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Authorization to Order/Pay

Home Modifications, Vehicle Adaptations, Transportation Charges

CAP-MR/DD 

	Client Name:
	Record #:

	MID #                                                               
	DOB:

	Item & Code
	Amount
	From/To
	Rate

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Vendor Name and Address:

· Vendor Invoice or Approved Quote attached.

__________________________________    

  ___________________________________

Signature/Date 




  Phone Number

Printed Name _______________________    Provider Name_____________________________

· Signature verifies home modifications, vehicle adaptations, and transportation charges are noted within the UR Vendor approved PCP.

· Signature indicates responsibility for current and ongoing verification of funding source and eligibility.

ACCESS to Care        1-877-327-2593 (toll free)       24/7/365
www.mentalhealthpartners.org

