GAP FORM
Provider: _____________________________________________________________
Consumer: __________________________ Consumer ID#: _____________________

Consumer Zip Code: _________________ 
Date called in: _________________Date Scheduled to work: ____________________
Time Called in: ___________Time services were scheduled to begin:__________________

How Many hours was the scheduled shift: __________ 

Time GAP was reported to CDE administrator: _____________ Their name:_______________

Type of service (respite, hab, etc.): ________________________________________________

Type of backup offered: ____________________ Accepted or denied: ___________________

Member’s preference Level for back up (circle one): 

Within 2 hours         Anytime today            Within 48 hours            Next scheduled visit

Reason for gap: ________________________________________________________________________________________________________________________________________________________________________________________________________________________
How was the gap resolved? (Who took care of the client)?

________________________________________________________________________ ________________________________________________________________________________________________________________________________________________
