RS Additional Service Request - Intake Application
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Application Date:

PEOPLE’S
INDEPENDENCE '

Please check which services you are interested in receiving.
L1 Day Habilitation - site based
[J Day Habilitation - WOW [J Respite - After Hours
[0 Community Habilitation [J Respite - In Home
Location: O Rochester [1Broome

1. PERSON’S INFORMATION
PERSON’S NAME:  LAST FIRST M.I.

DATE OF BIRTH sex. Male [OFemale

CURRENT ADDRESS: STREET

CITY STATE ZIP
PHONE NUMBER: MEDICAID NUMBER:
OTHER INSURANCE: TABS ID #:

EMAIL ADDRESS:

CONTACT PERSON (IF NOT THE INDIVIDUAL): RELATIONSHIP TO INDIVIDUAL

2. CARE MANAGER/COORDINATOR

CARE MANAGER/COORDINATOR’S NAME:

CCO AFFILIATION:

ADDRESS: STREET

CITY STATE ZIP

OFFICE PHONE NUMBER: OFFICE FAX:

EMAIL ADDRESS:

3. CURRENT SERVICE(S) PROVIDED BY EPI FOR INDIVIDUAL:

Additional Service Request - Intake Application



4. Describe the reason(s) person is requesting services from EPI:

5. Documents Required (please attach):

Approval for New Service Requested

Thank you for completing this form.

NAME OF PERSON COMPLETING THIS FORM:

RELATIONSHIP TO PERSON APPLYING:

SIGNATURE OF PERSON COMPLETING THIS FORM:

PHONE NUMBER:

EMAIL ADDRESS:

Once completed please submit via one of the methods below:

By Mail

By SECURE/ENCRYPTED Email

Additional Service Request - Intake Application

Attn: Intake Department
EPI

1650 South Ave, Suite 300
Rochester, NY 14620

intake@epiny.org
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