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CHILDREN’S REVIEW PROGRAM
NOTICE OF LEVEL OF CARE REDETERMINATION

 FORMCHECKBOX 
 Initial


  FORMCHECKBOX 
 Utilization Review


 FORMCHECKBOX 
 Re-assignment

The information contained in this fax is privileged and confidential information.  It is intended for the agency/employee as listed.  If you have received this communication in error, please notify us immediately by phone and return the original fax to the above listed address via the US Postal Service.
TO:

	  REPRESENTATIVE
	AGENCY/FACILITY NAME
	FAX NUMBER

	
	
	


REGARDING:

	CHILD’S NAME (Last, First, M.I.)
	SOCIAL SECURITY #
	INITIAL LEVEL ASSIGNED

	
	
	


CC:

	  REPRESENTATIVE
	AGENCY/FACILITY NAME
	FAX NUMBER

	
	
	


CHILDREN’S REVIEW PROGRAM RESPONSE:

Redetermination request is:  FORMCHECKBOX 
 DENIED
 FORMCHECKBOX 
 CONFIRMED  
Redetermined LOC is _________
Effective Date:________________________________

Reason:

If the redetermined LOC is an increase or decrease, DCBS signature is required:
__________________________
__________________________
____________________________      
________________

Signature of Reviewer

Signature of 2nd Reviewer
Date Complete Request Received        
Date Notice Faxed

Distribution: DCBS worker, PCC
