
Please wait... 
  
If this message is not eventually replaced by the proper contents of the document, your PDF 
viewer may not be able to display this type of document. 
  
You can upgrade to the latest version of Adobe Reader for Windows®, Mac, or Linux® by 
visiting  http://www.adobe.com/go/reader_download. 
  
For more assistance with Adobe Reader visit  http://www.adobe.com/go/acrreader. 
  
Windows is either a registered trademark or a trademark of Microsoft Corporation in the United States and/or other countries. Mac is a trademark 
of Apple Inc., registered in the United States and other countries. Linux is the registered trademark of Linus Torvalds in the U.S. and other 
countries.


Texas Health and Human Services, Form 2465, December 2016
Specialized Services Request
Fax Cover Sheet 
Form 2465
..\..\..\MISC\Images\HHSC-Logo Images\letterfooter.jpg
HHSC Mailing address and telephone number. P.O. Box 13247, Austin, Texas 78711, 4900 North Lamar, Austin, Texas 78751, (512) 424-6500
C:\Users\anthony.carreras\Desktop\HHS Letterhead EC name-01.jpg
Texas Health and Human Services, Form 2465, December 2016
..\..\..\MISC\Images\HHSC-Logo Images\HHS_Logo_BW_M.jpg
Form 2465
December 2016-E 
Attention: PASRR Unit
Specialized Services Request
Area Code and Telephone No.: 512-438-3190Area Code and Fax No.: 512-438-2180         
This form will not be reviewed unless it is complete.         
The individual must have a diagnosis of severe mental illness, an intellectual disability before age 18 or developmental disability (related condition) before age 22 to qualify for Preadmission Screening and Resident Review (PASRR) specialized services.
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Specialized Services Request
Check the correct box for the authorization request attached:
Type of authorization request attached to fax cover sheet
Confidential Information: This communication (including any attached documentation) contains privileged and/or confidential information. If you are not an intended recipient of this communication, please be advised that any disclosure, dissemination, distribution, copying or other use of this communication or any attached document is strictly prohibited. If you have received this communication in error, please notify the sender immediately and promptly destroy all copies of this communication and any attached documentation.  
Check Only One:
Check Only One:
Functional Status at Present (in measurable terms): Do not crowd information
Goals (in measurable terms): Do not crowd information
*Authorization of services does not guarantee payment.
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Specialized Services Request
	Date of fax: 
	Individual or organization fax is being sent to: 
	Area code and fax number of the office sending this fax: 
	Area code and telephone number of the office sending this fax: 
	Number of pages, including the cover sheet, being faxed: 
	Name or organization of Individual sending the fax: 
	Name of the nursing facility representative : 
	Title of the Nursing Facility Representative: 
	Individual was evaluated for Physical therapy: 
	Individual was evaluated for Occupational therapy: 
	Individual was evaluated for speech therapy: 
	Notes or additional comments: 
	Date of Evaluation: 
	Individual was evaluated for new or initial evaluation. Submit initial evaluation.: 
	Individual was evaluated for recertification. Do not send plan of care.: 
	Individual was evaluated for Restart. Submit evaluation.: 
	Name of Individual: 
	Individual's social security number: 
	Individuals Date of Birth: 
	Individual's Medicaid number: 
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