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Date Submitted to DDD:                                Adult DD:  

Children’s DD:   
ABI:  

 

Waiver Specialist:           Case Manager:         
(Name and Agency) 

    
Participant Name:          Participant Age:       
 

 

Waiver participants, who are not receiving 24-hour residential services but are at significant risk due to 
extraordinary needs that cannot be met in current living arrangement, may request Residential 
Habilitation services if the participant meets one of the following targeting criteria.   
 

Mark the most accurate description of extraordinary need and provide the required 
documentation.  No request will be processed without this documentation. 
 

 A substantial threat to a person’s life or health caused by homelessness or abuse/neglect that is either 
corroborated by the Department of Family Services or Protection & Advocacy Systems, Inc. 

Note: Homelessness is defined by the death or incapacitation of the person’s primary caregiver that results 
in homelessness or inability to live safely in the home. Situations that would not qualify include living in an 
jail, institution, nursing home, or residential facility or family members who no longer wish to be responsible. 

 Submit documentation from Department of Family Services, Developmental Disabilities Division or 
Protection & Advocacy Systems, Inc.  

 

 Situations where the person’s condition poses a substantial threat to a person’s life or health, and is 
documented that waiver residential services are the least restrictive, most appropriate solution. 
 Submit documentation from a physician or psychologist explaining why, without residential services, the 

person’s life or health is in jeopardy. 
 

 Situations where a person has caused serious physical harm to himself, herself or someone else in 
the home, or the person’s condition presents a substantial risk of physical threat to himself, herself or 
others in the home. 
 Submit documentation specific to the type of injury and what other agencies have been involved. 

 

 Situations where there are significant and frequently occurring behavior challenges resulting in danger 
to the person’s health and safety, or the health and safety of others in the home. 
 Submit documentation specific to the type and frequency of behavioral challenges. What other agencies 

and/or professionals have been involved? Please provide contact information. 
 

 Situations where the person’s critical medical condition requires ongoing 24-hour support and 
supervision to maintain the person’s health and safety. 
 Submit documentation from a physician or medical professional explaining what has changed in this 

person’s situation that family and other supports can no longer meet this person’s needs.  
 

 Loss of primary caregiver due to caregiver’s death, incapacitation, critical medical condition, or 
inability to provide continuous care. 
 Submit documentation from a professional from the medical field, Department of Family Services, or a 

professional from the mental health field explaining why the historical caregiver can no longer provide care. 
 

IMPORTANT: No request for out of home residential placement will be considered without supporting 
documentation from professionals outside the DD system. The Division reserves the right to request 
Department of Family Services (DFS) to conduct a review of the home situation.  For children, out of home 
placement will not be considered without significant involvement from DFS. 



Out of Home Placement Request Developmental Disabilities Division 
Phone (307) 777-7115  
Fax (307) 777-6047  

 

2 | P a g e             D e v e l o p m e n t a l  D i s a b i l i t i e s  D i v i s i o n         7 / 0 9  
 

Plan of Care Date            

Date of psychological  or 
neuropsychological report:      

      Diagnosis:       

Date of ICAP       Associated staffing ratio:       

ICAP Service Score (adults)       Requested staffing ratio:       

ICAP Adaptive Behavior 
Quotient (under 21) 

      
 
 

Current IBA $        

Additional Funding Requested:     $      
  

Total Request:     $      
  

 

What other waiver and non-waiver options have been discussed?  For example, would increased personal 
care support the individual so the primary caregiver can continue? Has family counseling been explored? 
 

      
 

 

Out of Home Placement Decision 
 

 
 

Name:  ___________________________               Review Date: ______________ 
 
Presented by Case Manager: _____________________________________ 
   Via: (circle one)          phone   video    in person     written  
 
_____  Approves with request  _____ Approves lesser Dollar amount 
           
_____  Denies request               _____ Requires more information 
 
Reason: ______________________________________________________________________ 
 
_____________________________________________________________________________ 
 
Change in IBA: __________________    Total Budget Approved: _____________________ 
 
 
 

____________________________________          ____________________________________ 
Waiver Program Manager                  Date   Division Financial Manager             Date    
 
 

____________________________________ 
Signature of DDD Administrator         Date 
 


