
Exception Request for Duplicative IMPACT Plus Therapy Services 

Agency Name: _____________________________________ 

Date of Request: ____________________________________ 

Child’s Name: ______________________________________ 

MAID Number: _____________________________________ 

 

Specialized Need to Be Addressed: 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 

 

Agency Expected to Provide the Duplicative Service:  

_________________________________________________________________ 

 
Name/Credentials/Training of Therapist: 

_________________________________________________________________ 

 
Plan for Treatment (duration, services to be provided, goals of therapy, etc.):  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Signature: _______________________________          Date:  ________________ 
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