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DD Waitlist Funding
The intent of the DD waitlist funds is to provide the opportunity for children or adults who have developmental disabilities who are unable to receive needed supplies/equipment based on funding restrictions and limitations to be able to receive some additional support. 

The following guidelines must be followed expletively to avoid paybacks due to inappropriate or non-allowable expenditures of funding:

1. Funds are allocated outside of unit cost reimbursement and request for payment will be made only for appropriate expenditures.

2. Some of the types of allowable expenditures include: diapers, pediasure/ensure, equipment, medication assistance etc… As a general guideline, requests are for items that CAP-MR/DD would fund if the individual received CAP.
3. For supplies/equipment, a copy of a doctor’s prescription must be included, stating medical necessity.  For equipment, a professional evaluation is also required, specifying equipment recommendations.  

4. Every invoice submitted for payment must include the consumer’s name as well as on any backup documentation.

5. These funds should not be co-mingled with other funds to avoid confusion as to which funding covered the allowable expenditures.

6. This program is self-sufficient, if funds are utilized according to guidelines.

7. Request to cover expenditures that are inappropriate, will be denied and returned to the person initiating the request.

In order to request individual funds, please complete the attached application for DD Waitlist Funding.  This is an open application process and applications can be received at any time.  All applications will be considered as funds are available.  Please allow two weeks for the request to be processed.  

Send completed application to:  Melissa Whisnant




           ECBH 




           PO Box 1636 




           New Bern NC 28563




           Attn: DD Funds Request

East Carolina Behavioral Health

Request for DD Waitlist Funds

	Today’s Date:
	


	1. consumer information

	Name:
	

	DOB:
	
	Record number:
	

	Is this individual on the waitlist for CAP-MR/DD?
	⁮ Yes     ⁮ No   

	Street Address:
	

	City:
	
	State:
	
	Zip:
	

	Phone #:
	
	County of Responsibility:
	


	2. referring source information

	Individual Making This Referral:
	

	Agency Name:
	

	Street Address:
	

	City:
	
	State:
	
	Zip:
	

	Phone #:
	
	Fax #:
	

	Email address:
	

	Can items be shipped to the above agency address?:
	⁮ Yes     ⁮ No   


	3. description of need

	Please describe the purpose of this request:

	

	

	

	

	

	Please describe what other resources have been explored prior to this request:

	

	

	

	

	Is this a one-time purchase/request?
	⁮ Yes      ⁮ No 

	If this is an ongoing need, what is the plan to support this need until CAP funding becomes available?:

	

	

	


	4.  detailed information for item being requested:

	Item to be purchased:
	

	Prescription attached (for medical necessity):
	⁮ Yes     

	Professional evaluation & recommendations attached (for equipment):
	⁮ Yes     ⁮ n/a  

	Vendor name:
	

	Street Address:
	

	City:
	
	State:
	
	Zip:
	

	Contact Person’s Name:
	

	Phone #:
	
	Fax #:
	

	Email address:
	

	Details of Item: (please be very specific to brand, size, flavor, etc.):

	

	

	Cost of item:
	
	Quote/Written Estimate Attached:
	⁮ Yes      

	Shipping/Handling:
	

	Tax:
	

	Grand total:
	

	Are there additional items being requested?:
	⁮ Yes (if yes, see last page for additional items)   ⁮ No   


After completing this form, please submit to Melissa Whisnant at ECBH.  You can fax with coversheet to (252) 633-1237, or mail to PO Box 1636, New Bern, NC  28563.  Please allow two weeks for processing.

	5. ECBH staff use only

	Request Approval:
	⁮ Yes     ⁮ No 

	If no, 

why not?:
	⁮ consumer not eligible/request not appropriate 

⁮ funds not available; request is waitlisted

	If yes, status:
	⁮ AFP submitted to finance dept (date: __/__/___)    
⁮ item ordered from vendor (date: __/__/___)    
⁮ invoice received & forwarded to finance dept (date: __/__/___)    



	4.  detailed information for additional item being requested:

	Item to be purchased:
	

	Prescription attached (for medical necessity):
	⁮ Yes     

	Professional evaluation & recommendations attached (for equipment):
	⁮ Yes     ⁮ n/a  

	Vendor name:
	

	Street Address:
	

	City:
	
	State:
	
	Zip:
	

	Contact Person’s Name:
	

	Phone #:
	
	Fax #:
	

	Email address:
	

	Details of Item: (please be very specific to brand, size, flavor, etc.):

	

	

	Cost of item:
	
	Quote/Written Estimate Attached:
	⁮ Yes      

	Shipping/Handling:
	

	Tax:
	

	Grand total:
	


	4.  detailed information for additional item being requested:

	Item to be purchased:
	

	Prescription attached (for medical necessity):
	⁮ Yes     

	Professional evaluation & recommendations attached (for equipment):
	⁮ Yes     ⁮ n/a  

	Vendor name:
	

	Street Address:
	

	City:
	
	State:
	
	Zip:
	

	Contact Person’s Name:
	

	Phone #:
	
	Fax #:
	

	Email address:
	

	Details of Item: (please be very specific to brand, size, flavor, etc.):

	

	

	Cost of item:
	
	Quote/Written Estimate Attached:
	⁮ Yes      

	Shipping/Handling:
	

	Tax:
	

	Grand total:
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