CD/DD INTERDIVISIONAL PLAN AND AGREEMENT


	This document affirms the Division Directors’ joint approval for CD to pay the state match for placement of the child named below, who is in its care and/or custody, under the Medicaid HCBS Waiver for persons with developmental disabilities.  Attach other pages as needed.

	Child:
	Name:

     
	D.O.B.

     
	Medicaid DCN #

     

	 Residential Provider:

     
	Address Where Child Resides/Will Reside:

     

	Benefits (Specify SSI, etc.)

     
	Benefit Amount:

     
	Payee of Benefits:

     

	DD:
	DD Support Coordinator:

     
	DD Regional Office:

     

	CD:
	CD Caseworker:

     
	CD County Office:

     
	CD RCST Coordinator:

     

	OTHER PLANNING TEAM MEMBERS:          


	EFFECTIVE DATE OF IDA:
	START:
	     
	STOP:
	     

	SERVICE PLAN:
	COST ESTIMATES

	Non-Waivered Services Source
	Monthly Cost
	
	Daily Rate
	CD Daily Cost
	DD Daily Cost
	Other

	Room & Board
	     
	
	$   0.00
	     
	     
	     

	Personal Spending
	     
	
	$   0.00
	     
	     
	     

	Other:        
	     
	
	$   0.00
	     
	     
	     

	Total Cost:
	$   0.00
	
	$   0.00
	$   0.00
	$   0.00
	$   0.00


	Waivered Services Source
	Monthly Cost
	
	Daily Rate
	CD Daily Cost
	DD Daily Cost
	Other

	Res Hab/ISL*
	     
	
	$   0.00
	     
	     
	     

	Res Hab/Group Hm.
	     
	
	$   0.00
	     
	     
	     

	Other:        
	     
	
	$   0.00
	     
	     
	     

	Total Cost:
	$   0.00
	
	$   0.00
	$   0.00
	$   0.00
	$   0.00

	State Match (40%)
	$   0.00
	
	$   0.00
	
	
	

	**Regional Office and ISL Budget

	COMMENTS:               

	Local Approval:

	CD RCST Area Coordinator:

     
	Date:

     
	DD Regional Director:

     
	Date:

     

	Central Office Approval:

	CD Division Director or Designee:

     
	Date:

     
	DD Division Director or Designee: 

     
	Date:

     

	Copies To:
	CD Caseworker:

     
	CD RCST Area Coordinator:

     
	DD Support Coordinator:

     


