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Medically Dependent Children Program
Respite Service Authorization
Texas Department of Aging and Disability Services Logo
Section B: Provider Authorization
Section A: Individual Information
Section C: Case Manager Signature and Information
Section D: Provider Response to Service Authorization
IPC Period
Individual Plan of Care (IPC) Period
B1: Service Code and Provider Type for Home and Community Support Services (HCSS) Providers (check only one box per form)
Typical week(s) based on Primary Caregiver's need for Respite
The primary caregiver may make minor scheduling changes by coordinating with the HCSS provider. These changes must not increase the individual's total monthly hours by more than three times the monthly hours authorized.
B2: Service Code and Provider Type for All Other Providers
The provider may only bill for units of Respite delivered and must not exceed the Units (hrs) Authorized.
Within 14 days of receipt of this form, review, sign in the space indicated and return to the MDCP case manager. For all Initial or Reassessment Service Authorizations, you must submit a copy of the back-up plan to the case manager within 14 days of receipt of this form.  The box below will be marked when a back up plan is required.  Keep a copy for your records.
Section E: Service Authorization Cancellation
10.0.2.20120224.1.869952.867557
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Form 2414
January 2015
Web & Handbooks
Form 2415, Respite Service Authorization
	First and last name of Individual.: 
	Individual's Medicaid number.: 
	Individual Plan of Care (I P C) From date: 
	Individual Plan of Care (I P C) To date: 
	First and last name of the individual's primary caregiver.: 
	Individual's mailing address, including the street number and name, city, state and ZIP Code.: 
	a9: 
	Individual's area code and telephone number.: 
	Provider's Name: 
	Provider's contract number.: 
	Date the provider may begin delivering Respite.: 
	Provider's address, including the street number and name, city, state and ZIP Code.: 
	Amount of units authorized for the provider type from the Authorization Begin Date to the end of the I P C period.: 
	Provider's area code and telephone number.: 
	Amount of weekly Respite units represented in the Week 1 grid on Form 2410.: 
	Number of weeks this typical schedule may apply.: 
	Amount of weekly Respite units represented in the Week 2 grid on Form 2410.: 
	Number of weeks this typical schedule may apply.: 
	Service Code and Provider Type is: 11M – HCSS RN (G0194): 
	Service Code and Provider Type is: 11MS – HCSS RN  Specialized (T1032): 
	Service Code and Provider Type is: 11 – Attendant: 
	Service Code and Provider Type is: 11M – HCSS LVN (G0161): 
	Service Code and Provider Type is: 11MS – HCSS LVN Specialized (T1033): 
	Service Code and Provider Type is: 11Q – Attendant with delegated tasks: 
	Service Code for the authorized Respite service.: 
	Type of provider authorized to deliver Respite.: 
	Unit rate for the service code of the authorized Respite service.: 
	Case Manager's name: 
	Case Manager's area code and telephone number.: 
	Case Manager's address, including street number and name, city, state and ZIP Code.: 
	Case Manager's area code and fax number.: 
	Signature of Case Manager. Press the Enter key to sign electronically.: 
	Date of Case Manager's Signature: 
	The case manager will mark this box at all initials and reassessments to notify the provider agency that a back-up plan is required.: 0
	Provider comments, if applicable.: 
	Signature of Provider. Press the Enter key to sign electronically.: 
	Date of Provider's Signature: 
	Service authorization is cancelled.: 0
	Effective date of service authorization cancellation.: 
	Signature of Case Manager. Press the Enter key to sign electronically.: 
	Date of Case Manager's Signature: 
	Case Manager comments to include specific instructions to the provider regarding the individual's service arrangement.: 



