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Support Level Review Request Form
	Member Information

	First Name: Enter First Name  
	 M.I.: Enter Middle Initial  
	Last Name: Enter Last Name

	Medicaid ID#: Enter Medicaid ID                  
	Date of Birth: Enter DOB text.

	Type of most recent assessment: Choose an item.
	Date of most recent assessment: Choose date.

	Risk Factors Impacting Support Level: 
☐ Extreme Safety Risk to Self	☐ Extreme Safety Risk to Others
☐ Risk Factor Transition	☐ No Risk Factors

	Calculated Support Level: Choose an item.
	Current Support Level:
Choose an item.
	Requested Support Level: Choose an item.
	Review Type:
Choose an item.

	Most recent SLR submission date: Enter date.   
	Outcome: Enter outcome (free text).

	Support Level 7 Budget Sheet Completed by Provider(s) and Included with Request (SIS/ISLA, DD Waiver):  ☐ Yes	☐ No	☐ N/A

	Individual Services and Supports Information

	Residential Setting: Choose setting.                             
	HCBS Waiver: Choose waiver.

	Certification Start Date:  Enter start date.        
	Certification End Date: Enter end date.

	Residential Habilitation Agencies:  Enter Res Hab agencies.

	Day Habilitation Agencies:  Enter Day Hab agencies.

	Educational/Vocational Agencies: Enter Educational/Vocational Agencies.

	Other Provider Agencies:  Enter other agencies.

	Other Agencies:  Enter agencies.



	Name of individual, legal guardian, authorized representative, or family member that reviewed this information. Please include the member’s address if the letter needs to go directly to the member.

	Name:  Enter Name.
	Relationship: Enter Relationship.

	Email: Enter Email.
	Date Reviewed and Approved: Enter date.

	Mailing Address: Enter mailing address.



	Case Management Agency (CMA) Information

	CMA: Enter CMA
	Contact Name: Enter contact name.

	Case Manager: Enter case manager name.
	Date Submitted: Enter date submitted.

	Email: Enter email.
	Phone: Enter phone number.



Answer ALL the following questions to demonstrate and justify how the Member’s situation meets the criteria for an increased Support Level.  
	1. Indicate MIT members who were a part of the Support Level Review planning process; 
check all that apply.

	☐ Advocate 
	☐ Legally Authorized Representative

	☐ Behaviorist
	☐ Medical Professional

	☐ Case Manager
	☐ Member

	☐ County Staff
	☐ Mentor

	☐ Day Habilitation (administration)
	☐ Parent(s)/Foster Parents

	☐ Day Habilitation (staff)
	☐ Personal Care/Homemaker Staff

	☐ Detention Staff
	☐ Regional Center Admin/Staff

	☐ Educational Team
	☐ Residential Habilitation (administration)

	☐ Family Member(s)/Kinship
	☐ Residential Habilitation (staff)

	☐ Friend(s)
	☐ Respite Provider

	☐ Job Coach / Job support
	☐ Other: 

	☐ Legal Authorized Guardian/Guardian Ad Litem
	☐ Other: Enter text.

	If any applicable participants were not involved in the planning process, explain why: Enter names of team members who did not participate.

	Conflict of interest evaluated:  ☐ Yes	☐ No 
Please explain any conflict of interest identified or mitigated: Enter conflict of interest info.



	2. Waiver Services Utilization – please fill out narrative sections as thoroughly as possible. Then fill out the corresponding waiver services utilization/authorization box. Percentages are auto calculated.

	Please explain any over/under utilization: Enter over/under utilization explanation.

	Describe any barriers to utilization (provider capacity issues, rural/frontier area constraints): Enter barrier information.

	Describe any changes in the members’ service needs: Enter changes in service needs.

	List any open referrals for additional services: Enter open referral information.



Please copy and paste (or insert a screenshot) of the Service Utilization here:




	3. Indicate State Plan Benefits utilized or included in the PCSP and Additional Supports 

	☐ 1:1 Support 
	☐ 2:1 Support
	☐ Awake Overnight Support 
	☐ Behavioral Health 
	☐ CFC 

	☐ Child Welfare 
	☐ Dental 
	☐ Exceptional Travel Time 
	☐ Family Caregiver
	☐ Hospice

	☐ Justice System
	☐ Line of Sight Supervision
	☐ Medicare
	☐ Mental Health or Substance Use Treatment
	☐ Mill Levy / Momentum

	☐ Occupational Therapy
	☐ Other
	☐ Physical Therapy
	☐ Primary Insurance
	☐ Private Duty Nursing / LTHH

	☐ School District
	☐ Speech Therapy
	☐ Specialist(s)
	☐ Specialized Medical Care
	☐ Specialized Medical Protocols

	Duplication of services evaluated: ☐ Yes	 ☐ No

	Please describe all non-waiver services the member accesses on a routine basis. Please explain if the member is engaged with RAE Care Coordination or the outreach by the CMA to the RAE to gather this information. Please include services and explain including the purpose, frequency, and if they are temporary or ongoing. If no services are in place, explain why. Evaluate and comment on duplication of services. Please explain any concerns or outcomes. Please explain all checked boxes. Enter all non-waiver services.



