HCY-MFAW PROGRAM MANAGER CHANGE REQUEST 

Participant Name: 
DCN: 
DOB: 
Program:  
Service Coordinator: 
Initial Date of Request: 
Date of Amendment (if applicable):  

Current Authorization:

PDN: 
PCA: 
APC: 
ARN:

WAC:
Supplies: 

Requested Change In Authorization:

PDN: 
PCA: 

APC: 

ARN:

WAC:

Supplies: 
Participant History, Current Status and Medical Needs:
Current Participant/Family Circumstances and Caregiver Availability:
Backup Caregiver Plan:

Justification of Proposed Changes: 
Duration of Medical Necessity and Date of Reassessment for Proposed Authorization:
Service Coordinator Recommendation: 
SC Peer Reviewer Recommendation (if applicable):

Regional Coordinator Recommendation: 
11/22/2023

