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CURRENT EVIDENCE SUPPORTING CHILD/YOUTH’S 
NEED FOR LEVEL OF CARE PROVIDED IN A 
STATE MENTAL HEALTH HOSPITAL – SED Waiver

Child/youth name: _______________________________________________________________________
1. Description of specific behaviors/problems that put the child/youth at risk of state hospitalization without SED Waiver services.

2. Description the child/youth’s family and current living situation that support the need for SED Waiver services.

3. Description of factors in the child/youth’s school/vocational placement that support the need for SED Waiver services.

4. Description of non-CMHC community involvement that supports the child/youth’s need for SED Waiver services.

QMHP Signature and Credentials ________________________________      Date _______________________           
[image: image3.png]


[image: image2.png]



SED Attachment D








REV 10/14

