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Note: If this transfer involves only Financial Management Service Agencies (FMSAs), DO NOT complete Page 1. If this transfer involves both program providers and FMSAs, complete the applicable sections on Pages 1 and 2.
Individual Information – To be completed by a Local Intellectual and Developmental Disability Authority (LIDDA) Service Coordinator (SC) and signed by the individual or his/her Legally Authorized Representative.
Waiver Program
My signature indicates that I have chosen to transfer my waiver program services to the program provider listed below in the “Receiving Program Provider” section of this form and that I agree with the transfer effective date above.
LIDDA and SC Information – To be completed by an LIDDA SC. 
Section I - Transferring Program Provider Information – To be completed by the transferring program provider’s representative. 
My signature indicates that I have provided accurate information in this section and that I agree with the transfer effective date above. 
Section II - Receiving Program Provider Information – To be completed by the receiving program provider’s representative. 
My signature indicates that I have provided accurate information in this section and that I agree with the transfer effective date above.
Note: The LIDDA SC must ensure all of the appropriate pages of this form are completed and signed, including the “Transfer Worksheet” on Page 3. 
The LIDDA SC is required to submit all applicable pages of this form and the transfer IPC.
Note: If this transfer involves only program providers, DO NOT complete Page 2. If this transfer involves both FMSAs and program providers, complete the applicable sections on Pages 1 and 2.
Individual Information – To be completed by an LIDDA SC and signed by the individual or his/her Legally Authorized Representative. 
Waiver Program
My signature indicates that I have chosen the FMSA listed below in the “Receiving FMSA” section of this form to assist me with the Consumer Directed Services (CDS) option and that I agree with the transfer effective date above.
LIDDA and SC Information – To be completed by an LIDDA SC.
Section III - Transferring FMSA Information – To be completed by the transferring FMSA’s representative. 
My signature indicates that I have provided accurate information in this section and that I agree with the transfer effective date above.
Section IV - Receiving FMSA Information – To be completed by the receiving FMSA’s representative. 
My signature indicates that I have provided accurate information in this section and that I agree with the transfer effective date above. 
Note: The LIDDA SC must ensure all of the appropriate pages of this form are completed and signed, including the “Transfer Worksheet” on Page 3. 
The LIDDA SC is required to submit all applicable pages of this form and the transfer IPC. 
Transfer Worksheet
Column (1) – To be completed by the LIDDA SC based on the information currently showing in CARE Screen C72.
Column (2) – To be completed by the transferring program provider or FMSA representative. Enter the number of units/dollars provided but not yet billed, or to be provided before the transfer effective date. This is the amount that the transferring program provider or FMSA representative is requesting to reserve for billing after the transfer has been authorized. Note: Leaving the field blank next to any service in this column is regarded as a zero (0). No units/dollars will be reserved.
 
Column (3) – To be completed by the LIDDA SC. Add Columns (1) and (2) and enter the totals in Column (3) for each service. This represents the total number of units/dollars available for each service to the transferring program provider or FMSA.
 
Column (4) – To be completed by the LIDDA SC. Enter the number of units/dollars for each service to be provided by the receiving program provider or FMSA on the transfer effective date through the IPC end date.
 
Column (5) – To be completed by the LIDDA SC. Adds Columns (3) and (4) and enter the totals in Column (5) for each service. 
This represents the total number of units/dollars that must be reflected on the IPC.
See Form 3617 Instructions for additional information.
Waiver Program Service
(1) Units/Dollars Claimed
(2) To Be Reserved  for Transferring Program Provider/FMSA
(3) Totals for Transferring Program Provider/FMSA
(4) To Be Provided  by Receiving Program Provider/FMSA
(5) Total for  Transfer IPC
Adaptive Aids (AA)
Adaptive Aids – Requisition Fee (AAR)
Audiology (AU)
Behavioral Support (BES)
Cognitive Rehabilitation Therapy  (CRT or CRTV) (HCS only) 
Community Support (CS) (TxHmL only)
Day Habilitation (DH)
Dental (DE)
Dental Requisition Fee (DER)
Dietary (DI)
Employment Assistance (EA or EAV)
Financial Management Service (FMS) 
Host Home/Companion Care (FC)  (HCS only)
Minor Home Modifications (MHM)
Minor Home Modifications – Requisition  Fee MHMRE)
Nursing – LVN (NUL or NULV)
Nursing – RN (NUR or NURV)
Nursing – Specialized LVN  (NULS or NULSC)
Nursing – Specialized RN  (NURS or NURSV)
Occupational Therapy (OT)
Physical Therapy (PT)
Residential Support Services (RSS) (HCS only)
Respite (REH or REHV)
Social Work (SW) (HCS only)
Speech/Language Pathology (SP)
Supervised Living (SL) (HCS only)
Support Consultation (SCV)
Supported Employment (SE or SEV)
Supported Home Living (SHL or SHLV) (HCS only)
Transportation (TR or TRV)
CFC Personal Assistance Service/Habilitation (CFPH or CFPHV)
CFC Emergency Response Services (CFERS)
CFC Financial Management Services (CFFMS)
CFC Support Consultation (CFSCV) 
Billing Representative Statement (you must check one): 
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