NEW YORK STATE DEPARTMENT OF HEALTH Fregdom ?f Ch9|ce
Home and Community Based Services (HCBS) 1915(c) Children’s Waiver

Instructions

Individuals determined eligible for Children’s Waiver enrollment must be given the option to choose between
institutional or Home and Community Based Services (HCBS) and informed about their HCBS care coordination
options. Upon HCBS enrollment, the care manager/qualified individual identified by the state determining
eligibility will provide information regarding these options. The participant or their parent/guardian/legally
authorized representative must sign this Freedom of Choice form and indicate their decision to participate in the
HCBS Children’s Waiver and their chosen option for care coordination. This form must be witnessed and dated;
kept as part of the participant’s file and a copy provided to the participant/parent/guardian/legally authorized
representative, and upon request.

Child/Youth Information

Child/Youth Name: Date of Birth:

I have received and understand the following:
* Information about alternatives to the Children’s Waiver.

* Information about choice of either admission to an institutional setting or Home and Community Based Services
(HCBS) under the Children’s Waiver (42 CFR §441.302(d)).

Information on available services, including what the program is and how to access the services and supports
and my Rights and Responsibilities.

* Information to connect community resources, providers, and HCBS care coordination options.
* Information on how to file a complaint or grievance.

* My options for HCBS care coordination: Health Home Care Management, care coordination by my health plan,
or another qualified individual identified by the state.

A list of Health Homes (HHs), Care Management Agencies (CMAs), and Service Providers in my area,
including Home and Community Based Services (HCBS) providers.

I Understand the following:

* | am requesting participation in the HCBS Children’s Waiver, if | am determined eligible and a Children’s Waiver
slot is available.

* | understand my eligibility will be determined at least once a year, or if my circumstances change.

* |l understand my Rights and Responsibilities as an HCBS Children’s Waiver participant, as this has been
reviewed with me.

* | have been given the right to choose how | will receive HCBS care coordination.

| have been given the right to choose the service(s) and service provider(s) available in my area.
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First time Children’s Waiver Participants, please choose one of the following:

[ I choose to enroll in the Children’s Waiver and will receive care coordination through the Health Home (HH) care
management program and was given a choice of available HHs and Care Management Agencies (CMAs).

OR

" 11 choose to enroll in the Children’s Waiver and Opt-out of HH care management and will receive HCBS care
coordination services and supports through my plan, or another qualified individual identified by the state.
OR

" | Eligibility requirements are met; however, | choose not to participate in the Children’s Waiver.

For Children’s Waiver annual re-determination, please choose the following:

" 11 NO LONGER want Children’s Waiver program services. | understand that | may request an eligibility decision at
a later date.

OR

' I1want to continue my enrollment in the Children’s Waiver program services and:
' | continue my current care coordination entity
' I change my care coordination entity

AND

" Il confirm that | received the results of my annual HCBS Eligibility Re-determination assessment.

By signing this Freedom of Choice form, | confirm that each item has been explained to me, including how to file a
critical incident and/or grievance/complaint, and | have received the Children’s Waiver Participant’s Rights and
Responsibilities Flyer.

Applicant

(for individuals 18 and over or under 18 who are parents, pregnant, and/or married, and capable of self-consent)
Print Name:

Signature: Date:

Parent/Legal Guardian/Legally Authorized Representative
(for individuals under 18 who are not capable of self-consent)

Print Name:

Signature: Date:

Care Manager/Qualified Individual/Witness

Print Name:

Signature: Date:
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