Division of Developmental Disabilities
Medically Intensive Children’s Program (MICP) Application
This application provides guidance on what information is required for the Division of Developmental Disabilities (DDD) to process a request for nursing care for medically intensive children age 17 years or younger.
The WAC related to this program is WAC 388-551-3000.  The costs related to the nursing care must not exceed the Department’s cost of hospital care, and the medical need for MICP nursing services must be for four or more continuous hours of nursing care per day.  Respite care is provided through a different DDD program.
The MICP is administered through DDD in conjunction with the Health and Recovery Services Administration (HRSA).  The MICP Manager authorizes services only after review of recommendations: made in the application; from the DDD Case Resource Manager; DDD clinical staff; and only after program eligibility for the child has been determined.  Because authorization and funding may take a few weeks, an application should be submitted well in advance of discharge.  This program is the payer of last resort; authorization of services does not guarantee payment to providers.
This application and supporting documents must be sent to both:

· The MICP Manager by fax at 360/407-0955 (direct phone number is 360/725-3451); and
· The child’s local DDD Field Service Office.  A list of DDD fax numbers is provided on the next page.
You will be contacted for additional information if this application is incomplete.

A copy of this application and other program information may be obtained on the DDD MICP Web page at:  http://www1.dshs.wa.gov/ddd/services.shtml.
STATEWIDE DDD OFFFICES AND THEIR FAX NUMBERS
	Region 1
(Northeast Washington)
	
	Region 4
(King County)

	Spokane – 509.568.3037
	
	Kent - 253.372.5765

	Colfax – 509.397.3498
	
	Seattle – 206.720.3334

	Colville – 509.684.7430
	
	

	Moses Lake – 509.766.6540
	
	Region 5
(Pierce/Kitsap County)

	Omak – 509.826.7369
	
	

	Wenatchee – 509.662.0481
	
	Bremerton – 360.475.3488

	
	
	Tacoma – 253.597.4368

	Region 2
(Southeast Washington)
	
	

	Clarkston – 509.758.4593
	
	Region 6
(Southwest Washington and Olympic Peninsula)

	Ellensburg – 509.962.7758
	
	Aberdeen – 360.538.9615

	Kennewick – 509.734.7103
	
	Centralia – 360.807.6240

	Sunnyside – 509.836.5474
	
	Kelso – 360.577.5435

	Walla Walla – 509.527.4416
	
	Long Beach – 360.642.6229

	Wapato – 509.877.7851
	
	Olympia – 360.586.6502

	Yakima – 509.574.5607
	
	Port Angeles – 360.417.1497

	Yakima Outstation – n/a
	
	Port Townsend – 360.379.3958

	
	
	Shelton – 360.427.2045

	Region 3
(Northwest Washington)
	
	South Bend – 360.875.0590

	Bellingham -  360.714.5001
	
	Vancouver – 360.737.2057

	Everett -  425.339.4856
	
	

	Mt. Vernon – 360.416.7272
	
	

	Oak Harbor – 360.240.4745
	
	

	
	
	


Medically Intensive Children’s Program (MICP) Application
Date of Application (MDY):  ______________________________________________________

Date Child was admitted to the hospital (MDY):  ______________________________________
Contact information:
Name of hospital or other referral source submitting this application:
___________________________________________________________________________

___________________________________________________________________________
Name of person and phone number to contact regarding this application:
___________________________________________________________________________
Child’s Name:
First:  ______________________________________________________
Last:  _______________________________________________________
Child’s DOB (MDY):  ________________________________________________________
Child’s Medicaid PIC #:  ______________________________________________________
  (Note:  The child must have a Medicaid coupon to receive MICP services.)
Child’s DDD # if known:  _____________________________________________________
Parent(s)/Guardian:  __________________________________________________________
DDD Primary Case Manager if known:  __________________________________________
Family’s primary language:
⁮  English

⁮  Spanish
⁮  Other (specify):  _______________________________
Where is nursing care being requested?
Home Care.  How many hours per week:  _________________________________________
Number of hours per day being requested.  Indicate if different hours on weekend and weekdays:  _________________________________________________________________
Foster Home Care.  What foster home do you recommend and why:
___________________________________________________________________________
___________________________________________________________________________
Medically Intensive Group Home Care:  What MI Group Home do you recommend and why:  ___________________________________________________________________________
___________________________________________________________________________
Anticipated date of discharge from hospital/admit to MICP:  __________________________
Code Status:  _______________________________________________________________
Developmental Delay
Indicate any diagnosis of developmental delay:  ____________________________________
___________________________________________________________________________
Funding Sources (check all that apply whether nursing care is paid by the funding source or not):
⁭
Medicaid
⁭
SSI
⁭
Managed Care Plan

⁭
Healthy Options

⁭
Private insurance
Note:  If the client has private insurance the following information is required in this application:
· Name of the insurance company:  _________________________________________
· What type of policy is it?

⁭
Group
⁭
Blanket disability
⁭
Contract
⁭
Certificate
· When was the policy last amended, or renewed?  _______________________
· Reference OIC WAC 284-96-500 Alternate care – General rules as to minimum standards
· Describe coverage for private duty nursing (e.g., what is covered, for how long, and what the maximum dollar limitations for home nursing):  ______________________________________________________
______________________________________________________
⁭
Other (explain):

_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
Conditions supporting this request for MICP Private Duty Nursing (check and complete all that apply):

⁪
Tracheostomy with ventilator dependency due to:  _______________________________

________________________________________________________________________

⁪
Tracheostomy with BiPAP dependency due to:  _________________________________

________________________________________________________________________
⁪
Tracheostomy with CPAP dependency due to:  _________________________________

_______________________________________________________________________
⁪
Tracheostomy dependency due to:  ___________________________________________
⁪
Gastrostomy tube dependency for all nutrition:  _________________________________
⁮
Total parenteral nutrition:  __________________________________________________
⁪
Complex medication regimen, explain:  _______________________________________

_______________________________________________________________________
⁪
Airway/respiratory instability, explain:  _______________________________________

________________________________________________________________________
⁪
Other supporting information:  ______________________________________________

________________________________________________________________________
Information that must be received by Intake and Eligibility at the child’s local DDD office:
⁮
Verification of DDD eligibility or completed DSHS #14-151, Request for DDD Eligibility Determination
⁭
DSHS #14-012, Consent

⁭
DSHS #03-387, Notice of Privacy Practices For Client Confidential Information
Information to attach to this application:
⁪
Psychosocial assessment that includes psychosocial history or summary, current family situation and presence of stresses within and upon the family
⁪
List of current medications
⁪
Ventilator/Bipap/CPAP settings
⁮
Ventilator/Bipap/CPAP hours/day or frequency of use
⁪
History and physical

⁪
Recent interim summary, discharge summary, or clinic summary

⁪
Recent nursing charting (if inpatient)
⁮
Request from parent/guardian for MIP services
⁮
Statement that the home care plan is safe for the child and is agreed to by the parent and/or the child’s guardian/legal representative.
Prior to discharge, complete all of the following actions:

⁮
The family/parent/guardian and other support staff have completed training to care for the child if discharged for in-home care.
⁮
An emergency medical plan is in place and includes notification of electric, gas, telephone companies and the local fire department.
⁮
The family has identified a local physician who is willing to be responsible for the child's care.
⁮
The family has selected a home health agency that is willing to commit to providing nursing care and has a Medicaid provider number.
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