	DD-211-FF (9-14)
	ARIZONA DEPARTMENT OF ECONOMIC SECURITY

Division of Developmental Disabilities
	

	
	HOME MODIFICATIONS SERVICE REFERRAL AND REQUEST
	

	SECTION A  -  MEMBER INFORMATION – COMPLETED BY SUPPORT COORDINATOR

	On, 
	date
	, the Planning Team met and identified a potential need for a home modification. The Team understands 

	that a home modification assessment will be scheduled within 30 calendar days of that date.

	NAME (Last, First, M.I.)
     
	 DATE OF BIRTH

      

	PHYSICAL ADDRESS (No., Street, City, State, ZIP)
     
	 AHCCCS ID NO.

      
	 ASSISTS ID NO.

      

	NAME OF PRIMARY CARE PHYSICIAN (PCP)

     
	 PHONE NO.

       
	 FAX NO.

      

	DDD QUALIFYING  DIAGNOSIS (And any others that may contribute to physical limitations)

	 FORMCHECKBOX 
 Cerebral Palsy
 FORMCHECKBOX 
 Epilepsy
 FORMCHECKBOX 
 Cognitive/Intellectual Disability
 FORMCHECKBOX 
 Autism

 FORMCHECKBOX 
 Additional Diagnosis (must describe physical limitations):      

	LIST ANY MOBILITY ASSISTIVE EQUIPMENT USED 

 FORMCHECKBOX 
 Wheelchair
 FORMCHECKBOX 
 Walker
 FORMCHECKBOX 
 Other:      
	 NEEDS ASSISTANCE WITH ALL ACTIVITIES OF DAILY LIVING

  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	LIVES INDEPENDENTLY?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	 RESIDENCE (Check (() one)
	CONTACT PERSON’S NAME

	
	 Member/family:
 FORMCHECKBOX 
 Owns 

  FORMCHECKBOX 
 Rents  (If renting, attach the Landlord’s/Property
 Owner’s Authorization [DDD-1620A]).
	     

	
	
	PHONE NO.

	
	
	     

	SUPPORT COORDINATOR’S NAME (Print)
     
	 SUPPORT COORDINATOR’S SIGNATURE

 
	 SITE CODE

      
	 PHONE NO.

       
	 DATE

      

	SUPERVISOR’S NAME (Print)
     
	 SUPERVISOR’S SIGNATURE

 
	 SITE CODE

      
	 PHONE NO.

       
	 DATE

      

	SECTION B  -  COMPLETED BY THE HOME MODIFICATION UNIT

	DATE RECEIVED

     
	 30 DAYS

      
	 DATE / TIME SCHEDULED

      
     
	 PROJECT NO.

      

	SECTION C  -  ASSESSMENT RECOMMENDATIONS – BY HOME MODIFICATION SPECIALIST
	 DATE ASSESSMENT COMPLETED
       
	 SERVICE PLAN AGREEMENT

  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	APPROVED RECOMMENDATIONS (Assessed by the Home Modification Specialist (C.E.A.C.)
 FORMCHECKBOX 
 Ramp only request*

 FORMCHECKBOX 
 Ramp to access home

 FORMCHECKBOX 
 Modify bathroom door

 FORMCHECKBOX 
 Modify bedroom door

 FORMCHECKBOX 
 Modify shower
 FORMCHECKBOX 
 Modify sink
 FORMCHECKBOX 
 High-Rise/Elongated Toilet
 FORMCHECKBOX 
 Handrails
 FORMCHECKBOX 
 Other:      

	

	HOME MODIFICATION SPECIALIST’S NAME

     
	 HOME MODIFICATION SPECIALIST’S SIGNATURE

 
	 DATE

      

	SECTION D  -  HEALTH CARE SERVICES REVIEW OF MEDICAL NECESSITY

COMPLETED BY THE MEDICAL DIRECTOR

	MEDICAL DIRECTOR’S NAME (Print)
     
	 MEDICAL DIRECTOR’S SIGNATURE (When applicable)
 
	  FORMCHECKBOX 
 Approve

  FORMCHECKBOX 
 Deny
	 DATE

      

	SECTION E  -  PROJECT COST –COMPLETED BY THE HOME MODIFICATIONS UNIT

	PROJECT COST

$      
	 AWARDED PROVIDER

      
	 AHCCCS PROVIDER NO.

      

	BUSINESS COORDINATOR’S/DESIGNEE’S NAME (Print)

     
	 BUSINESS COORDINATOR’S/DESIGNEE’S SIGNATURE

 
	 DATE

      

	SECTION F  -  DISTRICT REVIEW ACKNOWLEDGEMENT OF PROJECT COST BY DPM/DESIGNEE

	DPM/APM OR REPRESENTATIVE’S NAME (Print)
     
	 DPM/APM OR REPRESENTATIVE’S SIGNATURE

 
	 DATE

      


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, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008; the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation. 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. • Free language assistance for DES services is available upon request.
