County Board Emergency Waiver Capacity Request Form

In order to request an increase in waiver capao#gause of an emergency situation for an indivjdua
please complete this form in its entirety.

ODMRDD will act only upon requests authorized by a County Board Superintendent or a COG
Director acting on behalf of a County Board of MRDD.

Date of Request (DD/IMM/YYYY). [ |

Emergency Waiver Type (check one)

___Individual Options(10) ___Levd One(LD)
Applicant I nformation

Last Name: First Name:

Social Security Number (if known) Medicaid Billing Number (if known)

| affirm that the aboveindividual meetsthecriteriafor an emergency. The emergency isa situation
that createsfor an individual with mental retardation or developmental disabilitiesarisk of
substantial self-harm or substantial harm to othersif action is not taken within thirty days. This
emer gency may include one or more of the following situations:

Loss of present residence for any reason, incluidiggl action;

Loss of present caretaker for any reason, inclug@rgpus illness of the caretaker, change in thetaker's
status, or inability of the caretaker to perforrfeetively for the individual;

Abuse, neglect, or exploitation of the indivatiu
Health and safety conditions that pose a sermisl to the individual or others of immediaterhaor death;

Change in the emotional or physical condition @fithidividual that necessitates substantial
accommodation that cannot be reasonably providatéindividual's existing caretaker.

Please refer to statute regarding “emergencies”, i@fRevised Code (ORC) 5126.042 (A)(1) to (A)(5).

County Name (required) Superintendent/COG Director Name (required)

Email address of Superintendent/COG Director making request (required)

Both of the following boxes must be checked
___lunderstand that by submission of this Emergency Request Form the County Board increasesits obligation for
additional waiver capacity above the current allocation made to individualsresiding in this county for thiswaiver type.

____l understand that responsibility for thelocal match to servethisindividual isthe obligation of the requesting
County Board of MR/DD upon enrollment of theindividual.

SUBMIT THISREQUEST FORM TO: waivercapacity-support@odmrdd.state.oh.us
Or Fax at: (614)644-0501




