[ASAP NAME]
 Consumer Directed Care
 NOTICE OF ELIGIBILITY

CONSUMER: _______________________________________________




FISCAL INTERMEDIARY: ______________________________________
Based on a review of your application, we have determined that you are eligible to receive: Consumer Directed Care Services.
Your start date to receive services is: ___________________________
Services provided prior to the start date identified above will not be eligible for payment. 

Please notify your ASAP care manager of any change in service need(s), worker arrangement, living arrangement, or income.

Care Manager:









_____
Date:




__________________________________________
Telephone Number:








__________
Consumer Signature: ____________________________________________________
Rev 5.18


