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DCF-3010
11/2012 (New)

                  Unique Service Expenditure Application

	

	First Name:
	     
	Last Name:
	     
	DOB:
	     

	Age:
	 FORMDROPDOWN 

	Area Office:
	 FORMDROPDOWN 

	DCF Legal Status:
	 FORMDROPDOWN 


	Gender:
	 FORMDROPDOWN 

	Ethnicity:
	 FORMDROPDOWN 

	Education Status:
	 FORMDROPDOWN 


	FSIQ:
	 FORMDROPDOWN 

	Case No.
	     
	PID:
	     

	
	
	Incarceration Hx.
	 FORMDROPDOWN 

	Time Incarcerated:
	 FORMDROPDOWN 



N
	Clinical Information

	Select Yes if the client has any of the following:
	Enter the most current clinical diagnosis/diagnoses (one diagnosis per line)

	ABI/TBI (brain injury) 
	 FORMDROPDOWN 

	1.      

	Autism Spectrum Disorders (ASD)
	 FORMDROPDOWN 

	2.      

	Complex Medical Needs
	 FORMDROPDOWN 

	3.      

	Currently prescribed psychiatric medication(s)
	 FORMDROPDOWN 

	4.      

	Obesity (as a focus of treatment)
	 FORMDROPDOWN 

	5.      


N
	Placement Information

	Current living situation /placement:  FORMDROPDOWN 


	The number of previous placements (Include all out-of-home living arrangements before the current placement)
	 FORMDROPDOWN 


	The number of previous psychiatric hospitalizations (include all in-patient stays and crisis stabilizations)
	 FORMDROPDOWN 



	The Purpose of the USE Plan is to:  FORMDROPDOWN 



	Describe the child's needs that cannot be met through usual and customary DCF funding (limited to 3000 characters).

	     


N

	Briefly describe how the services will be implemented for            's USE plan (limited to 2000 characters).

	     


	 Budget Information for USE Plan of             $

	Estimated Start Date of USE plan:      
	Estimated End Date of USE plan:       

	Credentialed Services

	Service Category
	Service
	Name of Provider 
	$Cost/Unit     X   Duration
	Total $

	 FORMDROPDOWN 

	     
	     
	     / FORMDROPDOWN 
 X       
	0 FORMTEXT 

$0.00


	 FORMDROPDOWN 

	     
	     
	     / FORMDROPDOWN 
 X       
	0 FORMTEXT 

$0.00


	 FORMDROPDOWN 

	     
	     
	     / FORMDROPDOWN 
 X       
	0 FORMTEXT 

$0.00


	 FORMDROPDOWN 

	     
	     
	     / FORMDROPDOWN 
 X       
	0 FORMTEXT 

$0.00


	$ Budget Information $

	Foster Care Services

	Service Category
	Service
	Name of Provider 
	$Cost/Unit     X   Duration
	Total $

	 FORMDROPDOWN 

	     
	     
	     / FORMDROPDOWN 
 X       
	0 FORMTEXT 

$0.00


	 FORMDROPDOWN 

	     
	     
	     / FORMDROPDOWN 
 X       
	0 FORMTEXT 

$0.00


	 FORMDROPDOWN 

	     
	     
	     / FORMDROPDOWN 
 X       
	0 FORMTEXT 

$0.00


	$ Budget Information $

	Contracted Services

	Service Category
	Service
	Name of Provider 
	$Cost/Unit     X   Duration
	Total $

	
	     
	     
	     / FORMDROPDOWN 
 X       
	0 FORMTEXT 

$0.00


	
	     
	     
	     / FORMDROPDOWN 
 X       
	0 FORMTEXT 

$0.00


	
	     
	     
	     / FORMDROPDOWN 
 X       
	0 FORMTEXT 

$0.00


	$ Budget Information $

	Other Services

	Service Category
	Service
	Name of Provider 
	$Cost/Unit     X   Duration
	Total $

	
	     
	     
	     / FORMDROPDOWN 
 X       
	0 FORMTEXT 

$0.00


	
	     
	     
	     / FORMDROPDOWN 
 X       
	0 FORMTEXT 

$0.00


	
	     
	     
	     / FORMDROPDOWN 
 X       
	0 FORMTEXT 

$0.00


	
	     
	     
	     / FORMDROPDOWN 
 X       
	0 FORMTEXT 

$0.00


	
	     
	     
	     / FORMDROPDOWN 
 X       
	0 FORMTEXT 

$0.00


	Total Cost of Plan
	$   0.00


N
	The following items need to be completed to ensure timely processing of the USE Plan:

	Date the USE Plan was referenced or entered into LINK.
	     

	The AO/Region has submitted a payment authorization form to the provider(s).
	 FORMDROPDOWN 


	The AO/Region has verified that the providers listed above use credentialed, licensed or certified staff.
	 FORMDROPDOWN 


	The USE Plan has been approved by the appropriate Regional personnel prior to submission of the Plan.
	 FORMDROPDOWN 


	The USE Plan will be funded via a transfer invoice from or to another agency.
	 FORMDROPDOWN 



N
	Target Objectives/Outcomes for              (Select up to 2 objectives/service)

	Service(s)
	Primary Objective 
	Secondary Objective 

	Credentialed Services

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	      REF Service4  \* MERGEFORMAT 
     

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	Foster Care Services

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	Contracted Services

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	Other Services

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 



	Regional Authorization/Approval for the USE Plan by: 
	Date Approved

	     
	     


	Date the Plan was approved by the USE  Plan Review Team:
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