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	Date:  

	Local Mental Health Authority:  

	Child or Youth Name (Last, First, MI):  


	Date of Birth:  
	Age:  

	Medicaid Number:  
	CMBHS Number:  

	Legally Authorized Representative Name: (Last, First, MI):  





Dear   _____________________________:

The local mental health authority reviewed your child or youth’s eligibility for the YES Waiver program and has determined that services in the YES Waiver program are ☐ denied ☐ suspended ☐ terminated for your child or youth because the following eligibility criteria were not met:

	Demographic Criteria
	Clinical Criteria

	☐  County of Residence
	☐  Child and Adolescent Needs and Strengths (CANS)

	☐  Age
	☐  Inpatient Criteria

	☐  Place of Residence
	

	
	

	Financial Criteria
	

	☐  Medicaid Eligibility
	



Other
☐  Specify:

If you disagree with the local mental health authority’s decision to ☐ deny ☐ suspend ☐ terminate YES Waiver services, you have the right to request a fair hearing to appeal this decision. To request a fair hearing, you must submit a written request to the Department of State Health Services on or before: ______________________.  You may lose the right to appeal if the request is not received by this date.
 
At a fair hearing, you may: 1) represent your child or youth; or 2) choose, at your expense, an authorized representative, such as a relative, friend, lawyer or other spokesperson, to represent your child or youth. If your child or youth is currently receiving YES Waiver services, he or she may eligible to continue to receive those services while the hearing is pending.
[image: ]Youth Empowerment Services (YES) Waiver
 Denial of Eligibility 


YES_Denial of Eligibility Letter 
May 2015

To request a fair hearing:
	Complete the enclosed form and mail to:
Texas Department of State Health Services
Office of Consumer Services and Rights Protection
P.O. Box 149347
Mail Code 2019
Austin, Texas 78714-9347
	Or
	Call:
Texas Department of State Health Services
Office of Consumer Services and Rights Protection
Toll Free Number:  1-800-252-8154
Relay Texas, TTY:  1-800-735-2989






If you have questions about any of the information in this letter, please contact:
LMHA Contact Name: _________________________________________________________________
LMHA Contact Title: __________________________________________________________________
Address: ____________________________________________________________________________
Phone Number: ______________________________________________________________________



Sincerely, 



Enclosure


My local mental health authority has informed me that Youth Empowerment Services (YES) Waiver services for my child have been ☐ denied ☐ suspended ☐ terminated. I wish to appeal the ☐ denial  ☐ suspension ☐ termination of YES Waiver services for my child.

_________________________________________________________
Signature
____________________________________________________________________
Date 



You are entitled to representation, at your own expense, at any time during the fair hearing process. Provide the contact information for additional witnesses or representatives (attorney/legal counsel, family members, etc.), if you have the information available at the time you are requesting a fair hearing.

	Name
	Address
	Phone Number

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	





Return this form to:
Texas Department of State Health Services
Office of Consumer Services and Rights Protection
P.O. Box 149347
Mail Code 2019
Austin, Texas 78714-9347

Office of Consumer Services & Rights Protection 
Toll Free Number: 1-800-252-8154
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