

Appendix A: IDD-ICF Medicaid Payment Attestation Form
[image: ]
Department of Behavioral Healthcare, Developmental Disabilities and Hospitals
Attestation Intermediate Care Facility for Individuals with Intellectual Developmental Disabilities


Name: Click or tap here to enter text.
Title:  Click or tap here to enter text.
Organization/Agency: Click or tap here to enter text.  
Phone: Click or tap here to enter text.	
Email Address:   Click or tap here to enter text.

MY SIGNATURE BELOW INDICATES THAT OUR AGENCY/ORGANIZATION AGREES TO BE REIMBURSED AT THE RATE OF $808.68/DAY FOR PROVIDING SERVICES TO ELIGIBLE INDIVIDUALS AS DESCRIBED IN RFP# (ENTER NUMBER HERE) INTERMEDIATE CARE FACILITY FOR INDIVIDUALS WITH INTELLECTUAL DEVELOPMENTAL DISABILITIES IN THE MANNER DESCRIBED IN THE TECHNICAL PROPOSAL SUBMITTED TO THE STATE.  

Name of Person Authorized to Submit this Application Click or tap here to enter text.

_______________________________________________		______________________
Signature of Person Authorized to Submit this Application			Date
[bookmark: _GoBack]
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