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Texas Home Living (TxHmL) or Home and Community-based Services (HCS)Request to Continue Suspension of Waiver Program Services 
Form 3615
June 2015-E
Waiver Program
Original Reason for Suspending  Waiver Program Services (select only one): 
The service coordinator is required to submit ALL of the following documentation:
Note: If the original reason for suspending waiver services is "nursing facility," a written diagnosis and prognosis from a physician, physician's assistant, registered nurse or licensed vocational nurse must be included in the submission. 
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Forms and Handbooks
Request to Continue Suspension of Waiver Program Services
	Type of waiver program is Texas Home Living, TxHmL: 
	Type of waiver program is Home and Community-based Services, HCS: 
	Client Assignment and Registration identification number or client identification number: 
	Individual's last name, comma and first name: 
	Individual's local case number: 
	Individual's medicaid number: 
	Individual's date of birth, as 2 digit month, 2 digit day and 4 digit year: 
	Date individual's services were suspended: 
	Name of Local Intellectual and Developmental Disabilities Authority: 
	Service Coordinator's, SC's, last name, comma and first name: 
	SC's area code and telephone number: 
	SC's telephone extension number: 
	SC's email address: 
	A15: 
	Program providers component code: 
	Program providers vendor number: 
	Financial Management Services Agency  Legal Name, do not use DBA name: 
	CDSA's component code: 
	CDSA's vendor number: 
	Original reason for suspending waiver program services is loss of financial eligibility: 
	Original reason for suspending waiver program services is Hospitalization, for medical reasons: 
	Original reason for suspending waiver program services is elopement: 
	Original reason for suspending waiver program services is Crisis stabilization, if the individual has been admitted to a non-state operated psychiatric hospital or treatment center : 
	Original reason for suspending waiver program services is Hospitalization (psychiatric), only if the individual has been admitted to a state operated psychiatric hospital : 
	Original reason for suspending waiver program services is Vacation or furlough: 
	Original reason for suspending waiver program services is Incarceration: 
	Original reason for suspending waiver program services is if the individual has been admitted to a state supported living center: 
	Original reason for suspending waiver program services is if individual is in a Nursing facility: 
	Original reason for suspending waiver program services is if individual is in Intermediate care facility for individuals with an intellectual disability or a related condition (ICF/ID-RC): 
	The service coordinator is required to submit written explanation of the reason waiver program services were originally suspended: 0
	The service coordinator is required to submit written justification for requesting to continue suspension of waiver program services: 0
	The service coordinator is required to submit 90 day, 180 day and 270 day review documentation: 0
	Printed Name of Individual or Legally Authorized Representative: 
	Signature of Individual or Legally Authorized Representative: 
	Date of Individual or Legally Authorized Representative's Signature: 
	Printed Name  of Service Coordinator: 
	Signature of Service Coordinator: 
	Date of Service Coordinator's Signature: 
	Printed Name of Provider Representative: 
	Signature of Provider Representative: 
	Date of Provider Representative's Signature: 
	Printed Name  of FMSA Representative, if applicable: 
	Signature of FMSA Representative: 
	Date of FMSA Representative's Signature: 



