S. C. DEPARTMENT OF DISABILITIES AND SPECIAL NEEDS
MR/RD WAIVER

AUTHORIZATION FOR SERVICES
TO BE BILLED TO DSN BOARD

Recipient’s Name Date of Birth

Address

Medicaid# /[ [ [ [ [ [ [ [ [ [

You are hereby authorized to provide the following service(s* o tne vson. med above. Only the
number of units rendered may be billed. Please note: This < llifies ari, revio.s authorization to
this provider for this service(s).

Community Services:

Number of Units Per Week: onec t=1/2da, r2-3i rs)

Service Coordinator/E~*"«Interv. tion” ..~ ‘ame / Address / Phone # (Please Print):

Signature of Person Authorizing Services

MR/RD Form CS- 06 (08/09)




