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Involuntary Termination of Consumer Directed Services (CDS)
Individual Plan of Care (IPC) Cover Sheet
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February 2012-E
 Program Type (check one):          
 Indicate IPC Request: (Refer to 40 Texas Administrative Code (TAC) §41.407 for expanded reasons.) 
●    Signed IPC form 
●    Service planning team meeting justifying* the involuntary termination of CDS 
 Include the following in the packet submitted to Program Enrollment/Utilization Review (PE/UR):          
 *The justification submitted must include:          
●    the reasons why the involuntary termination is recommended;  ●    the employer's/designated representative's back-up plan for the issue/service in question, if applicable;  ●    the employer's/designated representative's plan of correction for the issue/service in question, if applicable; ●    a description of the service planning team's attempts to resolve the issues in question;  ●    other documentation justifying the involuntary termination recommendation; and  ●    conditions and time frames recommended by the service planning team for re-enrollment into CDS. 
To/From:
Texas Department of Aging and Disability Services  Utilization Management and Review, IDD Waivers Program Enrollment/Utilization Review (PE/UR) 	
Mailing Address:                                     
P. O. Box 149030, Mail Code W-355                  
Austin, TX 78714-9030 
Physical Address:                                     
701 W. 51st Street, Mail Code W-355                   
Austin, TX 78751 
FAX: 512-438-4249 (Do not fax more than 10 pages without prior approval.)
From/To:
 Provider Contact Information: 
 Local Authority (LA) Contact Information 
 Individual Information:          
 Legally Authorized Representative (LAR) contact information, if applicable. If no LAR, list individual's information.          
Does any correspondence sent to the LAR or individual need to be translated into another language?          
 State Office Use Only: 
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Involuntary Termination of Consumer Directed Services (CDS) Individual Plan of Care (IPC) Cover Sheet
	Program type. Home and Community-based Services HCS. : 
	Program type. Texas Home Living TxHmL.: 
	I P C request.  Immediate termination due to immediate jeopardy of individual's health or welfare.: 
	I P C request. Immediate termination due to DADS or other government agency recommendation.: 
	I P C request. Termination due to recommendation by service planning team  - reasons outlined in TAC, Chapter 41.: 
	A13: 
	A14: 
	Provider's Fax Area Code and Telephone Number.: 
	Provider's Area Code and Telephone Number.: 
	Provider's Component Code: 
	Provider's Contract Number: 
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	A27: 
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	Individual's Client Assignment and Registration System C A R E, Identification Number: 
	Individual's Medicaid Number: 
	Individual's Date of Birth: 
	Individual's Age: 
	Legally Authorized Representative, L A R, Name: 
	Legally Authorized Representative, L A R, area code and telephone number: 
	Legally Authorized Representative, L A R, Street address, city, state and zip code: 
	Yes. Correspondence sent to L A R or individual needs to be translated to another language: 
	No. Correspondence sent to L A R or individual does not need to be translated to another language: 
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