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Youth Empowerment Services Waiver Program
Participant Referral Form
To be completed by the LMHA staff making the referral:
	Reason for Choice (check one):       FORMCHECKBOX 
 Initial Selection      FORMCHECKBOX 
 Change of Waiver Provider


	Name of Selected Waiver Provider:



	Participant Name (last, first, mi): 



	Address (street, city, state, zip):



	County of Service:



	Date of Birth: 


	Age: 



	Medicaid Number:



	Primary Diagnosis Name / Code (ICD-9 Code):
	Secondary Diagnosis Name / Code (ICD-9 Code):


	Medical Diagnosis:



	LAR Name

	Phone Number(s) (include area code)

Home:                                                  Cell:                                               Other:

	Preferred Contact Method for Participant and Legally Authorized Representative:



	Goals identified by LMHA Staff:



	

	By signing this document I attest:

1. That the participant and LAR listed above selected the identified Waiver Provider to receive Waiver Services from.
2. That the LMHA has received confirmation from DSHS that the participant meets the Clinical Eligibility criteria for YES Waiver Services; and
3. That the LMHA has received confirmation from DSHS that the participant is Medicaid Eligible for Waiver Services. 
The LMHA has received confirmation from DSHS that the participant is Medicaid Eligible. 
     _____________________________________       _____________________________           

        Name of LMHA Staff (print clearly)                       Staff Position                            

     __________________________________________       ___________________     

       Signature of LMHA Staff                                                  Date
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