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PMDT (Notification of decision/changes)
	SUBMITTING DCF OFFICE


	
	DATE
	

	PMDT STAFF
	


	I. APPLICANT INFORMATION

	Name



	Case #
	
	Client ID
	


	II.  DCF ELIGIBILITY INFORMATION (completed by DCF staff)

	Application Denied

	 FORMCHECKBOX 


	Resource Ineligible
	 FORMCHECKBOX 

	Failure to Cooperate
	 FORMCHECKBOX 

	Failure to Provide
	 FORMCHECKBOX 

	Other

	Reconsideration Request 
A reconsideration can be requested if a current condition/impairment has worsened or a new condition/impairment has not been considered by PMDT.  The request must be made within 60 days of the PMDT disability decision. Refer to the ES-3906 for PMDT decision date.

	 FORMCHECKBOX 

	Current condition/impairment(s) have worsened (Please explain how and list any medical providers.  Include provider name and address)



	 FORMCHECKBOX 

	New condition/impairment(s) to report which have not been considered (Please list new conditions/impairments and any medical providers. Include provider name and address)



	Fair Hearing Request 
A request for a fair hearing can be requested in writing within 33 days of the KAECSES notice of action.

	 FORMCHECKBOX 

	Date of Request (Include copy of request)
	


	III. PMDT INFORMATION (completed by PMDT staff)

	 FORMCHECKBOX 
  Suspension
	

	     
	Reason:

	 FORMCHECKBOX 
  Reopen
	Reason:

	 FORMCHECKBOX 
  Denial (Not determined disabled)


	 FORMCHECKBOX 
  Tier 1 - Medicaid Approval


	Onset Date
	

	 FORMCHECKBOX 
  Tier 2 - Medikan Approval


	Onset Date
	


	IV. COMMENTS/CHANGES/UPDATES

	

	

	


