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To request reimbursement for Transition Assistance Services (TAS) and/or Pre-Enrollment Minor Home Modifications (MHMs) that the Texas Department of Aging and Disability Services (DADS) previously approved via Form 8604, Transition Assistance Services (TAS) Assessment and Authorization, and/or Form 8611, Pre-Enrollment MHM Authorization Request, include the following in the packet submitted to the Program Enrollment/Utilization Review Unit:
•      For TAS services: A copy of Form 8604 signed by a DADS representative authorizing reimbursement.
•      For pre-enrollment MHM and pre-enrollment MHM assessments: A copy of Form 8611 signed by a DADS representative authorizing reimbursement.
•      Copies of invoices detailing authorized expenditures. 
•      Proof of payment. 
•      Assessment documents completed in accordance with MHM procurement requirements.
Note: HCS providers may request reimbursement from DADS no sooner than 30 days after the applicant's approved enrollment date, when an applicant's enrollment into HCS has not occurred.
Mail or Fax To:
Texas Department of Aging and Disability Services         Program Enrollment/Utilization Review                  P. O. Box 149030, Mail Code W-551
Austin, TX 78714-9030
Fax: 512-438-4249   Do not fax more than 25 pages without prior approval.
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