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RHS Change Form
INSTRUCTIONS: This form should be completed when the resident has a Change of Income, Residential Facility, Level of Care, or Provider.
 Complete all needed information relevant to the change/s. Income changes must include copies of income verification. 
Fax form and income verification to the StarkMHAR Recovery Services Coordinator at 330-455-7424.
	Type of Change

	[bookmark: Check12][bookmark: Check13][bookmark: Check15][bookmark: Check14]|_| Provider                     |_| Income/Financial                         |_| Level of Care                     |_| Residential Facility                         

	Resident’s Current Information

	Resident’s Name:
[bookmark: Text1]     
	Resident’s DOB:
[bookmark: Text2]     

	RF Name:
[bookmark: Text7]     

	Provider Name:
     
	Supervisor Name:
     

	Provider phone & email:
[bookmark: Text21]     
	Supervisor phone & email:
[bookmark: Text22]     

	[bookmark: Check16]New Provider/Agency Information |_| N/A

	New Agency name:
     
	New Supervisor name:
     

	New Provider name, phone & email:
[bookmark: Text20]     
	New Supervisor phone & email:
[bookmark: Text19]     

	New Financial Information |_| N/A

	Resident’s Monthly Income:
$     
	List Income Source/s (Attach verification of SSI/DI, or employment):
     

	Payee Name:
     
	Payee Phone Number:
     

	Effective Date of Income Change:
[bookmark: Text11]     
	Notes (Include if SSI/DI is in process if applicable):
[bookmark: Text12]     

	Reason for Change in Residential Facility |_| N/A

	[bookmark: Check6][bookmark: Check7]|_| Resident moving to new Residential Facility (same LOC)                                  |_| Resident no longer needs a Residential Facility. 
[bookmark: Check8][bookmark: Text18]|_| *Resident moving to new Residential Facility (higher/lower LOC)                         Effective date:      
                         * Must include updated LOC form

	[bookmark: Check9]New Residential Facility Information |_| N/A if Resident no longer needs an RF or needs a higher LOC

	NEW RF Name:
     
	NEW RF Address:
     

	Date of Move:
     
	NEW RF Contact Phone:
     
	Is there a change in Rent Amount?
[bookmark: Check10][bookmark: Check11][bookmark: Text17]|_|No      |_| Yes: $     



I certify that all answers in this form are true & complete to the best of my knowledge. I understand that the Ohio Administrative Code, in conjunction with StarkMHAR standards, requires RFs to have specific documents and that they will be completed within the required timeframe. I agree to report any changes in my income to StarkMHAR & Canton Payee Center within ten (10) calendar days of receipt of such change. I understand that any RHS amount authorized by StarkMHAR upon review of this application is not guaranteed to be provided for any specific period of time & that StarkMHAR will notify Canton Payee Center at least sixty (60) days prior to any reduction in, or elimination of, RHS funds authorized by StarkMHAR. I also understand that change in my income or my RF placement may affect the provision or amount of RHS funds authorized by StarkMHAR.



_______________________________________________________________________				_______________________________________________________________________
Resident Signature				Date				Provider Contact Signature			Date


	StarkMHAR & Canton Payee Center USE ONLY

	StarkMHAR Verification & Authorization

	Date Received: 
[bookmark: Text13]     
	Fee/Rent:
[bookmark: Text14]$     
	Authorized RHS:
[bookmark: Text15]$     
	[bookmark: Check1]|_| RHS Continued 
[bookmark: Check2]|_| RHS Discontinued                                                            
	

__________________________________________
StarkMHAR Signature                                                                       Date

	Canton Payee Center Representative Verification

	
[bookmark: Check3]|_| Verification of income or application for benefits
	
[bookmark: Check4][bookmark: Check5]|_| RHS Continued                                |_| RHS Discontinued

	Verified RHS Amount:

                                                                                                                                                                     ___________________________________________________________________________________________              
[bookmark: Text16]$                                                                                           Canton Payee Representative Signature                     Date
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