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NEW YORK STATE DEPARTMENT OF HEALTH
Office of Medicaid Management
Bureau of Long Term Care

CHANGE OF PROVIDER REQUEST

HOME AND COMMUNITY BASED SERVICES MEDICAID
WAIVERS

Nursing Home Transition and Diversion (NHTD) NOT YET AVAILABLE

Traumatic Brain Injury (TBI)

___________________________________________________________________________

___________________________ has requested to change the following waiver service provider:
         Participant and Medicaid #

Waiver Service Current Provider
Name and Telephone

Requested Provider
Name and Telephone

_________________________________________________________________________________________________
Participant Signature                                                                                                                                                   Date

_________________________________________________________________________________________________
Guardian (as applicable)                                                  Signature                                                                            Date

_________________________________________________________________________________________________
Authorized Representative (as applicable)                       Signature                                                                              Date

_________________________________________________________________________________________________
Service Coordinator                                                         Signature                                                                            Date

_________________________________________________________________________________________________
Service Coordination Provider Agency                                                                                                            Telephone
________________________________________________________________________________
To be completed by the Requested Provider

_____  will not
_________________________ _____  will provide service(s) to the above named participant
Provider Agency

_________________________________________________________________________________________________
Provider Contact                                                   Signature                                                    Title  Date

________________________________________________________________________________


Traumatic Brain Injury Initiatives -  Home and Community- Based Services Medicaid Waiver for Individuals with Traumatic Brain Injury
New York State Department of Health -  Office of Medicaid Management
Traumatic Brain Injury
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NEW YORK STATE DEPARTMENT OF HEALTH 
Office of Medicaid Management 
Bureau of Long Term Care 
CHANGE OF PROVIDER REQUEST 
HOME AND COMMUNITY BASED SERVICES MEDICAID WAIVERS 

     Nursing Home Transition and Diversion (NHTD) NOT YET AVAILABLE   

     Traumatic Brain Injury (TBI)   
___________________________________________________________________________ 
___________________________ has requested to change the following waiver service provider: 
         Participant and Medicaid # 
Waiver Service 
Current Provider 
Name and Telephone 
Requested Provider 
Name and Telephone 
_________________________________________________________________________________________________ 
Participant 
Signature                                                                                                                                                   Date 
_________________________________________________________________________________________________ 
Guardian 
(as 
applicable)                                                  Signature                                                                            Date 
_________________________________________________________________________________________________ 
Authorized 
Representative 
(as 
applicable)                       Signature                                                                              Date 
_________________________________________________________________________________________________ 
Service 
Coordinator                                                         Signature                                                                            Date 
_________________________________________________________________________________________________ 
Service 
Coordination 
Provider 
Agency 
                                                                                                           Telephone 

  ________________________________________________________________________________   
To be completed by the Requested Provider  

       _____  will not   
_________________________ 
_____  will provide service(s) to the above named participant 
Provider Agency 
_________________________________________________________________________________________________ 
Provider 
Contact                                                   Signature                                                    Title 
 Date 
________________________________________________________________________________ 
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