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 Initial HCS Information & Documents 
to be Provided to MRA
	HCS Provider Name
	

	Provider Representative
	

	Provider Representative Contact Number
	

	Consumer’s Name (last, first)
	

	Consumer’s CARE ID Number
	

	Consumer’s Medicaid Number
	

	Consumer’s Social Security Number
	

	Consumer’s Home Address
	

	Location Code for Address
	

	Primary Language
	

	Primary Caregiver/Guardian Contact
	

	Guardian’s Mailing Address
	

	Caregiver/Guardian Contact  Phone
	

	Current HCS Case Manager (first, last)
	

	Case Manager’s Contact Phone
	

	Day Program Name (DBA)
	

	Day Program Address including zip code
	

	Day Program Contact Name (first, last)
	

	Day Program Contact Phone
	

	Social Security/SSI Payee Status (including payee name)
	


Initial HCS Documents:  (please check those attached)
 FORMCHECKBOX 
 Current IPC and PDP/ISP w/ Signature Sheet
Expiration date: _____________ 


 FORMCHECKBOX 
 Annual IPC and PDP/ISP w/ Signature Sheet
Expiration date: _____________


 FORMCHECKBOX 
 Revisions to Annual IPC

 FORMCHECKBOX 
 Current MR/RC



Expiration date: _____________


 FORMCHECKBOX 
 Guardianship Papers (if applicable)
Comments: _______________________________________________________________

_________________________________________________________________________

I have provided the above mentioned documents to Texana Center.

_____________________________________________                  
_______________________

HCS Provider Representative




    Date

I have received the above mentioned documents from the HCS Provider.

_____________________________________________

 _______________________

Texana Center Representative



    
    Date
I have reviewed and verified that the above mentioned documents are in order.

_____________________________________________

   _______________________

Texana Center Representative



    
    Date
