

The Home and Community Based Wavier for persons in the Supports for Community Living offers people freedom to choose from any and all services providers available. Attached is a listing of all providers enrolled with the State Medicaid Agency who can provide waiver services. Please indicate below the participant’s info, providers of the participant’s choice and sign and date the form.  If there is conflict, also complete the Case Management Exemption section.  DDID must approve on Exceptions.
*To request Exemption approval, submit an electronic copy of this completed form (as an email attachment) to mailto:DDIDMAP531@KY.GOV 
*Please include your provider number in the subject line.
Participant Information:
	Last:      
	First:      
	M.I.:  
	SSN #:     

	Address (Street):      

	City:      
	State:   
	ZIP:      
	County Name:      


	Current Case Manager:
	Last Name:
	     
	First Name:
	     

	Case Manager Email:
	     


Providers of Choice:
	SERVICES REQUESTED
	PROVIDER NAME
	PROVIDER NUMBER
	If CONFLICT (check)

	*CASE MANAGEMENT
	     
	     
	

	     
	     
	     
	 FORMCHECKBOX 


	     
	     
	     
	 FORMCHECKBOX 


	     
	     
	     
	 FORMCHECKBOX 


	     
	     
	     
	 FORMCHECKBOX 


	     
	     
	     
	 FORMCHECKBOX 


	     
	     
	     
	 FORMCHECKBOX 


	     
	     
	     
	 FORMCHECKBOX 



Complete the following if requesting a Case Management Exemption: (Ensure explanation fits within available space.)
I request an exemption to Conflict Free Case Management because: 
	 FORMCHECKBOX 

	There is a lack of qualified case managers within thirty (30) miles of my residence;  Explain:

	     


	 FORMCHECKBOX 

	I have a relationship with my current case manager.  Explain:
	Date relationship started:
	     

	     


-I certify that my decision to keep my current case manager was not encouraged by the case manager or other staff from the case management agency.

-I agree that if my current case manager leaves their role as case manager, I will choose a case manager from an organization that is not already being paid to provide my other services.

-I have been informed of grievance/complaint procedures.

	Participant/Guardian Signature:
	     
	Date:
	     

	Case Manager Signature:
	     
	Date:
	     


By electronically signing and dating this document, the Case Manager verifies that the Participant/Guardian agrees with the information contained on both pages of this form and has electronically signed this document or if not, has signed a paper copy which is kept with the participant’s service records. 
