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Home and Community-Based Services SED Waiver

FAMILY CHOICE ASSURANCE DOCUMENT
_____________________________________             

Child/Youth’s Name                                                                         

I understand that my child/youth is clinically eligible for: 

_____ HCBS SED Waiver services which may be used as an alternative to pursuing admission to a State Hospital.

_____ HCBS SED Waiver services when my child/youth is discharged from a State Hospital.

_____ I have been given a copy of the SED Waiver informational brochure which explains the SED Waiver program for children/youth with a serious emotional disturbance.

*             *             *             *

_____ I have been informed that receiving at least one waiver service a month is one requirement of remaining eligible for the SED Waiver. 
	*             *             *             *


_____ I have been informed that I have the right to choose any community mental health center for SED Waiver services.

_____ I have been informed that I have the right to choose among SED waiver services for my child/youth (subject to medical necessity). 
*             *             *             *

My choice is to: (check one)

_____1.  Meet with a parent support worker at this time to receive further explanation of my choices and my       responsibilities.

_____2.  Keep my child/youth at home with SED Waiver services and request a Wraparound Facilitator to work with me to develop a Plan of Care for my child/youth.
_____3.  Pursue State Hospitalization for my child/youth through the screening process.

_____4. Refuse all services.

My signature below indicates I have been informed of the options available for my child/youth:

_________________________________________________                 ________________________

Parent/Legal Guardian’s Signature



          Date

My signature below indicates I have reviewed the Family Choice Assurance Document with the Parent/Legal Guardian:

____________________________________________________            ________________________

Qualified Mental Health Professional’s Signature and Credentials          Date

__________________________________________________________________________________
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