	DD-090-FF (10-09)

TO: 791A

BUSINESS OPERATIONS
	ARIZONA DEPARTMENT OF ECONOMIC SECURITY

Division of Developmental Disabilities

DDD BILLING INFORMATION
	


 FORMCHECKBOX 
 New Billing
 FORMCHECKBOX 
 Billing Review

	 FORMCHECKBOX 
 Billing Termination:
	     
	
	 FORMCHECKBOX 
 Foster Care Termination:
	     

	
	(Date)
	
	
	(Date)


Reason for Termination:

	 FORMCHECKBOX 
 Death
 FORMCHECKBOX 
 Return Home
 FORMCHECKBOX 
 Paid Directly
 FORMCHECKBOX 
 Moved Out of State
 FORMCHECKBOX 
 Other:
	     

	

	Changes:
	     
	  FORMCHECKBOX 
 Change in Benefits to
	$      
	  FORMCHECKBOX 
 Lump Sum Benefits Payment:
	$      

	
	(Date of Change)
	
	
	
	

	

	 FORMCHECKBOX 
 Change of Residential Placement
	  FORMCHECKBOX 
 Change of Payee
	  FORMCHECKBOX 
 Change of Payee’s Address
	 FORMCHECKBOX 
 Other:
	     

	


	THE FOLLOWING INFORMATION MUST BE COMPLETED WITHIN 15 DAYS OF THE ACTION CHECKED ABOVE

	1.
INDIVIDUAL’S NAME (Last, First, M.I.)
	 SOC. SEC. NO. (Required)

	     
	      

	DATE OF BIRTH
	ELIGIBILITY
	ASSISTS ID

	     
	 FORMCHECKBOX 
 DDD
 FORMCHECKBOX 
 ALTCS (Title XIX)
 FORMCHECKBOX 
 AHCCCS (Acute)
	     

	2.
PLACEMENT (Residential Setting)
	DATE OF THIS PLACEMENT

	     
	     

	ADDRESS (No., Street, P.O. Box, City, State, ZIP)

	     

	3. INCOME SOURCE (Check All Applicable Boxes)
 FORMCHECKBOX 
 SSI Amt.           FORMCHECKBOX 
 SSA Amt.           FORMCHECKBOX 
 VA Amt.         
	 TOTAL BENEFITS
 $       
	CURRENT ACCOUNT BALANCE

$      

	SEND BILLING TO (PAYEE):

	4.
PAYEE'S NAME
	SOC. SEC. NO. (Required)
	RELATIONSHIP

	     
	     
	     

	PAYEE'S ADDRESS (No., Street, P.O. Box, City, State, ZIP)
	AREA CODE AND PHONE NO.

	     
	     

	5.
SUPPORT COORDINATOR'S NAME
	SITE CODE
	AREA CODE AND PHONE NO.
	DATE

	     
	     
	     
	     

	For Review and Waiver requests (attach as needed), a copy of the Individual Spending Plan, Accounting information and documentation for requested expenditures (dental estimates, medical costs, etc.) and amount the individual and/or family is contributing.

	6.
COMMENTS

	     

	7.
SUPERVISOR'S APPROVAL AND SIGNATURE

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	DATE

     
	10.

$      

Total Need

	8.
DISTRICT PROGRAM MANAGER’S APPROVAL AND SIGNATURE

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	DATE

     
	$      

Individual/Family Contribution

	9.
ASSISTANT DIRECTOR'S APPROVAL AND SIGNATURE

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	DATE

     
	$      

Net Waiver Request


Completion Instructions for DD-090-FF
DDD BILLING INFORMATION

A.
Purpose. This form is used to provide information needed to determine the amount billed, the person responsible for payment and to request a review of the billing, also known as a billing waiver.

B.
Completion. You are to complete only the item numbers required when the following box(es) is checked:


NEW BILLING. Complete all items (except item no. 6, 7, 8, 9, and 10) and attach for DD-023, Application for Eligibility Determination.


BILLING TERMINATION. Indicate actual date of termination.


BILLING REVIEW (WAIVER REQUEST). Complete item nos. 1, 2, 3, 5, 6, 7, 8, 9, and 10.


FOSTER CARE TERMINATION. Complete item nos. 1,2, 4 and 5. Indicate actual date of termination.


CHANGE OF RESIDENTIAL PLACEMENT. Check box. Complete item nos. 1, 2, 4, and 5.


CHANGE OF PAYEE. Check box and indicate date of change. Change item nos. 1, 4, and 5.


CHANGE OF PAYEE ADDRESS. Check box and indicate date of address change. Complete item nos. 1, 4, and 5.


1. Billing reviews are not to be considered the only solution for financial problems and obligations. With careful planning, they should be an adjunct resource to the individual. Advance financial planning should take place during the time set aside for the Individual Spending Plan. The planning should include the $2,000 resource limits imposed by the Social Security Administration and Title XIX eligibility and other community resource limits.


2. Because residential billings are two months in arrears, when individuals move from their residential settings they will receive bills for two months after they move. This includes those moving to an Independent Setting. They are obligated to pay for these costs. Individuals leaving residential services should not have their accounts closed nor the remaining funds given to relatives until these two months of billings are satisfied.


3. When an individual damages property and a plan is developed to have the individual participate in a payment plan to cover the damages, these funds should come from their account, where possible, and not a from a billing review request.


4. Billing review requests should include a copy of the person's Individual Spending Plan, accounting for the individual's funds, documentation of costs (invoices, estimates, bills, etc.) all income (#3), amount the individual is contributing to the costs and any other information needed.


5. Individuals who leave Residential Care and go into an Independent Setting are to be excluded from billing their benefits. Three events need to take place regarding billing when an individual moves to an Independent Setting. First is planning for the two months of residential billing that will happen after the person leaves care. Second is the DD-090, DDD Billing Information, is to be sent terminating the residential billing by checking the Billing Termination box and noting the date the move is to take place, and also checking the Paid Directly box. Third is the authorization for Room and Board needs to be deleted from ASSISTS.


6. For all individuals 21 and older, the Acute Care Plan may cover emergency dental care. Please contact the Health Plan for emergency arbitration. Many health plans will cover anesthesia is required for Dental services. All questions regarding the appropriateness of any dental or medical procedures are to be referred to Managed Care Operations, 
(602) 238-9028.

C.
Routing. Send to Central Office, Income Management Unit (791A) to obtain Assistant Director (AD) or designee's approval. Those not approved are returned to the originator. Those that are approved will be forwarded to Office of Accounts Receivable and Collections (OARC) (833C), with a copy sent to the originator.

D.
Retention. Retain most current copy in accordance with DES/DDD retention schedule (DES 6-2-07).

Equal Opportunity Employer/Program ( Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975, the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, and disability. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact the Division of Developmental Disabilities ADA Coordinator at 602-542-0419; TTY/TDD Services: 7-1-1. 
