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Participant: Date:
Managing Party: MP Email:
Case Manager: CM Email:
FMS Contact Person: FMS Email:

REASON FOR CHANGE: (check appropriate box. Give rationale and description of item, amount, and

category changes.)

|:| Adding a new item
|:| Increase/decrease budget

|:| Moving from one category to another

All changes to traditional waiver services on CDCS plans must be communicated with the waiver provider by including
the CDS Alternate Billing Form (DAK 7142) to plan change approvals.

INCLUDE: Rationale, from/to amounts and categories.
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https://www.co.dakota.mn.us/HealthFamily/Disabilities/FundingSources/Documents/CDSAlternateBillingFormDAK7142.pdf

INCLUDE (continued): Rationale, from/to amounts and categories.

APROVED BY:
Assigned Worker Date
Supervisor (at worker discretion) Date
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