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EPD WAIVER TRANSFER FORM

Long Term Care Administration

(Transfer from one care provider to another care provider)
Elderly and Physical Disabilities (EPD) Waiver

Department of Health Care Finance
Government of the District of Columbia

The Department of Heaith Care Fininca

(This form is meant to be used by ALL EPDW service transfers, including State Plan level - the first eight PCA hours)

Beneficiary Name:

DOB:

Address:

Medicaid ID:

Telephone Number:

Authorized Representative Name:

AR Telephone:

Medicaid Certification Period:

Program Type: Select One

[JPOA [JHCP

to

Current Case Management Agency (CMA): Select One

CMA Provider ID:

Case Manager:

OA []Other:

Case Manager's Email:

Transfer Type: .Select One

Reason for Transfer:

Telephone Number:

Telephone Number:

DISCHARGING PROVIDER

# Waiver Service(s)

Select agency from drop-down

Frequency Cost

PA#

End of Care Date

Provider Name:

Address: Provider ID:|Phone:

Provider Email:

Select One

|Notes: |

Provider Name:

Select agency from drop-down

Address: Provider ID:|Phone:

Provider Email:

Select One

Notes: |

Select agency from drop-down

Provider Name:

Address: Provider ID:|Phone:

Provider Email:

Select One

Notes: |

Discharging Care Coordinator:

Date:

RECEIVING PROVIDER

e All aspects of transfer including last and first date of services should be coordinated between and mutually agreed upon the discharging

and receiving agencies.

e Changes to direct care services are not permitted during the inter-agency transfer process.
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Beneficiary:

Medicaid ID:
# Waiver Service(s) Frequency Cost PA# Start of Care Date
| Select agency from drop-down RN
Provider Name: Address: Provider ID:|Phone: Provider Email:
Select One
Notes: |
| NNSNNNNN

Select agency from drop-down
Provider Name: Address: Provider ID:|Phone: Provider Email:

Select One

Notes: |

| select agency from drop-down AN

Provider Name: Address: Provider ID:|Phone: Provider Email:

(

Select One

|Notes: |

Receiving Care Coordinator: Date:

Beneficiary Freedom of Choice and Bill of Rights selections
Select box/boxes below which apply:

|:| | have received an information resource package which includes a copy of the following:

O Beneficiary Bill of Rights and Responsibilities (R&R)
] I know that enroliment in a home and community-based services (HCBS) program is up to me
O | choose to continue to receive HCBS
|:| I know that | have the right to select from among the certified Medicaid providers in the District of
Columbia the care management agency (CMA) that will provide my care management services
[ I have received a listing of certified Medicaid Elderly and Physical Disabilities Waiver (EPDW) providers
Beneficiary: Date:
Authorized Representative: Date:
Case Manager: Date:
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