Department of Medical Assistance Services

VICAP Issue REPORTING FORM

	Agency/Provider Name:
	     
	Date:
	     

	Agency Contact Person:
	     

	Agency Phone Number:
	(     )     

	Recipient Name:
	     

	Medicaid ID#:
	     
	KePRO Case ID#:
	     

	CSB:
	     
	Location:
	     

	Issue: Check All That Apply

	 FORMCHECKBOX 

	Family Issues
	 FORMCHECKBOX 

	Scheduling Appointments
	 FORMCHECKBOX 

	No CSB Entry
	 FORMCHECKBOX 

	Not Eligible for Medicaid

	 FORMCHECKBOX 

	No Callback from CSB
	 FORMCHECKBOX 

	Delayed Response from CSB
	 FORMCHECKBOX 

	Transportation
	 FORMCHECKBOX 

	Family Declined Initial Appointment

	 FORMCHECKBOX 

	Late Appointment
	 FORMCHECKBOX 

	Care Coordination
	 FORMCHECKBOX 

	Referral Related
	 FORMCHECKBOX 

	Other

	If OTHER Please Specify:      

	Specific Issue: Please describe in detail, including dates and names

	

	

	

	

	

	

	

	Previous Attempts to Resolve with CSB: Please describe in detail, including dates and names

	

	

	

	

	

	


Please fax the completed form to the Office of Behavioral Health at 804-612-0045.
