Iowa Attachment D-3 (a)


CHILDREN’S MENTAL HEALTH WAIVER ASSESSMENT TOOL

PART A VERIFICATION OF HCBS CONSUMER CHOICE

	Home- and Community-Based Services (HCBS)

My right to choose a home- and community-based program has been explained to me.
I have been advised that I may choose:  (1) Home- and Community-Based Services or (2) Medical Institutional Services.
I choose: ( HCBS              ( Medical Institutional Services

	Signature of Consumer or Guardian or Durable Power of Attorney for Health Care
	Date

	PART B ASSESSMENT
	· Initial Review
	· Continued Stay Review

	Social Security Number
	Payment Source

(  Medicaid
( Medicaid Pending

	Child’s Name
	Medicaid Number

	Address
	City
	State
	Zip Code

	Legal Guardian or Conservator ( Yes

(  No
	County Name
	County No.

	Birth Date


	Sex: 
	(  Male
	(  Female

	Living situation at time of application to Children’s Mental Health Waiver
	
	
	

	
	
	
	
	
	
	

	Name of Parent
	Telephone Number

(           )

	Address
	City
	State 
	Zip Code

	Name of Parent (if joint custody)
	Telephone Number

(           )

	Address
	City
	State
	Zip Code

	Name of Guardian (if applicable)
	Telephone Number

(           )

	Address
	City
	State
	Zip Code


	Service Worker/Case Manager and Agency Name
	Telephone Number

(           )

	Agency Name
	
	
	

	Address
	City
	State 
	Zip Code


	Attending psychiatrist, psychologist or certified mental health professional's Name
	Telephone Number

(           )

	Address
	City
	State
	Zip Code


	Name of agency providing Children’s Mental Health Waiver services                                                                  Telephone Number



	Address
	City
	State
	Zip Code


Mental Health Diagnoses: (Axis I required)

	

	Axis I:



	Axis II:



	Axis III:



	Axis IV:



	Axis V/GAF:




The service worker or case manager must obtain written documentation that authenticates that the child has a mental health diagnosis according to a psychiatrist, psychologist, or certified mental health professional.

a.  Do you have documentation in the child’s file, as stated above, regarding a mental health diagnosis?

	(  Yes
	(  No


b.  Does the documentation in the child’s file verify the mental health diagnosis is valid within the past three months?

	(  Yes
	(  No


c.  Indicate the date of the mental health diagnosis _________________

d.  Signature of service worker or case manager certifying that documentation diagnosing mental health is in the

     child’s file.  (The case manager must sign and date this each year.)

	Name
	Title
	Date


List the most current assessment results that address the child’s level of intellectual/adaptive functioning and/or grade equivalency (optional).

	

	

	

	

	


	Medications (required)
	
	Route

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


         __________________________________________________

Notes:

The purpose of this assessment is to provide information for the required determination and redetermination of the level of care certified by the Iowa Foundation for Medical Care (IFMC) for the Iowa Department of Human Services (DHS) HCBS Children’s Mental Health Waiver.  Each assessment needs to be signed by the person completing the assessment to certify that the information was accurate when the assessment was signed and dated.  This person is accountable for accuracy of all information stated in the assessment.

	Name
	Title
	Date
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