DAIL-HSL-03 Plan Amendment
April 2015

HART-SUPPORTED LIVING
REQUEST FOR PLAN AMENDMENT
This form is to be used for a current recipient to request a change in the Hart-Supported Living plan during the fiscal year. This form can be completed by the Regional Coordinator in consultation with the recipient and then submitted for review. 

Name of Recipient: ______________________________________  H-SL # _______________
Person Preparing Request: _____________________________________________________
Date of Request: ___________________________

A current recipient can request:
· A change in supports and services that stays within the same current funding amount: 
· The request may transfer funds between current approved budget items.
· A new support using current funding.  Documentation for the requested support’s need, along with a letter of support by a physician, physician’s assistant, nurse practitioner or therapist providing services to the recipient, must accompany the request.  Approval for this type of request must be approved by the State Hart-Supported Living Council.
· A change in supports and services that asks for an increase in the grant amount only for purposes to keep the plan viable as stated in 910 KAR 1:270 Section 5(2)(b):
1. An increase in the pay rate of a provider for services currently in the plan;
2. An increase in employer taxes for services currently in the plan;
3. An increase in worker’s compensation rates; or
4. Payment to a provider to compute required employer taxes and withholdings. 
· An increase in hours if necessary; and
· A decrease in supports and services.

Submission of a plan amendment does not guarantee approval.  The State Coordinator, along with the Regional Coordinator and Review Team, will consider the necessity of the request to keep the current plan viable.  All requests for amendment that increase the budget of a plan are dependent on the availability of funding for the region of the request. If the amendment to the plan is not urgent but is permanent, please submit these changes using the Request for Renewal application for the next fiscal year.  

SUMMARY OF AMENDMENT REQUEST
[Please Check All that Apply]
AMENDMENT: FUNDING AMOUNT STAYS THE SAME
             ____   I am requesting a change in my plan that keeps the same budget items (supports) but changes the amounts between the budget items. 
             ____   I am requesting a change in my plan that keeps the same funding amount but decreases or eliminates a budget item and adds a new budget item.
           

AMENDMENT: FUNDING AMOUNT INCREASES OR DECREASES 
             ____   I am asking for an increase in funds to add to current budget item amounts and/or new necessary supports to keep my plan viable. 
             ____   I am asking to decrease or eliminate budget items that I currently have on my plan.

                    

QUESTIONS ABOUT THE PROPOSED AMENDMENT
Answer all that apply to your request. If you need additional room, use the back or attach additional sheets

1. Funding amount stays the same: Explain why the transfer of funds between budget items is necessary for the success of your current HSL plan.  Or, if you are asking for a new support using the existing budget, explain why you no longer need the reduced or eliminated budget item and why the new support is necessary to allow you to meet the core principles of Hart-Supported Living:                   
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2.  Funding amount increases or decreases and/or a new support is being requested: Increases: Describe by how much you need to increase your plan and why the increase is necessary.  Decreases: Describe by how much you will reduce each item and explain why you no longer need the budget item in the amount you originally requested. New Support: Describe why this new support is necessary and why you cannot reduce other items in your plan to keep the current plan viable, and what core principle of HSL it relates to:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. If you are asking for additional funding, please check the appropriate reason(s) below:
|_| Increase in the pay rate of a provider for services currently in the plan;
|_| Increase in employer taxes for services currently in the plan;
|_| Increase in worker’s compensation rates;
|_| Payment to a provider to compute required employer taxes and withholdings;

According to program regulations, additional funds cannot be approved for other reasons.  A new application will need to be submitted for requests for increased supports and new supports unless otherwise approved by the State Supported Living Council.

Please explain why these rates were increased during the fiscal year and why they cannot wait to be included in your request for renewal for the upcoming fiscal year:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


4. (Optional) Give the Review Team any other information you want it to have when
	   reviewing your request for an amendment.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

                    

CURRENT HART-SUPPORTED LIVING PLAN
(What the plan looks like now)

What is your current total funding amount for this fiscal year? $_________________

List the budget items on your current plan and the annual amount for each:
	CURRENT BUDGET ITEMS (SUPPORTS)
	ANNUAL AMOUNT

	
	$

	
	$

	
	$

	
	$

	
	$

	
	$

	
	$

	
	$






PROPOSED AMENDED HART-SUPPORTED LIVING PLAN
(What you want the plan to look like)

Proposed total grant amount for this fiscal year? $______________________
   Amount of increase (if any) $_____________

List the budget items you would like on your amended plan and the annual amount for each:
	PROPOSED AMENDED BUDGET ITEMS (SUPPORTS)
	ANNUAL AMOUNT

	
	$

	
	$

	
	$

	
	$

	
	$

	
	$

	
	$

	
	$






REQUEST FOR AMENDMENT COVER SHEET
AND SUMMARY
___________________________________________________________________
Amendments requesting no increase in grant amount and remain within current approved budget line items:
      ____   Approved by Coordinator as requested. Effective date _____________ OR
       ____    Referred to Review Team.
___________________________________________________________________

ALL Amendments requesting increases in the budget or additions of new or additional supports within the same budget amount shall be referred to the State Coordinator and Review Team:
· Date sent to State Coordinator ________________
· Additional Information as to how the request supports the recipients current approved plan and need, HSL core principles, and availability of additional funding for fiscal year and/or ongoing basis:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
· Review Team and Responses:                                                             (circle)               Date
__________________________, Region ____ Coordinator    Approve   Disapprove  _____
           __________________________, Region ____ Coordinator    Approve   Disapprove  _____
__________________________, Region ____ Coordinator    Approve   Disapprove  _____
           __________________________, Region ____ Coordinator    Approve   Disapprove  _____
           __________________________, State                                    Approve   Disapprove  _____

· For any “Disapprove,” list reasons cited (use back, if necessary):

________________________________________________________________________________________________________________________________________________________________
