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Youth Empowerment Services Waiver
Denial of Eligibility Letter 

Denial of Eligibility for Youth Empowerment Services (YES) Waiver services
	Legally Authorized Representative Name:



	Individual Name (last, first, mi): 



	Medicaid Number:           
	CARE ID Number:

	Social Security Number:  
	Date of Birth:

	Phone Number:  

	Mailing Address:



Date: (Mailing Date)
Dear (LAR Name):

The Center for Health Care Services has reviewed the request for your child or adolescent to receive YES Waiver Services.  The Center for Health Care Services has determined that this request is denied because (Specify reason for the denial by placing an “X” on the reason listed below):
Demographic Criteria
        

Clinical Criteria
   
    
___ County of Residence         

___ Texas Recommended Assessment
    
___ Age


       

       Guidelines (TRAG) Criteria
___ Place of Residence


___ Inpatient Criteria
Financial Criteria



Other
___ Medicaid Eligibility


___ Specify: __________________








         __________________








         __________________

This determination is authorized by the rules of the Texas Department of State Health Services (DSHS) {25 Texas Administrative Code (TAC) Chapter 419, Subchapter A}.  

This means that (Specify reason for the denial by placing an “X” on the reason listed below):

___ the child or adolescent is denied participation in the YES Waiver program; or 
___ the child or adolescent is denied continued participation in the YES Waiver program; or 

___ the YES Waiver program services for the child or adolescent are denied, reduced, suspended, or terminated.
If you disagree with the decision to deny your child or adolescent eligibility for YES Waiver Services, you may request a fair hearing to appeal this decision as provided under the rules of DSHS {25 TAC §419.8}.  If you request a fair hearing, you may represent yourself and your child or adolescent or you may choose an authorized representative, such as a relative, friend, lawyer or other spokesperson, to represent yourself and your child or adolescent at your expense.
If you wish to appeal, you must request a fair hearing in writing and your request must be received by DSHS on or before (insert date 90 days from date of letter).  You and your child or adolescent may loose the right to appeal this decision if such a request is not received by this date.  If you are being denied continued participation in the YES Waiver program or services you were currently receiving are being denied, reduced, suspended, or termination, you may be eligible to continue to receive those services while the hearing is pending.  If applicable, please state your desire to continue to receive services when you request a fair hearing.  

You may request a fair hearing by completing the enclosed form and mailing it 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

You may request a fair hearing by calling:

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:

Charlotte Davis, R.N. 

Client Rights Officer

3031 IH 10 West

San Antonio, TX 78201-5198
(210) 731-1300 ext 333

Sincerely, 

(Authorized Representative of Local Authority)
Enclosure

Fair Hearing Request
	Legally Authorized Representative Name:



	Individual Name (last, first, mi): 



	Medicaid Number:           
	CARE ID Number:

	Social Security Number:  
	Date of Birth:

	Phone Number:  

	Mailing Address:



The Center for Health Care Services has informed me that my child or adolescent has been denied Youth Empowerment Services (YES) Waiver services.  I wish to appeal the denial of YES Waiver services for (Consumer Name).
_________________________________________
Signature of LAR of Consumer / Consumer / Representative

________________________________
Date

Complete the following only if you have the information available at the time you are requesting this fair hearing.  You are entitled to representation, at your own expense, at any time during the fair hearing process. List the Name, Address, Telephone number, Email address, Mail code and Participation Organization of additional witnesses/representatives (for example, home health agency, nurse, family members, attorney/legal counsel, etc.).

	Name
	Address
	Telephone Number
	Email Address
	Mail Code
	Participant Organization

	
	
	
	
	
	


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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