
REQUEST for CBFS DISENROLLMENT


DEPARTMENT OF MENTAL HEALTH
CBFS DISENROLLMENT
	1. PROVIDER NAME:                                                                   

	2.  CONTRACT #      



	3. MHIS PROGRAM NAME:      
	4. MHIS MNEMONIC:       

	5. CLIENT NAME:              

   (Use one Disenrollment Form for each request)      

	6. DOB:        

	7. CLIENT ID #:      
	8. MHIS ACCOUNT#:      

	9. REQUESTED DATE OF DISENROLLMENT (The last full day of service is the day of disenrollment):      


	                                                                                                                                                                                                            MHIS Mnemonic
   10. REASON DISENROLLMENT IS REQUESTED (Select only one of the options below):                                                                                (DMH Use Only)                                                                                                                                                                        

 FORMCHECKBOX 

Individual has met his/her IAP goals

MTG
 FORMCHECKBOX 

Individual’s needs being met by another DMH service. 

NEEDSMET
Identify Service:      
 FORMCHECKBOX 

Individual transferred to another CBFS program
TRANSFER
 FORMCHECKBOX 

Individual is enrolled in another comprehensive service paid by another third party source (e.g., PACE).
NMNONDMH
Identify Service:      
 FORMCHECKBOX 

Individual moved outside of the geographic boundary of the provider’s responsibility.

MOVEDA / MOVEDST
 FORMCHECKBOX 

Individual hospitalized in general medical hospital.

MEDHOSP
 FORMCHECKBOX 

Individual hospitalized in psychiatric hospital.

PSYCHHOSP
 FORMCHECKBOX 

Individual hospitalized in substance abuse facility.

SUBFAC
 FORMCHECKBOX 

Individual admitted to a skilled nursing rehab facility.       

NURSHOME
 FORMCHECKBOX 

Individual incarcerated.

INCAR>18MO / INCAR<18MO

 FORMCHECKBOX 

Individual requests discharge from CBFS.

WITHDRAWN
 FORMCHECKBOX 

Individual not engaged in services/withdrawn from service.

DISENGAGE
 FORMCHECKBOX 

Individual’s whereabouts are unknown despite efforts to locate him/her.

WHEREUNK
 FORMCHECKBOX 

Individual is deceased.                                              

DECEASED
 FORMCHECKBOX 

Other:      
11. OTHER PERTINENT INFORMATION:      
Required Signatures

CBFS PROVIDER
___________________________________________________________                                              _____________________________

CBFS Program Manager Signature                                                                                                                                             Date

DMH Area Director or Designee 

(Select only one of the options below and return signed form to provider) 

 FORMCHECKBOX 
 Approve        
Disenrollment Date:      
 FORMCHECKBOX 
 Approve With Different 
       Disenrollment Reason
Disenrollment Date:       

Reason for Disenrollment:   FORMDROPDOWN 

             - Explain if “Other”:      
 FORMCHECKBOX 
 Denied
Reason for Denial:      
_________________________________________________________
__________________________________
Area Director or Designee Signature
Date




Confidentiality Notice:  Protected Health Information from the Department of Mental Health

Important Warning:  This message is intended only for the use of the person or entity to which it is addressed and may contain information that is privileged and confidential, the disclosure of which is governed by applicable law.  If you are not the intended recipient, or the employee or agent responsible to deliver it to the intended recipient, the disclosure, copying or distribution of this information is strictly prohibited.  If you have received this message in error, please notify the sender immediately.
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