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To be completed by the local mental health authority:
	Date:  Click here to enter a date.

	Local Mental Health Authority:  
Click here to enter LMHA name.
	[bookmark: Check1]Type of Selection:  ☐ Initial   ☐ Change


	Child or Youth Name (Last, First, MI): 
Click here to enter child/youth name.

	Address:
Click here to enter address.

	Date of Birth: 
Click here to enter DOB.
	Age: Click here to choose participant age.

	Medicaid Number:
Click here to enter Medicaid no.
	CMBHS ID Number:
Click here to enter CMBHS no.

	Legally Authorized Representative Name: (Last, First, MI): 
Click here to enter LAR name.





To be completed by the Waiver participant and/or legally authorized representative:

As a recipient, or potential recipient, of Medicaid–funded services, I understand that I have the freedom to choose to receive services through an institutional program or the YES Waiver program. I have received information about the types of institutional services and YES Waiver services that are available to me, and, provided that I meet the eligibility requirements, I choose to receive services through:


☐ Youth Empowerment Services (YES) Waiver  ☐ Institutional Program

I understand that if my situation deteriorates, hospitalization may still occur to ensure my safety and the safety of others.

_________________________________  _______ ________________________________   _______ 
*Signature  – Participant                                         Date           Signature – Legally Authorized Representative     Date
________________________________ ________
Signature  – LMHA Representative                     Date


☐   * Participant is too young or is unable to sign his or her name.
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