BRAP WAITLIST 
STATUS CHANGE REQUEST FORM

Date of Request:        

Name of Applicant:        

SSN:       

DOB:      
Has application been accepted to waitlist?:  FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO    If YES, Agency :        and Date Accepted:      
Does applicant meet one of the four priorities?   FORMCHECKBOX 
  YES      FORMCHECKBOX 
  NO       If YES, please indicate which priority:  

 FORMCHECKBOX 
 #1 Applicant is leaving a state institution (Riverview Psychiatric or Dorothea Dix) or private psychiatric

       hospital bed, or has been discharged within the last six  months from any of these institutions

 FORMCHECKBOX 
 #2 Applicant is homeless as defined by US Department of Housing and Urban Development (HUD)


 FORMCHECKBOX 
 #3 Applicant is living in substandard housing as defined by HUD

 FORMCHECKBOX 
 #4 Applicant is moving from a community residential program, funded by DHHS, to a more independent 

          living arrangement  Anticipated Discharge Date:      
Requesting:  


 FORMCHECKBOX 
 Mental Heath Team approval to move to top of agency BRAP Wait List

 FORMCHECKBOX 
 Immediate funding allocation     
Reason for request (please be specific):       
Completed by: __________     ____________________________________
Date: _____     ________ 





Name/Title/Agency







Phone #:                        Fax #:      


DHHS Use Only:
Disposition of Request:
 FORMCHECKBOX 
 Approved
 FORMCHECKBOX 
 Conditionally Approved        FORMCHECKBOX 
 Denied


Funding authorized?:
 FORMCHECKBOX 
 YES
     FORMCHECKBOX 
 NO

PNMI Entry/Exit Approved by Region?:
 FORMCHECKBOX 
 YES
     FORMCHECKBOX 
 NO     FORMCHECKBOX 
 Not Applicable

Approval Conditions (please be specific):         
Signature: ____________________________________________________
Date: _______________



OAMHS Representative
Effective May 1, 2009

