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MEDICAL RDB REQUEST 

 

*Case Number   

*Primary Applicant Name   

RDB REQUEST 

*Action Needed   

Resource ID (if updating)  

*Image Location (doc type, received date, pg. #)   

* NAME:  Med Rep / Facilitator / Guardian / 
Active Nursing Facility List (Addition or Removal) 

  

*Address   

*Phone Number   

*Phone Number Type (Home/Cell/Work etc.)   

Current Address in KEES (if updating)  

Comments: 
  

CONFIDENTIALITY NOTICE: This e-mail, including attachments, is for the sole use of the intended 
recipient(s) and may contain confidential and privileged information or otherwise be protected by 
law. Any unauthorized review, use, disclosure or distribution is prohibited. If you are not the 
intended recipient, please contact the sender and destroy all copies and the original message.  

 

P.O. Box 3599 

Topeka, KS 66601-9738 

Phone: 1-800-792-4884 
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