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                  SED Attachment N


SED Waiver Annual Evaluation of Level of Care
Name of child/youth: __________________________________________________________________

Original Family Choice Date: __________________________

Requirements of the SED Waiver Annual Evaluation of Level of Care: 

· This evaluation should reference the previous six months, must be conducted by a Qualified Mental Health Professional responsible for the waiver Plan of Care, and be filed in the child/youth's clinical chart.
· The date for annual review is the month prior or the month of the Family Choice Date up to 10 days before the end of the anniversary month.

· Persons who have reached their 22nd birthday are no longer eligible for the SED waiver.

Complete the following:

1. Does the child/youth have a qualifying Axis 1, DSM-IV TR diagnosis?  (   Yes, go to #2   (   No, go to #6
2. Does the child/youth meet criteria for Serious Emotional Disturbance?   (   Yes, go to #3   (    No, go to #6
3. Does the child/youth continue to need SED Waiver services in order to maintain the child/youth in the community and avoid state hospitalization?  (   Yes, go to #4     (No, go to #6.  
4. Describe in detail how the child/youth continues to be at risk for state hospitalization without SED Waiver services.  If necessary, reference page 6A or 6B of the inpatient screening tool. The identified symptoms should be included in the rationale. Use additional pages as needed. Go to #5.
    _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5. Describe in detail the SED Waiver services that have impacted the Child/youths functional impairment and ability to maintain in the community. The waiver services are Parent Support, Attendant Care, Short Term Respite Care, Wraparound Facilitation, Independent living/skills building and Professional Resource Family Care. Use additional pages as needed. Go to #7. 
     __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
6. Describe in detail the clinical rationale that supports that the child/youth is not at risk for State Hospitalization and no longer eligible for the SED Waiver.  Go to #7.
           __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

7. Child/youth remains eligible for the SED waiver    Yes or  No. Notify local SRS staff via 3161.  

8. Deliver the Notice of Action. Date the Notice of Action was delivered to child/youth and/or family/guardian: ________________.
9. If NO, also terminate the waiver Plan of Care.
     ________________________________________________________            ___________________

     QMHP Signature and Credentials                                                                      Date           
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