NC DMA - COMMUNITY ALTERNATIVES PROGRAM FOR CHILDREN (CAP/C)
REFERRAL FORM

Please submit this form via fax to 919 715 9025, or by mail to Division of Medical Assistance, HCI Unit, 2501 Mail Service Center, Raleigh NC 27699-2501.  All referrals will receive a response from DMA within 15 business days of receipt of the referral form.
	Child’s Name:                                                      Child’s County of Residence:       


Child’s Age:              Child’s Gender:          Child’s Date of Birth:   /  /    
     Child’s Diagnoses:       
Parent/Legal Guardian Name(s):      
Address:      
Phone:        (H)          (W)           (C)        E-mail:       
Has this child ever been referred to CAP/C before?  FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes, date      , result      .
What services , if any, does the child currently have?      
In their own words, why does the recipient/family want CAP/C?       
What services are the recipient/family requesting from CAP/C? 
 FORMCHECKBOX 
 Case Management
 FORMCHECKBOX 
 Nurse, Nurse Aide, or Attendant Care    FORMCHECKBOX 
 Home and/or Vehicle Modifications    FORMCHECKBOX 
 Respite

 FORMCHECKBOX 
 Palliative Care
 FORMCHECKBOX 
 Waiver Supplies
 FORMCHECKBOX 
 Caregiver Training and Education

Only if CAP/C Nursing Care, CAP/C Pediatric Nurse Aide Care, CAP/C Personal Care, or CAP/C  Attendant Care is requested:  Briefly describe why the child needs the service/ what does the child need the nurse or nurse aide to do?      
Is the child ambulatory?  FORMDROPDOWN 
     Is the child continent?  FORMDROPDOWN 
  How does the child communicate?  FORMDROPDOWN 
  
How does the child eat?  FORMDROPDOWN 
  How does the child get bathed/groomed/dressed?  FORMDROPDOWN 

Is this child being referred to other services as well?  FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes, specify:      
Does this child already have Medicaid?   FORMCHECKBOX 
 No      FORMCHECKBOX 
 Yes, MID       
 FORMCHECKBOX 
 I certify that the parent/legal guardian is aware of and has consented to this referral.

 FORMCHECKBOX 
 The parent/legal guardian has been given a copy of or the link to the CAP/C Parent Handbook and the CAP/C for Consumers webpage. (http://www.ncdhhs.gov/dma/medicaid/capchildren.htm).
Only for recipients in counties in which there is more than one case management provider 

(see http://www.ncdhhs.gov/dma/capc/capcagency.htm):
 FORMCHECKBOX 
  The recipient has been informed regarding their choice of providers.

 FORMCHECKBOX 
  The recipient has not chosen yet.        FORMCHECKBOX 
  The recipient has chosen (specify agency)      .

Date        
Name/Title/Agency of Person Submitting Form           
Referral Source:       
                    
Phone:            Fax:           




Phone:            Fax:          


Address       






Address        


Address       






Address        
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