[image: ]Youth Empowerment Services Waiver
Provider Selection Form

This form must be completed by the local mental health authority and sent to the selected Waiver provider.
	Date: Click here to enter a date.

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


	Participant Name (Last, First, MI): 
Click here to enter participant name.

	Address:
Click here to enter address.

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

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

	Primary Diagnosis Name/Code (ICD-9 Code):
Click here to enter name and code.
	Secondary Diagnosis Name/Code (ICD-9 Code):
Click here to enter name and code.

	Medical Diagnosis:
Click here to enter diagnosis.

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

	Primary Phone Number:
Click here to enter phone no.
	Alternate Phone Number:
Click here to enter phone no.




I have received a list of YES Waiver provider agencies (Waiver providers) in my service area. I am aware that I have the right to choose my Waiver provider under the YES Waiver.  I understand that this includes choice of direct service staff that will provide YES Waiver services through the selected Waiver provider.
My choice of Waiver provider is:
	Name of Selected Waiver Provider:
Click here to enter Waiver provider name.

	Name of Provider Staff Contact:
Click here to enter staff contact name.
	Area Code and Telephone Number:
Click here to enter provider phone no.

	Address:
Click here to enter provider address.




I understand that once enrolled in the YES Waiver program, I have the right to transfer to another Waiver provider, if I so choose.

_________________________________ _______ ________________________________ ______ 
*Signature  – Participant                                         Date           Signature – Legally Authorized Representative  Date
☐   * Participant is too young or is unable to sign his or her name.



By signing below, I verify that:
1. The participant and legally authorized representative selected the identified Waiver provider from which to receive YES Waiver services;
2. Click here to enter LMHA name has received confirmation from the Department of State Health Services (DSHS) that the participant meets clinical eligibility requirements; and
3. Click here to enter LHMA name has received confirmation from DSHS that the participant meets Medicaid eligibility requirements.

________________________________ ________
Signature  – LMHA Representative                     Date
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