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COMMMUNITY CARE NOTIFICATION FORM (CCNF), FORM 6500

(Compilete all tho information below; this is needed for correct entry into gur system)

1

1. llarla priate box to indicate the reason for sending CCNF:
Initial Change [ Complaint/Concern [ Transfer ([ Discharge [ Other
2. To: i Date:
3. From: Telephone:
{Agency Name)
4. Client Name: Medicaid #: _ AIMS ID:
{7 Mark if new address Client Address:
City: Zip: County: _Telephone:  [7] New Number

OsNs({IRN, OLPN) [JHDS [JOHR COMMENTS:

8. Date your RN/Staff completed initial evaluation with client:
[ Services were accepted ] Services were not accepted - REASON:

N

Date services began:

{Must be RN for ALS. ADH and PSS/

Service lasues: (Check below and chmy In#3 plmo)

Request service increase [] Failure to pay cost share ] Fail/incident

Request service decrease {J Client termination (] Cltent had ER visit, WHERE
[] Requested provider change [ ] Health/Safety Issue [] Ctient in hospital, NAME
El‘ Request for Information [ Chient out of home

Other:

9. Discharge (briefly describe actions leading up to need for discharge process):

10. Date discharge (30-day) letter sent

Actual discharge date

SERVICES: D PS8 [1PssX [JERS [JALS [ ADH([]JHALF, DFULL)(C]LEVELI CILEVEL 1) []HOM

Lu;tm;ky of service

11. Are services continuing through 30-day notice? [ ] Yes ] No ﬂme enter final monthlz units below
FINAL UNITS PSS PSSX

16. Reciplont response:

ADH ERS ALS LPN OHR
12. SERVICE FREQUENCY: [] Weekly ] Monthly [JBi-Monthly
_MdlrﬂﬁﬂﬁﬁﬁHHfﬂmﬁwlMﬂﬁ T cranGe
UNITS z UNITS
AM PM Bl ol AM M g B
INCE
WEEKDAY | ONCE | uns | uwis g g | 5% WEEKDAY | ONCE | umma | uwms g F ] F
MONDAY MONDAY
TUEBDAY TUESDAY
WEDNESDAY WEDNESDAY
THURSDAY THURSDAY
FRIDAY FRIDAY
SATURDAY BATURDAY
SUNDAY SUNDAY
13. If compiaint or concem, be spacific
14. Sendor name or signature:  Title: " Date:
18. Reciplent name or signature: Title: Date: o
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