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To be completed by the Fiscal Employer Agent (FEA)
Deborah Sturm Rausch
Acrobat PDFMaker 8.0 for Word
Acrobat Distiller 8.0.0 (Windows)
D:20080512140703-04'00'
D:20080512160054-04'00'
EXTENUATING CIRCUMSTANCES PAYMENT AUTHORIZATION FORM
NYS OPWDD CONSOLIDATED SUPPORTS AND SERVICES (CSS)
To be completed by the Financial Management Service Agency  (FMS) 
FMS (Agency) Name:
Federal Employer ID #:
DDSO:
FMS Contact Person’s Name
:       
FMS Phone:
FMS Email Address:
FMS Fax:
Name of CSS Participant:
TABS ID#:
Rate Code:
Is this the only Request for CSS Payment for this individual for this month?:  
 Yes   
 No 
Month/Year of Service:
Total Reimbursement 
Requested:
              $           
Number of face-to-face 
Services in the period:        
IMPORTANT: Please explain and justify the reduced face-to-face visits in the period. 
Please type your explanation here for electronic submission.
If form is submitted via regular mail, please attach typed explanation and check the appropriate box (right). Explanation attached:
Yes  
No 
Required documentation:  (Check items completed and attached to this form): 
Spending Detail Report CSS-07 
 Yes   
 No
Copy of CSS Budget 
 Yes   
 No 
Other supporting documentation attached:  
 Yes   
 No       
If Yes, please list:
Once above is complete, send form and supporting documentation via OPWDD’s secure email system or in hard copy to DDSO CSS Liaison 
To be completed by DDSO CSS Liaison: 
DDSO Liaison Name:
DDSO Liaison Phone:
DDSO Liaison Email Address:
DDSO Liaison Fax:
Approved:
 Yes  
 No 
Amt. Approved:
 $      
Date received:
Date complete:
If yes, date sent to CSS FMS Liaison:
If no, date returned to FMS:
To be completed by the OPWDD Central Office CSS FMS Liaison:
CSS FMS Liaison Name:
Signature: 
Date received: 
Approved:
 Yes  
 No 
Amt Approved
: $      
If yes, date 
sent to FMS:
If no, date returned 
to DDSO Liaison:
Notification of Approval has been sent to:
OPWDD Rate Setting Unit 
DDSO CSS Liaison   
Once all approvals are received, the FMS must sign & return this 
form along with the completed AC-92 to: NYS OPWDD, Payment
Processing Unit, 4th  Floor, 44 Holland Ave., Albany, NY 12229. 
Authorized FMS signature 
PAYEE CERTIFICATION: I certify that the care, services and supplies identified have been furnished in accordance with a service plan for the person listed above. The amounts listed are due and except as noted, no part thereof has been paid. Payment of fees made in accordance with established schedules is accepted as payment in full and taxes from which the State is exempt are excluded. I certify that there has been compliance with Title VI of the Federal Civil Rights Act of 1964 and Section 504 of the Rehabilitation Act of 1973 without discrimination on the basis of race, color, national origin, sex or disability. I certify that such records as are necessary to disclose fully the extent and frequency of care, services and supplies provided shall be kept for the individual and that information will be furnished regarding any payment claimed therefore, as the Office for People with Developmental Disabilities or other state agency may request. These records must be kept for six years from the date of submission for payment. I understand that payment and satisfaction of this claim is from State public funds and I may be prosecuted under applicable State laws for any false claims, statements, documents or concealment of material fact.
FOR SERVICES PRIOR TO 10/01/14
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