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WAIVER CONTACT LIST  
 

HOME AND COMMUNITY BASED SERVICES MEDICAID WAIVER  
NURSING HOME TRANSITION AND DIVERSION 

________________________________________________________________________________ 
               

     Date:  ___________________ 
                 

Participant:  ______________________________________________________________________ 
 
 
 

Service Coordinator 
 
Name: ________________________________________________   Telephone _______________   
 
Supervisor: ___________________________________________     Telephone: ______________ 
 
Provider Agency: _________________________________________________________________ 
  
 
 

Regional Resource Development Specialist (RRDS)   
 
Name: ____________________________________________     Telephone: __________________ 
 
Supervisor: ________________________________________    Telephone: __________________ 
 
 
 

Quality Management Specialist (QMS)  
  
Name______________________________________________    Telephone: _________________ 
 
Supervisor:  _____________________________________________________________________ 
 
 
 

Complaint Line:  ______________________________________________ 
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WAIVER CONTACT LIST (cont’d) 
 

Service:  ____________________________________________________  
 
Agency Name: _____________________________________     Telephone:  _________________  
 
Staff Name:  __________________________________     Supervisor:  ______________________  
________________________________________________________________________________ 
 

Service:  ____________________________________________________  
 
Agency Name: _____________________________________     Telephone:  _________________  
 
Staff Name:  __________________________________     Supervisor:  ______________________  
________________________________________________________________________________  
 

Service:  ____________________________________________________  
 
Agency Name: _____________________________________     Telephone:  _________________  
 
Staff Name:  __________________________________     Supervisor:  ______________________  
________________________________________________________________________________  
 

Service:  ____________________________________________________  
 
Agency Name: _____________________________________     Telephone:  _________________  
 
Staff Name:  __________________________________     Supervisor:  ______________________  
________________________________________________________________________________  
 

Service:  ____________________________________________________  
 
Agency Name: _____________________________________     Telephone:  _________________  
 
Staff Name:  __________________________________     Supervisor:  ______________________  
________________________________________________________________________________  
 

Service:  ____________________________________________________  
 
Agency Name: _____________________________________     Telephone:  _________________  
 
Staff Name:  __________________________________     Supervisor:  ______________________  
________________________________________________________________________________  
 
Other:  ____________________________________________     Telephone:  _________________  
 
Other:  ____________________________________________     Telephone:  _________________  


