DEPARTMENT OF HEALTH
MEDICAL ASSISTANCE ADMINISTRATION
OFFICE ON DISABILITIES AND AGING
ELDERLY AND PHYSICAL DISABILITIES WAIVER PROGRAM

“ON HOLD” SERVICES FORM

NAME OF CLIENT:

NAME OF PROVIDER AGENCY:

SERVICES HELD: (I CASE MANAGEMENT [[RN [] PCA ] PERS
' | CHORE [] HOMEMAKER [JEAA ] RESPITE

Services are held on this client for the following reasons:

'REASON: DATE(S):
[1 Hospitalized at :
[1 Held in Emergency Room for observation
[1 Admitted to Nursing Home
{1  Admitted to | _Rehab Center
[1 Patient taken out of town by family member
[1 Other
[1 Other

The following individuals were notified that the client’s services were placed on hold:
]  Medical Assistance Administration

i Physician

| Case Manager
]

]

]

Direct Care Provider-
PERS Provider
EAA Provider

P p— — —— po-——

Signature/Title: Date:

CLIENT RETURNED TO SERVICE ON THE DATE OF:

The above involved individuals were notified: - [] Yes . [INo

On-Hold Services 07/03/03




