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	Department of Assistive and Rehabilitative Services
Contracted Service Modification Request 

	Instructions:

· The DARS counselor will complete this form when a Contracted Service Modification is necessary. When a provider requests a service modification, the DARS Counselor will make the final decision whether to submit the provider’s request for review and approval.  
· Complete all sections of the form. Note “not applicable” (N/A) if a question does not apply.

· Type all information into this form using a computer.
· Obtain actual “inked” signatures from the provider’s legally authorized representative.  
· Submit the scanned signed form to the Regional Quality Assurance Specialist for approval. The Contract Service Modification is not effective until approved by the assistant commissioner.  
· After approval, the original form is kept in the DARS contract file. A second copy is retained by the Regional Quality Assurance Specialist. A third copy is kept in the consumer DARS file.  
· Community Rehabilitation Program (CRP) must maintain a copy of the approved form in their records and submit a copy with each invoice.  

	Contractor Information 

	DARS contract number:

	Texas identification number (TIN):



	Legal name:


	Doing Business As (DBA) name:



	Main phone number:

(
	General email address:



	Entity’s (provider’s) legally authorized representative’s name:



	Street address (include suite number, if any):



	City:


	State:


	ZIP code:



	Director:



	Director’s email: 


	Director’s phone number:

(

	Consumer Identification Information  

	Last name: 
	First name: 
	Middle name: 

	DARS case ID: 
	Email address: 

	Street address: (include apartment and room number, if applicable)


	City: 
	State: 
	ZIP code: 

	Primary contact number: (
	Secondary contact number: (

	Justification for Contracted Service Modification  

	1. List the Standards for Provider service(s) that are being requested to be modified:



	2. Does the alternation of the service require any of the following:

a. Increase of service hours which will exceed the cost allowed? 
b. Payment of a service(s) or benchmark(s) more than once? 
c. Reduction of a fee? 
d. Negotiated acceptance of non-payment for service(s) that the provider is eligible for?

e. Other 
If yes describe  

	3. Provide a detailed description of the reasons that support the need for the proposed service alteration. Describe how this better meets the consumer’s needs and include details, dates, disability needs and circumstances.



	When a provider’s performance is not meeting or is exceeding the quality of services, documentation or the consumer’s individual needs as defined in the Standards for Providers DARS staff can complete a DARS1303 to document these issues.  
4. Did provider’s performance suggest a DARS1303 be completed?    Yes 
a. If yes, what is the name and contract number of the provider that the DARS1303 was completed for?  
b. Is a copy of the DARS1303 attached to this DARS3472? 

	5. Provide additional information that will support the request, if any: 



	DARS Counselor Signature  

	By signing below, I verify that the information is accurate and individualized for the consumer. By typing name below you are signing the form as it is a handwritten signature.  

	Counselor’s signature:
X  
	Date:


	Authorized Service Provider Representative Signature  

	A legally authorized representative is the person who is authorized to sign contracts and other official documents for the entity.  

	By signing below, I, the entity’s legally authorized representative, acknowledge agreement with the information contained in the Contracted Service Modification form.  

	Entity’s legally authorized representative’s handwritten signature:

X  
	Date:



	DARS Authorizations and Signatures  

	Regional Quality Assurance Specialist or designee agrees with the justification and need for use of the Contracted Service Modification?  
	
	

	If the response above is denied, the Regional Quality Assurance Specialist or designee will provide explanation below.


	By signing below, I, the DARS Regional Quality Assurance Specialist or designee, verify information above.

X  
	Date:



	By signing below, I, the DARS regional director, verify that I agree with the above request. 

X  
	Date:



	DARS Required Authorized Approval or Denial and Signature 

	The Assistant Commissioner’s signature is required to authorize the Contracted Service Modification.  

	By signing below, I, the Assistant Commissioner, verify that I agree with Contracted Service Modification on this form.
X  
	Date:

     

	Additional Comments if any

	Enter additional comments, if any:
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