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Home and Community Based Services – SED Waiver

Initial Clinical Eligibility Form
Child/Youth’s Name:   ______________________________________________Date of Birth: _______________
Address: ________________________________________City:_______________State: ____Zip:_____________
Telephone: (___) ______________________County of Residence: _____________________________Sex:___​​​​​​​​​​​​___
Education/Vocation Status: ______________________________________________________________________

Primary Language: _________________________________________ DCF Custody?   Y    N

KanCare MCO:  ___________________________________________
Parent/Legal Guardian Name___________________________________________________________________
Address________________________________________City_______________State ____Zip______________

Telephone (___) ______________________County of Residence_____________________________ Sex______

Primary Language of Communication_________________________________________
1. Is the child/youth at least 4 years old?

_____No 
The child/youth does not meet SED Waiver minimum age criteria. If an exception to minimum age criteria will be requested, complete remainder of document.  
_____Yes 
2. Is the child/youth under 18 years of age?

_____No 
The child/youth does not meet SED Waiver maximum age criteria. If an exception to maximum 
age criteria will be requested, complete remainder of document.)   
_____Yes 
3. Does the child/youth have a qualifying DSM diagnosis?

_____No     The child/youth does not meet SED Waiver criteria. 
_____Yes   Diagnosis: _____________________________________________________________ 
Name/Credentials/Agency/Telephone of QMHP making the diagnosis:

________________________________________________________________________________

______________________________________________Date of diagnosis____________________

4. Does the child/youth meet Serious Emotional Disturbance (SED) criteria?  
_____No 
The child/youth does not meet SED Waiver criteria. 

_____Yes Date of determination of SED:  ____________ 

Name/Credentials/Agency/Telephone of QMHP making the SED determination:

________________________________________________________________________________

________________________________________________________________________________
5. Has the child/youth been screened as appropriate for admission to an inpatient mental health treatment setting within six months?
_____No 
_____Yes __________ Date of screen.  If answering yes, please attach a copy of the most recent Mental 
Health Screening Form.   

6. Is the child/youth likely to need the level of care described in 42 CFR 440.160 in absence of SED Waiver services?

_____No 
The child/youth does not meet SED Waiver criteria.
_____Yes 
Complete Attachment D if you answered no to number 5 above.  
7. SED Waiver eligibility requires minimum scores on both Child Behavior Check List (CBCL), and the Child and Adolescent Functional Assessment Scale (CAFAS) or Preschool and Early Childhood Functional Assessment Scale (PECFAS) as applicable.  Record results for the CBCL and CAFAS or PECFAS below.

CBCL (Valid if completed less than 6 months prior to Clinical Eligibility date.) Indicate t-scores and 
version used, as applicable.

CBCL

TRF

YSR

Date of CBCL____________

Internalizing
______
           ______
           ______

Externalizing
______
           ______
           ______

Total Problems 
______
           ______
           ______

SED Waiver eligibility requires a minimum score of 70 on at least one scale.   Did the child/youth receive a 

score of at least 70 on any scale?

____No 
The child/youth does not meet SED Waiver criteria.  If an exception to CBCL criteria will be requested, complete remainder of document.  

____Yes 

CAFAS or PECFAS (Valid if completed less than 3 months prior to clinical eligibility date.)  
Scale scores:




Date of CAFAS/PECFAS: _______________
School/Work Role Performance
______

Moods/Emotions
______
Home Role Performance

______

Self Harm           
______         

Community Role Performance          ______ 
Substance Abuse
______                                                                                                          

Behavior Towards Others

______ 

Thinking
  
______
                                                   Total Score___________

SED Waiver eligibility criteria require a minimum Total Score of 100, or a minimum score of 30 on each of any two sub-scales.  Did the child/youth receive a minimum Total Score of 100, or a score of 30 on each of any two sub-scales?

____ No (The child/youth does not meet SED Waiver criteria.) 

____ Yes
8. Is an exception requested for:

Minimum Age
No_____ (Go to number 10)
Yes_____ (Complete Attachment E)

Age 18 Criteria
No_____ (Go to number 10)
Yes_____ (Complete Attachment F)

CBCL Score
No_____ (Go to number 10)
Yes_____ (Complete Attachment G)

A request for an exception must include the completed Initial Clinical Eligibility Form, the most recent Mental Health Screening Form or Attachment D, and Attachments E, F, and/or G as applicable.    

Prepared by:

__________________________________________________
Date________________________

QMHP name and credentials

__________________________________________________
Phone (____) _________________

QMHP signature and credentials

____________________________________________________________________________________

CMHC










** If an exception request is needed, the date the exception request is approved is the clinical eligibility date. 

**If more than one exception request was submitted, the date the last request is approved is the date  

     clinical eligibility was established.  The Notice of Action is not sent until the exception request is approved or denied.

** If no exception request is needed, the Notice of Action is sent when clinical eligibility is established.
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