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Appendix R
OQE Intake Form
Site / Service Intake and Routing
Revised June 2026
	Purpose
	Use this form to notify the DDS Office of Quality Enhancement (OQE) of a proposed new site, new service, or change to an existing service that may require site feasibility review, HCBS review, pre-occupancy review, or approval to operate before services begin.



	A. Provider / Request Information

	Provider: 
Click or tap here to enter text.
	Intake completed by:
Click or tap here to enter text.
	Date:
Click or tap to enter a date.

	Telephone:
Click or tap here to enter text.
	Email:
Click or tap here to enter text.

	Has the Area Director or Regional ABI designee approved the proposed location / service before submission?  
Choose an item.
	Region:
Choose an item.

	Approver name:
Click or tap here to enter text.
	Area Office/Region:
Click or tap here to enter text.
	Approval date:
Click or tap to enter a date.



	B. Service Type / Requested OQE Routing

	Service type: Choose an item.
	Request type: Choose an item.



Use the guide below to determine which service-specific sections must be completed.
	If selected
	Complete these sections

	24-hour residential, ABI / MFP residential, or site-based respite
	Section C. Residential Proposed Location / Site Information
AND
Section D. HCBS Review / Exception Screening (new residential sites only)

	Site-Based CBDS service location
	Section E. Site-Based Day Services Proposed Location / Site Information

	Employment Supports
	Section F. Employment Supports Pathway

	RSMS
	Section G. Remote Supports and Monitoring Services (RSMS) Only

	ILS or SCL
	Section H. Independent Living Supports (ILS) / Supportive Collaborative Living (SCL) Only



	C. Residential Proposed Location / Site Information


Complete this section for 24-hour residential, ABI / MFP residential, and site-based respite requests.
	Street address:
Click or tap here to enter text.
	City / Town:
Click or tap here to enter text.
	Zip Code:
Click or tap here to enter text.

	Is this an Increase in Capacity Request?
Choose an item.	
If Yes, what is current capacity?
Click or tap here to enter text.
	Building type: (examples: single-family home, two-family home, apartment, condominium, townhouse, duplex, new construction, or other residential setting)
Click or tap here to enter text.


	Proposed capacity:
Click or tap here to enter text.
	Proposed move-in / start date:
Click or tap to enter a date.

	Will individuals moving to this site vacate another home operated by the agency?  
Choose an item.
	If yes, address of location to be vacated:
Click or tap here to enter text.
	*Will the vacated site be reoccupied within 120 days? 
Choose an item.

	Will any individuals have mobility, sight, or hearing impairments?  ☐Yes   ☐ No
	If yes, describe anticipated accessibility needs:
Click or tap here to enter text.

	Additional site notes: Click or tap here to enter text.


*Note: Select Yes only if the provider expects to reoccupy the vacated site within 120 days for the same service type currently operating at that location. If an existing site is vacated and not reoccupied within 120 days, the site will be closed by OQE.  A new site feasibility request must be submitted if the agency plans to reopen the home after 120 days.

	D. HCBS Review / Exception Screening


Complete this section for all proposed new residential sites and increase in capacity. 
	Check any that apply

	☐ A. Another DDS-funded or DDS-licensed residential program is at the same address, in the same building, on the same lot / property, or on an adjacent / bordering lot / property

	☐B. The proposed site is a duplex, triple-decker, or other multi-unit building with another DDS residential program

	☐ None of the above

	If either A or B applies, a DDS HCBS site review / exception approval must be obtained.
HCBS site review / exception approval obtained?  ☐ Yes   ☐ No   ☐ Unsure

Approval date: Click or tap to enter a date.

	If no, please refer to the DDS HCBS Site Review and Exception Request Process.
Reference / link: https://www.mass.gov/doc/dds-hcbs-site-review-and-exception-request-process-0/download 



	E. Site-Based CBDS Proposed Location / Site Information


Complete this section for CBDS or other fixed site-based day service locations.
	Street address:
Click or tap here to enter text.
	City / Town:
Click or tap here to enter text.
	Zip Code:
Click or tap here to enter text.

	Building type:
Click or tap here to enter text.
	Additional site notes:
Click or tap here to enter text.

	Proposed capacity:
Click or tap here to enter text.
	Proposed start date:
Click or tap to enter a date.
	Does the site meet accessibility requirements and allow services to be provided at grade?  Choose an item.


*Note: Describe building type and number of floors.  
	F. Employment Supports Pathway


Complete this section for Group Supported Employment or Individual Supported Employment requests. Employment Supports are routed for an Initial Review after services begin. 
	Employment support type:
☐ Group Supported Employment    ☐ Individual Supported Employment   ☐ Both
	Proposed service start date:
Click or tap to enter a date.

	Administrative office / hub location:
Click or tap here to enter text.
	Agency contact responsible for employment supports oversight:
Click or tap here to enter text.

	Additional notes:
Click or tap here to enter text.



	G. Remote Supports and Monitoring Services (RSMS) Only


Complete this section only for Remote Supports and Monitoring Services requests.
	Where will workstation(s) be located:
Click or tap here to enter text.
	City / Town:
Click or tap here to enter text.
	Zip Code:
Click or tap here to enter text.

	Additional RSMS notes:
Click or tap here to enter text.



	H. Independent Living Supports (ILS) / Supportive Collaborative Living (SCL)


Complete this section only when requesting a pre-operational assessment / approval to operate for ILS or SCL.
	Hub or central office location:
Click or tap here to enter text.
	Proposed service start date:
Click or tap to enter a date.

	Agency contact responsible for ILS or SCL oversight:
Click or tap here to enter text.
	Has the agency previously operated IHS? 
Choose an item.
If yes, specify: Click or tap here to enter text.

	Projected number of individuals expected to receive 7 or more hours of support per week at start-up: Click or tap here to enter text.
	Projected number of individuals to be served at start-up:
Click or tap here to enter text.

	Additional notes: Click or tap here to enter text.



	OQE Use Only

	QE Specialist assigned: Click or tap here to enter text.
	Date received: Click or tap to enter a date.

	Request type confirmed: ☐ Yes   ☐ No
	Intake sent to Area Office / Regional ABI Office?  
☐ Yes    Date: Click or tap to enter a date.

	HCBS review required?  ☐ Yes   ☐ No   ☐ Follow-up needed
	Site Feasibility / Pre-Occupancy Review required?  
☐ Yes   ☐ No

	Pre-Approval Assessment / Approval to Operate required?  
☐ Yes   ☐ No
	Follow-up documents needed: Click or tap here to enter text.

	Review status / additional routing / notes: Click or tap here to enter text.
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