DHS-DD-751 - Termination	Department of Human Services
	Division of Developmental Disabilities 
	
	Provider Initiated Termination Notice 

[bookmark: Text1]Participant Name:      

[bookmark: Text2]Address:      

CSP: Choose an item.

CM Provider/CM: Choose an item.

[bookmark: Text3]CM Email:      

[bookmark: Text6]CSP Email:      

Date provider initiated the termination: Click here to enter a date.

Date of termination (provide the anticipated date the participant is leaving services, provider is required to provide at least 30 days’ notice): Click here to enter a date.

Type of termination:
☐ CSP Initiated 
☐ CFCM Initiated 

Once a new provider is identified an SCR will need to be submitted identifying new provider and services. 

Date SCR was initiated for provider changes if applicable:Click here to enter a date.

[bookmark: Text4]Reason provider is terminating:      

[bookmark: Text7]Brief history of services prior to enrollment:          

[bookmark: Text8]Summary of significant events during the period of service to the participant (What worked well, what should stay the same, what didn’t work well, and what would you change):             

Supporting documentation for termination of services required to be submitted to DDD by the terminating provider. 

To be submitted at the time of the 751
☐Critical Incident Reports
☐Legal Records, if applicable
☐Team Meeting Notes
☐Quarterly Monitoring

To be submitted during the 30 days prior to the termination date: 
☐List of providers who have received applications for the participants
☐Summary of follow up to any application submitted
☐Team meeting notes


Date the terminating provider educated participant and or guardian information regarding appeal rights: Click here to enter a date.

[bookmark: Text5]Summary of conversation or supporting documentation on how information was provided on appeal rights and alternative services in an accessible format to the participant/guardian:       


[bookmark: Text9]Provider’s request for further assistance from the Division of Developmental Disabilities:      

[bookmark: _GoBack]Date the terminating provider provided participant and or guardian information regarding other services and providers available to the participant: Click here to enter a date.


ARSD requires notification to the following applicable parties within 24 hours of the provider initiating a termination: 

Division of DD  Click here to enter a date.					
Participant Click here to enter a date.
Participant’s parent/guardian Click here to enter a date. 
Participants Advocate  Click here to enter a date.
Participants CSP Click here to enter a date.
Participants CFCM Click here to enter a date.



Signature of Case Manager								Date


Signature of CSP Representative							Date

DD use only: 

Date/initials PS received discharge notice:  ___________________
Date PS reviewed additional documentation provided with notice ____________
Date/initials discharge summary is due to PS: _________________
Date/initials PS received discharge summary: _________________
Date/initials submits discharge paperwork to OWM: ____________
Date/initials OWM submits 730 to DSS:________________________
Date/initials paperwork is submitted to Fiscal PM:_______________
Date/initials entered on SBR database:________________________

Results of termination: 
☐Nursing home 	☐Moved out of State	☐Returned to family home 		
☐Went to SDDC	☐Went to HSC		☐Went to Correctional Facility
☐Lost HCBS eligibility 	
☐Other ______________________________

