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Consumer Choice Consent

Statement of Service Selection / Verification of Freedom of Choice

	Date of Form (mm/dd/yyyy):
	County of Service (check one):  |_| Bexar  |_| Tarrant  |_| Travis     

	[bookmark: Check1][bookmark: Check2]Reason for Choice (check one):  |_| Initial   |_| Change       


	Individual Name (last, first, mi): 


	Medicaid Number:           
	Care ID Number:

	Date of Birth: 
	Age:

	Legally Authorized Representative Name: (last, first, mi)



To be completed by the Waiver participant and/or the LAR:
If participant is too young or unable to sign their name, notate the situation in place of the Participant’s Signature.

As a recipient or potential recipient of Medicaid funded services, I understand that I have a choice between the waiver program I have selected and the applicable institutional program from which it is waived.  

I have received information about the types of institutional services available to me.  

I have been informed of the services available to me through the YES Waiver.  

By choosing to participate in the YES Waiver and receive YES Waiver services:
1. I am aware that I am eligible to receive Medicaid State Plan services, while enrolled in the YES Waiver.  
2. The services I will receive will be identified on my Individual Plan of Care.
3. My expectation of services includes a minimal use of residential services.  
4. I am aware that if I am determined to be a danger to myself or others, and adequate safety cannot be assured in the community, I will be placed in a more restrictive setting.  
5. I am aware that I have the freedom to choose my Waiver Provider.  I understand that this includes choice of direct service staff that will provide YES Waiver services through the selected Waiver Provider.
6. I am aware that my LAR and I are full and active members of the treatment team that will determine which services I receive and that we may request additional treatment team members at any time.
7. I am aware that I will not be eligible to participate or receive services through Texas Resiliency & Recovery or another 1915 (c) home and community-based waiver such as CLASS, HCS, MDCP, CWP, DBMD, CBA, TX Home Living, and HHSC STAR+PLUS). 


Providing that I meet the eligibility requirements, I have been given choice of either institutional or home and community-based services through the YES Waiver and I choose the following:

|_|     Youth Empowerment Services (YES) Waiver          |_|     Other:  ________________________________
                                                                                                       (reason)_______________________________

      
_____________________________________                             _____________________________________          
[bookmark: _GoBack]   	      Signature & Date – Participant                      				 Signature & Date – LAR																	               
  _____________________________________                             
             Signature & Date – LMHA Representative			
Participant Agreement of Responsibilities

To be completed by the Waiver participant and/or the LAR:
If participant is too young or unable to sign their name, notate the situation in place of the Participant Signature.

Individuals choosing to participate in the YES Waiver have certain responsibilities that must be agreed to prior to receiving services. 

By signing below I understand that:

1. It is my responsibility to be an active member of the treatment team and participate fully in the services identified on my Individual Plan of Care (IPC).  This includes, but is not limited to:
· Identifying the services that I wish to receive.
· Participating in scheduling and attending service appointments and notifying or rescheduling for missed appointments.

2. My IPC will be reviewed by the treatment team at least every 90 days and that modification of my IPC may occur at any time.  Reasons for modifications to occur include, but are not limited to:
· Additional services are identified.
· The type of quantity of a current service is no longer clinically necessary or beneficial.
· The Waiver participant or LAR requests to opt out of a service. 
· The Waiver participant has not participated in services.
· There are annual limits for specific services and an overall cost limit that must be observed.

3. I must continuously meet necessary eligibility criteria and failure to do so may result in termination from the program.  This includes, but is not limited to:
· Continuously meeting demographic and financial criteria.  
· Meeting clinical criteria initially and upon yearly re-assessment.
· The LMHA can no longer certify that the quality and quantity of services and supports provided are able to meet my needs in the home or community.

4. It is my responsibility to notify the LMHA and Waiver Provider of any changes to my living arrangement or location of residence.  This includes, but is not limited to:
· A change in primary residence that is not with my Legally Authorized Representative.
· Moving outside of the service area (Bexar and Travis Counties).
· Accessing non-community based residential or institutional services.

5. It is my responsibility to notify the LMHA and Waiver Provider of any changes to the Waiver participant’s financial status including personal income and resources (parental income is not counted).  This includes receiving notification that my Medicaid benefits are denied, will be denied, or requires additional information.

Failure to meet these responsibilities may result in discontinuation or modification of YES Waiver participation.


      _____________________________________                      _____________________________________ 
                  Signature & Date – Participant                                                                     Signature & Date – LAR                                                                          
    
      _____________________________________
                  Signature & Date – LMHA Representative      
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