a disabling brain injury is attached with this request.
☐ A pre-admission conference has been scheduled within 30 days of request with all parties.
☐ Receiving branch (if different than current branch) has been notified of pending admission.
☐ Narrated all required actions above were taken in Oregon ACCESS.
Central Office review
Central Office determination will be made within two business days of receiving the request. Determinations will be narrated accordingly in Oregon ACCESS. 
Date received: Click or tap to enter a date.
Determination: ☐ Approved
[bookmark: Text15]☐ Denied		Reason:      
☐ Pending		Follow-up action required:      
Reviewer name:      		Title:      
Date of determination: Click or tap to enter a date.
Instructions for completing this form
1. If requested at the top of this form, click ‘Enable Content’ for the form to work correctly.
2. Save a blank copy of this form to your computer or drive.
3. Fill out all areas to the best of your knowledge. If an area is left blank, add details in the submission email as to why it is left blank. (Example: The providers assessment will be sent by the provider directly to Central Office). 
4. After completing the form do a ‘Save As’ version of the form to our computer or drive with the individual’s first initial and last name, indicate Brain Rehab Referral and the date in the title (Example: C Smith Brain Rehab Referral form 2-25-26).
5. Email the completed form to the Contract Administrator Paul Johnson at  paul.e.johnson@odhs.oregon.gov. Add ‘Brain Rehab Referral’ in the Subject line and add a simple message in the body of the email requesting the Contract Administrator process the referral. If no additional information or documentation is needed for the email at this time the requestor can hit send. 
You can get this document in other languages, large print, braille or a format you prefer free of charge. Contact the Aging and People with Disabilities at apd.ltss@odhs.oregon.gov or 503-945-5600. We accept all relay calls. 
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