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Texas Department of Aging and Disability Services
Form 2416
March 2010-E
Medically Dependent Children Program
Minor Home Modifications and Adaptive AidsService Authorization
Section A: Individual Information
Section B: Requested Service and Personal Costs
Service Requested:
Personal Costs:
Signature:
I understand I am responsible for paying any personal costs and these personal costs will be negotiated between the provider and me.
Section C: Service Authorization
Individual Plan of Care (IPC) period for which service is authorized:
Type of Service Authorized:
Case Manager Signature and Information
Section D: Provider Information
Review this form and sign in the space below. Within 14 calendar days of receipt of this form, return a signed copy to the case manager. Keep a copy for your records.
10.0.2.20120224.1.869952.867557
DADS
Form 2416
04/22/2014
Forms and Handbooks
Minor Home Modifications and Adaptive Aids Service Authorization
	Individual's full name: 
	Individual's medicaid number: 
	Full name of Individual's parent or legal guardian: 
	Individual's complete address, with city, state and zip code: 
	Individual's county of residence: 
	Individual's telephone number with area code: 
	Type of service requested is minor home modifications, MHM: 
	Type of service requested is Adaptive Aids, AA: 
	No. No personal costs have been identified with the request or bids submitted. The parent, guardian or individual does not sign below.: 
	Yes. Personal costs were identified with the request or bids submitted. Read and sign below.: 
	Signature of Parent, Guardian or Individual accepting responsibility for paying any personal costs and that the personal costs will be negotiated with the provider.: 
	Date of Parent, Guardian or Individual's Signature: 
	Individual care Plan, IPC, authorized from this date: 
	Individual care Plan, IPC, authorized to this date: 
	Amount previously authorized for Minor Home Modifications, MHM. Amount must not exceed $7,500 lifetime limit.          $: 
	Amount previously authorized for Adaptive Aids, AA. Amount must not exceed $4,000 limit per IPC period.: 
	Type of Service Authorized is MHM, ramp.: 0
	Specifics on location of ramp installation: 
	Type of service authorized is MHM, doorway widening: 0
	Specifics on location of door to be widened: 
	Type of service authorized is MHM, bathroom modification: 0
	Specifics on what modifications will take place in the bathroom. Line 1 of 2.: 
	Specifics on what modifications will take place in the bathroom. Line 2 of 2.: 
	Type of service authorized is MHM, maintenance: 0
	Specifics on what type of maintenance modifications will be done: 
	Type of service authorized is AA.: 0
	Specifics of what types of adaptive aids will be provided: 
	Amount approved by DADS, based on amount requested and bids submitted: 
	Signature of Case Manager: 
	Date of Case Manager's Signature: 
	Case Manager's telephone number with area code: 
	Typed or Printed name of Case Manager: 
	Case Manager's office address with city, state and zip code: 
	Case Manager's fax number with area code: 
	Yes. Service authorization has been cancelled: 0
	Effective date of service authorization cancellation: 
	Provider's contract number : 
	Provider's full name : 
	Provider's telephone number with area code: 
	Provider's full address with city, state and zip code: 
	Provider's fax number with area code: 
	Signature of Provider Contact: 
	Date of Provider Contact's Signature: 



