Iowa Attachment D-4 (b)


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
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