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Participant Agreement


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

	Local Mental Health Authority:  
Click here to enter LHMA name.

	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 choose participant age.

	Medicaid Number:           
Click here to enter Medicaid no.
	Care ID Number:
Click here to enter Care ID 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:
By choosing to enroll in the YES Waiver program to receive services, I am aware that:
1. I am also eligible to receive Medicaid State Plan services, while enrolled in the YES Waiver.  
1. The services I will receive will be identified on my Individual Plan of Care.
1. The expectation of services provides for minimal use of residential services.  
1. If it is determined that I am a danger to myself or others, and that adequate safety cannot be ensured in the community, I will be placed in a more restrictive setting.  
1. 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.
1. I, and my legally authorized representative, are required to be full and active members of the Child and Family Team that will determine which services I receive. 
1. I may request additional Child and Family Team members at any time.
1. I am not eligible to participate in, or receive services through, Texas Resiliency & Recovery or another 1915 (c) home and community-based waiver such as: Community Living Assistance and Support Services (CLASS); Home and Community-based (HCS); Medically Dependent Children Program (MDCP); Consolidated Waiver Program (CWP); Deaf Blind with Multiple Disabilities (DBMD); Community Based Alternatives (CBA); TX Home Living, and the Health and Human Services Commission STAR+PLUS program. 

_________________________________   _______           ________________________________   _______ 
*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.  

DSHS Service Authorization Date: _________________	LMHA Representative Initials: ____________
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To be completed by the Waiver participant and/or the legally authorized representative prior to receipt of Waiver services:
By choosing to participate in the YES Waiver program, I understand that there are certain responsibilities and expectations I must fulfill during my time in the program and that failure to do so may result in modification, suspension, or termination of my participation in the YES Waiver. I agree to:

1. Be an active member of the Child and Family Team and participate fully in the development of my Individual Plan of Care (IPC).  This includes, but is not limited to:
· In consultation with my treatment team, identifying the services that I wish to receive.
· Participating in scheduling and attending service appointments. 
· Notifying my Wraparound Facilitator when I will miss an appointment.
· Rescheduling any missed appointment(s).

2. The possibility of my IPC being modified at any time by the Child and Family Team, beyond the regular review of my IPC, which occurs at least every 90 days. Reasons for modifying my IPC include, but are not limited to:
· Identifying additional services that will assist in my treatment.
· Determining that the type or quantity of a service I am currently receiving is no longer clinically necessary or beneficial to my treatment.
· My deciding to opt out of a service. 
· My failure to participate in services. 

3. Continuously meet necessary eligibility criteria. This includes, but is not limited to:
· Meeting Medicaid eligibility and demographic criteria.  
· Meeting clinical criteria upon an initial assessment and upon yearly re-assessment.
· The local mental health authority (LMHA) is unable to certify that the quality and quantity of services and supports I am receiving are meeting my needs in the home or community.

4. 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 my Waiver service area.
· Accessing non-community based residential or institutional services.

5. Notify the LMHA and Waiver provider of any changes to my financial status affecting my eligibility to participate in the Waiver program. This includes:
· Only my, the participant’s, personal income and resources (parent income and resources are not considered).  
· Receiving notification that my Medicaid benefits are denied, will be denied, or that additional information is required to determine eligibility or complete the application.


_________________________________   _______           ________________________________   _______ 
*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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