ON MCO LETTERHEAD
NORTH CAROLINA MONEY FOLLOWS THE PERSON

REQUEST FOR STAFF and CLINICAL CAPACITY BUILDING FUNDING (“SCCB Funds”)

DATE: _________________

Participant’s Name:  ______________________________________

Participant’s Medicaid Number: _____________________________ 
MCO Agency’s Name: ____________________________________

Transition Coordinator Name: ______________________________
TAX ID/ EIN # (required): __________________________________
Phone: ____________________ Fax: ______________________

Transition Date: ______________     __ Anticipated or __ Actual
By submitting this request, MCO confirms that the MFP participant/representative authorizes all requests.
· Please briefly describe service performed.

· Please attach invoices for staff training and consultation provided

· Please fax to: 919-715-4159

· Every effort will be made to review and process by close of next business day.
	Capacity Building Performed
	Total Amount Requested, including Time Used
	Brief Explanation of Need

	Example: ABC provider’s sent 2 direct support staff to Caswell Center for 2 days of training.
	2 days x 10 hours x 2 staff x $21.40=$856.00
	To get to know and learn participant’s support needs.

	
	
	

	
	
	

	TOTAL
	
	


_____________________





____________

Participant Signature






Date
_____________________





____________

MCO Representative Signature





Date

_________________________




____________

MFP Director/Approved By






Date
[image: image1.emf] 


Check one:


__ First time


__ Prior request $______





MFP Use only: Date Submitted to Budget Office____________ Amount $______________ 


Billing Code _______________________ Memo Line________________________________
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