DAIL-HSL-03 Plan Amendment
January 2024

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 current approved fiscal year. This form can be completed by the recipient or 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 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 (vendor or agency) for services in the current plan;
2. An addition or increase in employer taxes for services in the current plan;
3. An addition or increase in worker’s compensation rates; or
4. An addition or increase to a provider to compute required employer taxes and withholdings. 

· 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.  

Requests for amendment that increase the budget of a plan are dependent on the availability of funding. 

If the amendment to the plan is not urgent but is permanent, please submit these changes using the DAIL-HSL-04 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. 

AMENDMENT: FUNDING AMOUNT INCREASES OR DECREASES 
             ____   I am asking for an increase in funds to add to current budget item amounts.

[bookmark: _Hlk154062423]             ____   I am requesting to add an employer related expense requirement to keep the 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 space, use the back or attach additional sheets.

1. Funding amount stays the same: 
a. Why are the transfer of funds between budget items necessary for the success of your current HSL plan? 
b. How it will 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:
a. [bookmark: _Hlk154064283]Increases: Describe by how much is needed and why the increase is necessary.  
b. Decreases: Describe by how much the budget will reduce by item, and why the decrease is necessary. 
c. New Support added for Employer Requirement: Describe why this employer requirement expense is necessary and why you cannot keep the current plan viable:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________


3. If you are asking for additional funding, please check the appropriate reason(s) below:

[bookmark: Check1]|_| Increase in the pay rate of a provider (vendor or agency) for services currently in the plan;
[bookmark: _Hlk154064502]|_| Increase in employer related expense(s) in the current plan (taxes, workers compensation, or payroll/tax expert);
|_| Addition of an employer related expense not currently in the plan (taxes, workers compensation, or payroll/tax expert);

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.

4. [bookmark: _Hlk154064911]Explain why rates were increased during this fiscal year?
Why must it be done during this plan year and not in your request for renewal for the upcoming fiscal year?:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
5. [bookmark: _Hlk154065058]Provide any additional information that may assist the review team with your amendment request. (Optional)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
                
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? $______________________
Does proposed plan overall budget  ___Increase    ___Decrease    ___ Remain Neutral
Amount of increase (if any) $ _____________
  
List the budget items you would like on your proposed amended plan and the annual amount for each:
	PROPOSED AMENDED BUDGET ITEMS (SUPPORTS)
	ANNUAL AMOUNT

	                                                                                           +/-
	$

	                                                                                           +/-
	$

	                                                                                           +/-
	$

	                                                                                           +/-
	$

	                                                                                           +/-
	$

	                                                                                           +/-
	$

	                                                                                           +/-
	$

	                                                                                           +/-
	$




REQUEST FOR AMENDMENT APPROVAL/DENIAL AND SUMMARY

Amendments requesting no increase in grant amount(s) and 
remain within current approved budget line items:

     ____   Approved by State Coordinator as requested. Effective date ___________________ 

     ____   Referred to Review Team.
[bookmark: _Hlk157155641]
ALL Amendments requesting a change in the current approved plan shall be referred to the State Coordinator and Review Team if applicable. 

[bookmark: _Hlk154065620]All budget increase request(s) over $500.00 shall be sent to a review team by the state coordinator: 
· Date sent to State Coordinator _____________________________. 
· Additional Information: 
[bookmark: _Hlk157155757]How the amendment request(s) supports the recipient, their current need(s), and approved plan?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
· Review Team Responses:                                              	       (circle/highlight)       Date
__________________________, Region ____ Coordinator    Approve   Deny 	     ________
           __________________________, Region ____ Coordinator    Approve   Deny  __________
__________________________, Region ____ Coordinator    Approve   Deny  __________
           __________________________, Region ____ Coordinator    Approve   Deny  __________
           __________________________, State                                    Approve   Deny  __________

· For any denial list reasons cited (use back, if necessary):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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