	4. Provide an overview of discrepancies between the SIS/ICAP/ISLA Assessment and current ADL/care needs. This summary must clearly explain how the circumstances and needs were not properly captured by the assessment and Support Level determination process. Please explain significant changes in ADLs/Daily Care needs.

	☐ Bathing
	☐ Behavioral Intervention
	☐ Decision-Making
	☐ Dressing
	☐ Eating

	☐ Expressive Language
	☐ Memory
	☐ Mobility
	☐ Paralysis/Loss of Limb
	☐ Planning/ Follow-Through

	☐ Psychiatric Care
	☐ Receptive Language
	☐ Self-Regulation
	☐ Toileting
	☐ Transfer

	Provide a summary of discrepancies between care needs and the most recent ICAP/ISLA/SIS Assessment or between a prior SLR request and this request: Enter text on discrepancies.



	5. Summarize the Member’s exceptional needs and factors impacting need for SLR:

	 Projected timeline for increased support: Enter years & months. 

	Provide summary: Enter summary text.



	6. Provide a summary of the steps taken to meet support needs leading up to this request. Please report on any team meetings, educational meetings, Creative or Complex Solution meetings, or other MIT meetings that were held for the Member. 

	Meeting Date(s): Enter dates

	Critical Incidents (check all that apply, including reports as witness or N/A if none):

	☐ Abuse
	☐ Criminal Activity
	☐ Death
	☐ Displacement / Abandonment

	☐ Emergency Medical Treatment
	☐ Excessive Property Damage
	☐ Exploitation
	☐ Medication Management

	Referrals and Submissions in Past Year:

	☐ Advocate
	☐ APS/CPS
	☐ CDPHE/CDHS
	☐ Community Support Team

	☐ Emergency DD Enrollment Request
	☐ HCPF Escalations
	☐ Medicaid Fraud Control Unit
	☐ New HRC Submission

	☐ Provider Integrity
	☐ RAE
	☐ RFP
	☐ SLS Exceptions Process

	☐ Tier 3 Day Habilitation
	☐ Other: Enter text.

	Provide summary/outcomes/recommendations: Enter summary or recommendations.



	7. For Risk Factor Transition/Step-Down (HCBS-DD and HCBS-SLS only) Describe the plan included in the Rights Modification to restore the Member’s rights in a comprehensive and structured transitional manner, sometimes referred to as a “fading plan” or “right’s restoration plan.”

	Describe in detail the steps taken in the plan and any progress that has been made to date: Enter steps detail text.

	Describe in detail the extensive supports and supervision levels that are needed to maintain the Member’s and/or community’s safety: Enter supports and supervision text.

	Does the Rights Modification include a controlled environment? ☐ Yes	☐ No
If yes, select all that apply:  
☐ Locked/secured setting	☐ Window/door alarms	☐ Delayed egress
☐ Video/audio monitoring	☐ Other: Enter text.

	Describe in detail how controlled environment rights modification(s) are being or have been reduced to less restrictive methods or discontinued: Enter rights modification text.

	Describe in detail the Support Level necessary to meet the Member’s needs during this transition period: Enter Support Level detail text.



	8. If approved, how will the additional funds be utilized?

	Indicate the nature of the action plan to justify the additional funds for a Support Level increase. (check all that apply)

	☐ Aging Out Transition
	☐ Community Transition
	☐ Long-Term Injury/Illness

	☐ Preserve Current Placement
	☐ Progressive/Neurocognitive Diagnosis
	☐ Risk Factor Transition

	☐ Short-Term Injury/Illness (less than one year)
	☐ Step-down care
	☐ Other Enter text.

	Provide summary: Enter summary text.




	9. What will happen if the funding is not approved? 

	Enter funding text.







	10. Provider statement sections: Providers, please describe how the requested rate increase will be used to enhance member supports, including: specific staffing needs, specialized staff training, supervision of the member, and other extraordinary measures. Focus on how the additional funding changes or increases supports, not on restating information from prior sections. 

CHRP Negotiated Rate requests must include an invoice level rate breakdown and clearly state how funding will be used to support the child/youth in their placement. Please include the overall daily total and breakdown of included supports and justification.


	Enter provider information text.
	Date reviewed by provider: Enter date.




Send completed SLR form, and if applicable, Support Level 7 Budget Sheet 
by encrypted email to: hcpf_supportlevel@state.co.us 
SLR Request Form        Member Last Name: Click or tap here to enter text.      DOB: Click or tap here to enter text. 
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