Division of Developmental Services | Virginia SIS® Removal Request Form
1. Date request submitted:  Click to enter date.
2. Reason for removal from SIS® List (select one):
[bookmark: Check1]|_| Moved to another state           |_| Deceased          |_| Forfeited Waiver slot
3. Was this request reviewed by your CSB SIS® Point Person (select one)?
|_| Yes		|_| No
4. Individual’s Information:
	Name: Click to enter text.
	Date of Birth: Click to enter date.
	SSN XXX-XX-XXXX: Click to enter text.

	ISP Dates: Click to enter date.
to Click to enter date.
	Date of Last SIS® (if applicable):
Click to enter date.
	SIS® ID Number (if applicable):
Click to enter text.


5. Support Coordinator (SC)/Case Manager (CM) Information:
	Name: Click to enter text.
	Agency: Click to enter text.

	Phone # (XXX) XXX-XXXX: Click to enter text.
	Fax # (XXX) XXX-XXXX:  Click to enter text.

	Email Address: Click to enter text.


6. Does the individual have a Guardian or other Authorized Representative?
|_| Yes		|_| No
Guardian/Authorized Representative Information (if yes above)
	Name: Click to enter text.
	Agency: Click to enter text.

	Phone # (XXX) XXX-XXXX: Click to enter text.
	Fax # (XXX) XXX-XXXX: Click to enter text.

	Email Address: Click to enter text.


[bookmark: _GoBack]
	—SECTION BELOW FOR DDS USE ONLY—

	1. Date Request Received: Click to enter date.
2. Date of DDS Review: Click to enter date.
3. Outcome:   |_| Removed	|_| Need additional information: Click to enter text.
4. DDS Reviewer Name: Click to enter text.
Title: Click to enter text.



	—SECTION BELOW FOR ASCEND USE ONLY—

	1. Date Request Received: Click to enter date.
Time Request Received: Click to enter text.
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