e of Butler
County

Termination of Services Form

Date:

Client Name: Social: DOB:
TCM: TCM Phone: MCO:
Care Coordinator: CC Phone:

Current Services

Targeted Case Management:

O Medicaid [ Private Pay/CDDO Funded

HCBS:

(1 Day Services (1 Residential Services [0 Supportive Home Care
(1 Personal Assistant Services [ Medical Alert [0 Equipment/Home Mod
State Aid:

[J Day Services [J Residential Services

Termination of Services:
What funding source is being terminated?

Targeted Case Management:

O Medicaid [ Private Pay/CDDO Funded

HCBS:

(1 Day Services (1 Residential Services [J Supportive Home Care
(1 Personal Assistant Services [ Medical Alert [0 Equipment/Home Mod
State Aid:

[0 Day Services (] Residential Services

Date of Termination:
Reason for Termination (please be specific):

(Parent/Guardian/Consumer Signature)

(Case Manager Signature)

[ Night Support
0 Wellness Monitoring

[ Night Support
[0 Wellness Monitoring

Date

RE: 10.23
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