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Select origninating program
M/\f\ {_ A Lmﬁ,-——\ Number: AMH-PT-13-02
Authorized Signature Issue Date: 5/17/2013

Topic: Mental Health: Contract Amendment Request (CAR) Form

Transmitting (check the box that best applies):
[] New policy  [_]Policy change []Policy clarification  [_] Executive letter

["] Administrative Rule [ ]Manual update [X] Other: Updated Contract
Amendment Request (CAR)

Form

Applies to (check all that apply):

[] All DHS employees [l County DD Program Managers

[] Area Agencies on Aging X] County Mental Health Directors

[ Aging and People with Disabilities [ | Health Services

[] Children, Adults and Families <] Other (please specify): County Mental
Heaith Programs (CMHP's),Mental
Health Providers of services, and AMH
Staff, interested in the Contract
Amendment Process.

Policy/rule title: Updated CAR Form

Policy/rule number(s): Release no:

Effective date; Expiration:

References:

Web Address:

Discussion/interpretation:

Implementation/transition instructions: Discard prior CAR form and replace with
the attached updated CAR Form with revision date of 5/13/2013

Training/communication plan:
Local/branch action required:

DHS 0072 (07/12)




Central office action required:

Field/stakeholder review: Yes [ ] No
If yes, reviewed by:

Filing Instructions: Put on AMH Transmittal Webpage, email to include form and
link to AMH Transmittat Webpage

If you have any questions about this policy, contact:

Contact(s): | Kelly C. Knight

Phone: | 503-045-5959 Fax: | 503-378-8467

E-mail: | Kelly.C.Knight@state.or.us




Oregon 1 |
e a t Contract Amendment Request (CAR) Form

Authority
Addictions and Mental Health (AMH)
AMH ONLY
Date Received: A/C Date: Funding Source:
Date of Request: Requestor Name:
County: Requestor Phone:
Provider: E-mail Address:
Program: Level of Care:
Click on type of contract: [ _] County Contract [ ] Direct Contract |
Click on type of request:  [_] Add/Change [ ]Remove [ ]RSCP

If this is a Specific Client request, please provide the following client information:

Client LAST Name: Client FIRST Name:
Client DOB: Is client PSRB/JPSRB? [ | YES [ ] NO
Client Income: Amount $ []sST []SSDI [ ]VA [_]Other; Describe:

Is this Client Medicaid Eligible? [ ] Yes. If yes, select [ JOHP or [_] OHP Plus
: [ ] No. If no, attach denial letter.
[ ] Pending. If pending, date applied .

Note: Requestor is responsible for the accuracy of the Medicaid eligibility information.

Do you want a copy of the Letter of Intent (LLOI) to be sent to other people?
[ ]Yes [ |No

If yes, please provide the following information:

Name Title Program / Provider Email
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Purpose of Request:

Ongoing into | Start Date | End Date of | Description of Request | Monthly | Total Amount

next of Request Request (ie., PIF, R&B, Treatment Amount of | of Request
Services, Service Payment, Reques t (One time Only)
RSCP)

biennium?
(Yes or No) (i.e. 07/01/2011) | (ie. 06/30/2012)

A/D/IM

A/D/M

A/D/M

A/DIM

A/D/M

A/D/M

A/D/M

A/DIM

Additional Information:

Please e-mail completed CAR form and any additional documents to car.amh@state.or.us.
This email address can be found in Outlook as CAR AMH.

AMH ONLY:

Revised 05/13/2013 Page 2 of 2




