New York State Department of Health
Division of Long Term Care
REGIONAL RESOURCE DEVELOPMENT SPECIALIST (RRDS) 
FINAL COST for ENVIRONMENTAL MODIFICATIONS/VEHICLE MODIFICATIONS

HOME AND COMMUNITY BASED SERVICES MEDICAID WAIVER
TRAUMATIC BRAIN INJURY (TBI) and NURSING HOME TRANSITION AND DIVERSION (NHTD)
☐ NHTD	☐ TBI

Participant Name: ___________________________			CIN #: ___________________

Service Coordinator: _______________________________		Date: ____________________
________________________________________________________________________________

Please note this service is subject to service limits as designated in the 1915c Medicaid application approved by CMS.			

The final cost for: (Check one)

☐ Environmental Modifications				☐ Vehicle Modifications 

Note: A final cost form must be completed for each phase of the project.

Initial payment: $__________	Mid-Project Payment: $________		Final Payment: $________	

Description of work completed: __________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________

Date(s) of inspection: _______________

Describe any changes between the initial and final project: _________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________

Explain any changes in costs between the initial and final payment requests: ___________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________

	


The modification as requested has been completed according to the scope of the project.


															
E-Mod/Vehicle Mod Provider 					Signature 				Date

															
Applicant/Participant 						Signature 				Date

															
Legal Guardian /Representative (as applicable)		Signature 				Date

															
Service Coordinator						Signature 				Date


☐ Approved	☐ Not Approved (explain below)

Reason for denial: _____________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________

															
RRDS							RRDS Signature				Date
  

FOR DOH USE ONLY: (to be completed only if DOH approval is required) 					
Note: DOH approval is required if the service exceeds the service cap. 
The final cost has been reviewed and is:
☐ Approved for the amount of $ 				
☐ Reason for denial: 										____________                         

													__________ 
DOH Staff						 Signature 					Date
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Cc:	Waiver Service Provider
Service Coordinator
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