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WA Cares Fund 
Provider Request for Exception to Rule

This form is to be completed by providers requesting an Exception to Rule (ETR) for an exception 
related to maximum rates, timely claims, or a coordination of benefits claim denial. All sections must 
be filled out accurately and completely to ensure timely review. Providers should supply detailed 
justification and attach any supporting documentation relevant to the request. Incomplete forms or 
missing documentation may delay processing. Once completed, securely submit the form and any 
additional document to wcfproviderpolicy@dshs.wa.gov. Retain a copy of your records. 

Provider Information 
WA Cares Registration Number:  
Provider One ID:     
Provider Business Name:     
Provider Point of Contact:     
Provider Phone:     
Provider Email:     

Beneficiary Information 
Beneficiary First Name:     
Beneficiary Last Name:     
ProviderOne Client ID Number:     
Beneficiary Date of Birth (mm/dd/yyyy):  
Preferred Contact Method:     

Request Information 
Contracted Services 

  Adaptive Equipment and Technology 
  Adult Day Services 
  Adult Family Home Services 
  Assisted Living Services 
  Care Transition Coordination 
  Dementia and Behavioral Support 
  Education and Consultation 
  Environmental Modifications 
  In-Home Personal Care and Respite Care – Home Care Agency 
  In-Home Personal Care and Respite Care – CDWA  
  Home Safety Evaluation 
  Home-Delivered Meals 
  Housework and Errands 
  Memory Care 
  Nursing Home Services 
  Personal Emergency Response Systems 
  Professional Nursing Services 
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  Respite Care (select appropriate respite provider type below) 
  Adult Day Care   
  Adult Family Home 
  Assisted Living Facility 
  Nursing Home 

  Transportation 
  Yardwork and Snow Removal 

Request Type 
Select one:  Maximum Rates    Timely Claims of Filing   Coordination of Benefits    
Justification: 

Complete if requesting an ETR for Maximum Rates. Items marked with * are required. 
What is the maximum rate for the service? *     
What is the additional amount you are requesting? *     
What is the total amount requested? *     
Requested Service Start Date:     
Requested Service End Date:     

I hereby attest that I have communicated this rate with the beneficiary, and they have agreed to 
the following adjustments. 

Complete if requesting an ETR for Timely Claims Filing. 
Date of Service (DOS):     
Pre-Authorization Number:     

I have notified the beneficiary of my denied claim for payment and informed them of my request 
for an ETR for payment. 

Complete if requesting an ETR for Coordination of Benefits. 
Date of Service (DOS):     
Medicaid Authorization Number:     

I have notified the beneficiary of my denied claim for payment and informed them of my request 
for an ETR for payment. 

Attachments 
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