


  Request for Provider Information (DA-23)  

1707.57

PURPOSE

The Request for Provider Information (DA-23) form will assist Workers in investigating reports of abuse, neglect, or exploitation. The Worker shall use this form to obtain required information pertinent to the investigation from the Home and Community Based Services (HCBS) provider.

NUMBER OF COPIES

The Worker completes two copies of this form.

INSTRUCTIONS

· DATE - The date the Worker completes the form.

· TO - Enter the name of the provider agency representative as well as the provider’s name and complete address.  

· RE - Enter the name of the alleged perpetrator (AP) or the individual you are requesting information about.

· REPORTED ADULT - Enter the RA’s name here.

· TIME PERIOD - Enter the time frame surrounding the alleged incident (usually the month preceding and the month after).

· TIME SHEETS - Enter the month(s) and year for which the Worker is requesting time sheets.

· WORKER INFORMATION - The Worker shall sign the form and enter the Worker’s base county, complete address, phone number, and fax number.

DISTRIBUTION

The original Request for Provider Information form shall be sent to the provider and a copy retained in the protective services case record.
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