DPP-886
COMMONWEALTH OF KENTUCKY

Rev. 10/04
CABINET FOR HEALTH AND FAMILY SERVICES 
922 KAR 1:360                              DEPARTMENT FOR COMMUNITY BASED SERVICES


PRIVATE CHILD CARE

CLIENT INTER-AGENCY REFERRAL FORM
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 the Social Service Worker or Private Child Care Worker immediately by telephone.


_______________
___________
    __

Social Service Worker

Referral Date
Private Child Care Worker

From:


To:



DPP Office  /  Region

Private Child Care Agency


Address 

Contract Number


City/State                                       Zip Code

Address




Phone Number 
Fax Number

City/State                                                 Zip Code

A.  Identifying Data


Name of Client
Date of Birth
Social Security Number

     ______
       _______

Race:
 FORMCHECKBOX 

             FORMCHECKBOX 

   FORMCHECKBOX 

               FORMCHECKBOX 
            FORMCHECKBOX 






Age

Sex

Black       White     Spanish American    Asian         American Indian

B.  Reason for Referral

________________________________________________________________________________________________________

C.  Other Pertinent Information (including disabling conditions)


____________________________________________________________________________________________________

D.  Date Sent to Gatekeeper _____________________________ E.  Requested Placement Date  ________________________
F.  Level of Care Determination (To be filled out by Gatekeeper only.)
	DATE RECEIVED
	DATE LOC ASSIGNED
	LEVEL OF CARE ASSIGNED
	DATE FAXED
	SIGNATURE

	
	
	
	
	

	CFC Representative Signature:                                                                             Date:


G.  Private Child Care Use Only
Accepted

Rejected

Date


Reasons for acceptance/rejection:  (use additional page if necessary)

H.  Request for LOC Redetermination (attach written request and supporting documentation)


Submitted By

Title

Date Submitted

Address

Phone

Fax

City/State
Zip Code
Signature
I.  Gatekeeper Response to Request for LOC Redetermination (attach written response)

Redetermined Level of Care








Signature
Date

cc:  Regional Billing Clerk

If you wish to request an administrative hearing based on this redetermination decision, the Cabinet shall receive a completed DPP-154, Service Appeal Request form, within thirty (30) calendar days of the date on the DPP-886.
