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The LIDDA has determined the individual meets the following criteria:
•     The individual is at least 21 years of age.
•     The individual currently resides in a nursing facility.
•     The individual has expressed a desire to live in a community setting.
•     It is not within the first 30 days after the individual's admission if the individual was admitted to the nursing facility for rehabilitative purposes.
Fax Completed form to: DADS Local Procedure Development Support Section, Attn: Mendy Blevins at 512-438-5220.
Fax Completed form to, DADS Local Procedure Development Support Section, Attention Mendy Blevins at 512-438-5220.
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