




Community Pathways  

 

Reporting Forms WC12-A, 12-B, 12-C & WC12-D  

 & Recertification of Need Form 

 

 

 

 
WC12-A Reporting Form – Report any changes regarding the consumer’s address, change in 

placement (transfer of services*), transfer of provider agencies, transfer of Resource Coordination 

agencies, and admission to a nursing home or chronic rehabilitation facility. 

*If the person is transferring to a CSLA or F/ISS service, a copy of the Service Funding Plan 

must also be submitted. 

 

 

WC12-B Discharge Reporting Form – Use this form to report a discharge from the waiver program.  

There may be situations when a person will be discharged from Community Pathways waiver but still 

receive DDA services.  Please be sure to check the correct box.  The actual date of discharge (last day of 

service) needs to be reported. 

 

 

WC12-C Change in Service – This form will be completed if the person is now receiving an additional 

service or has had a reduction in service.  If it is an additional service, please include the SFP. 

  

 

WC12-D Financial Reporting – Report any changes in the person’s income, insurance and/or 

resources.  *This form is to be sent to DEWS only. 

 

Recertification of Need – Individuals enrolled in a waiver program need to be determined to continue 

to need waiver services and meet the appropriate level of care at least annually, no less. 
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DEVELOPMENTAL DISABILITIES ADMINISTRATION 

COMMUNITY PATHWAYS WAIVER 

Reporting Form 

 
TO: Terri Hartman  

 DDA Waiver Unit  Division of Eligibility Waiver Services 

 201 W. Preston Street, 4
th
 Floor  6 St. Paul Street, Suite 400                                            

 Baltimore, Maryland  21201  Baltimore, Maryland  21202                       

 Phone: (410) 767-5421     FAX: (410) 767-5850  Phone: (410) 767-7390  FAX: (410) 333-0109    

 Email:  WaiverUnit@dhmh.state.md.us   

           

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 
______________________________________  ___________________________________  ______________ 

                     Completed by                                                                       Agency                                                      Date 
 

DHMH DD WC12-A 

Revised: 11-2-11 

□ Has been admitted to: 

     □ Nursing Home: ______________________________________ Admission Date: __________   Time:  ________ 
                                                   (Name of Facility) 

                                                                                                                  Discharge Date:  ___________  Time: ________ 

  □ Chronic Rehabilitation Facility: _________________________________  Admission Date: _________   Time:  ________ 
                                                                                                 (Name of Facility) 

                                                                                                                                  Discharge Date:  _________   Time: _________ 
 

 

INDIVIDUAL INFORMATION: 

_________________________________        _____________________________                   _______________  
                    Last Name                                                                    First Name                                           Middle Name/Initial     

__________________________________         ________________________   _________________________________ 
        Medical Assistance Number                                       Social Security Number Jurisdiction/County 
 

□  Remains with _________________________ or ______________________ with a change of site address: 

                              (Residential Provider)                                     (Day Provider) 

     Address ______________________________________________ City  ______________________   Zip _________ 

     Date of change: ________________________              Jurisdiction/County: _________________________ 

 
 □ Effective ______________ (Date) has had a change in waiver service:  
                               
     From ___________________________ to ____________________________ (Please write provider/address change above)  
                              Type of Service                                          Type of  Service 
Examples:  Residential Habilitation to CSLA;  Supported Employment to Day Habilitation;  F/ISS to Supported Living (CSLA) 

□ Has had a change in Resource Coordination Agency from _____________________________________________ to 

 

      ______________________________________________________, ____________________________________ 
                               Resource Coordination Agency                                                                                          Address 

 

□ Has moved from _________________________  and/or _________________________to a new waiver provider: 

    (Residential Provider)                                         (Day Provider) 

     Provider ______________________________________________________ 

     Site Address  _________________________________________ City  ___________________   Zip ________ 
  

     Date of change: ________________________    Jurisdiction/County: _________________________ 



DEVELOPMENTAL DISABILITIES ADMINISTRATION 

COMMUNITY PATHWAYS WAIVER 

Discharge Reporting Form 

 

