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Medicaid Personal Care (MPC) Application


Client Name/ID (or affix label)	Contact Information:

Click here to enter text.	Clinician Name Click here to enter text.
	Phone # Click here to enter text.
[bookmark: Check1]|_| Applicable Authorizations to Release
Information have been completed.	Fax # Click here to enter text.

Expiration date of clients current NSMHA
Authorization:  Click here to enter text. (client
must have a current NSMHA auth)


Reason for Request:  (include a current description of basic needs, current living situation and history of residential or specialized housing)
Click here to enter text.

Proposed use of MPC for individual care:
Click here to enter text.



Date Completed:  Click here to enter text.  Clinician Signature:  	

Fax this application and the following information to the HCS Office and NSMHA at 360-416-7017:
· HCS Application (needed with initial authorization only)
[bookmark: Check3]|_| Initial Authorization request	|_| Re-authorization request
· Most recent Mental Health Assessment, which includes diagnoses
· Most current Treatment/Recovery Plan
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