Children & Youth Supported Community Living

Notice of Change/Status Form
This form is used to track and provide youth placement and the DMH payment to the designated out of home placement services a youth requires.  The expediency of completion determines the speed of financial payment.  
	Please FAX this Notice of Change/Status Form to:
	     


	Client Name:
	     
	Your agency’s name:
	     


	County of family residence OR CD County Office of Custody if rights terminated:
	     


	Designate service type :
	
	Residential:
	
	Treatment Family Home
	
	CPS/DD Interdivisional Agreement


	
	Other  service type, specify:
	     


	New Admission:      Admit Date:
	     
	Vendor name/number:
	     


	Estimated length of stay and payment authorization:
	     


	Discharge:     Discharge date:
	     
	Discharge from what vendor:
	     


	Discharged where and to whose custody:
	     


	Transfer:     Transfer date:
	     
	


	     From:  Vendor name/number:
	     


	     To:  Vendor name/number:
	     


	Financial:   Daily rates to be applied to contract:
	$     
	CD co-pay
	$     


	DD co-pay
	$     
	Family co-pay
	$     
	Other funding; specify
	$     


	Voluntary Placement Agreement:   Yes :
	
	No
	
	       Effective Date:
	


	Anticipated ending date of VPA (180 days):
	     
	


	Personal spending @ :
	$     
	Transportation:
	$     


	Other funding needs & costs (please specify):
	     


Inactive SCL Status:  This is used to allow the EOC to remain open in SCL when the child/youth is placed out of the SCL facility temporarily.  All funding to the SCL facility will be suspended until the child/youth is readmitted to the facility or admitted to a new SCL facility.  
Start Date of Inactive Status:      
Projected End Date of Inactive Status:      
Reason for Inactive Status (hospitalization, elopement, etc.):      
Bed Hold:  This is used to hold the bed and continue payment to the facility when the youth is hospitalized (or otherwise temporarily placed out of the facility) as not to lose the placement in the youth’s absence.
	If hospitalized, specify type of hospitalization:                             Medical
	
	     Psychiatric
	


	If hospitalized in a psychiatric facility, also specify if facility is :
	Local/Private Facility
	
	DMH Facility
	


	Name of Hospital/other out temporary placement for the bed hold:
	     


	Admission date to hospital/other:
	     
	Discharge date from hospital/other:
	     


	Agency staff submitting form:
	     
	Date:
	     


	Youth DMH/CIMOR #:
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