 
TO: Terri Hartman   

 DDA Waiver Unit  Division of Eligibility Waiver Services 

 201 W. Preston Street, 4
th
 Floor  6 St. Paul Street, Suite 400                                            

 Baltimore, Maryland  21201  Baltimore, Maryland  21202                        

 Phone: (410) 767-5421     FAX: (410) 767-5850  Phone: (410) 767-7390  FAX: (410) 333-0109    

 Email:  WaiverUnit@dhmh.state.md.us   

           

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 
 

 

 

  ______________________________________  ___________________________________  ______________ 

                     Completed by                                                                       Agency                                                         Date 
 

DHMH DD WC12-B 

Revised: 11-2-11 

INDIVIDUAL INFORMATION: 

_________________________________        _____________________________                   _______________  
                    Last Name                                                                    First Name                                           Middle Name/Initial     

__________________________________         ________________________   _________________________________ 
        Medical Assistance Number                                       Social Security Number Jurisdiction/County 

 

__________________________________________________    or    ______________________________________________

 Residential Provider                                          Supports Provider (CSLA or F/ISS) 

 

__________________________________________________    and  ______________________________________________ 

Day Provider (Traditional Day or Supported Employment)                                 Resource Coordination Agency 

 

 

□ Discharged from DDA services:                                                                                               

       □ Is Deceased – date of death: ________________  

             □ Consumer was residing at site at time of death 

              □ Consumer was admitted to hospital on ____________ and died in the hospital 

       □ admitted to SRC/Nursing Home/Hospital: Date _____________ Admitting Facility: ____________________ 

    □ moved out-of-state: Date______________________ 

    □ no longer receiving DDA services: Date ________________________ 

     □ moved to a non-DDA provider:  Provider _________________________ effective _____________________ 

     □ Other type of discharge.  Date/Explain _________________________________________________________ 

            _________________________________________________________________________________________  
    

□ Discharged from the waiver program and remains in DDA service:                                                                                                                                                                                                                                                                                                                     

    □ Ineligible for Medical Assistance: Date _____________ reason ____________________________ 

    □ Receiving Fiscal Intermediary services: Date ___________________ 

    □ Receiving services from another waiver: Date __________________ Waiver _________________________ 

     □ Moved to a DDA non-waiver provider:  Date ___________________ Provider ________________________ 

    □ Other type of discharge.  Date/Explain _________________________________________________________ 

            _________________________________________________________________________________________  
    



DEVELOPMENTAL DISABILITIES ADMINISTRATION 

WAIVER FOR INDIVIDUALS WITH DEVELOPMENTAL DISABILITIES 

 CHANGE IN SERVICE 

 
TO:  Division of Eligibility Waiver Services        FROM: DDA Waiver Operations Unit 

         6 St. Paul Street, Suite 400                       201 W. Preston Street, 4
th
 floor 

      Baltimore, Maryland  21202                         Baltimore, Maryland   21201 

      Phone: (410) 767-7390  FAX: (410) 333-0109                                     Phone: (410) 767-5421   FAX: (410) 767-5850 

                                  WaiverUnit@dhmh.state.md.us 

    

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

Signature: ______________________________________________________________    Date: ____________________   
DHMH DD WC12-C (Revised: 7-1-12) 

INDIVIDUAL INFORMATION:                        SS#:     _____________________________  

Name: ___________________________________________________     MA#:   ______________________________   

 

Residential/CSLA Provider: _________________________________________________________________________ 

 

Day Provider: ____________________________________________________________________________________ 

 

Resource Coordination Agency: ______________________________________________________________________ 

DEWS Purpose Only:                             

  
          Does this consumer contribute towards a Cost of Care?     ________ Yes       ________ No 
 

ADDITION OF SERVICE: 
□ Now receiving the following service: 

              □ Residential                     □   CSLA                  □ Day                   □ FISS      

     Effective: __________________________________ 

      Provider: __________________________________________________________________     

      Site Address ________________________________________________________________ 

     City ______________________________     County __________________    Zip _________ 

REDUCTION OF SERVICE: 
□ Had a reduction in the following service: 

                     □ Residential                     □ CSLA                  □ Day                   □ FISS      

     Effective: _________________________________; and is receiving only: _____________________ 

      Provider: __________________________________________________________________________  

      
    
Comments:  _____________________________________________________________________________________ 

                    _____________________________________________________________________________________ 

                    _____________________________________________________________________________________ 

 

     
 


