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	1. Applicant/Individual Name
	2. Individual’s No.
	3. Effective Date

	
	
	

	4a. HCSSA Nurse Assessment: Applicant/individual was assessed for the need for services potentially available on 3671-B through 3671-E and 3671-H forms. Medical need was found for services on the following attached forms:

	 FORMCHECKBOX 
 3671-B   FORMCHECKBOX 
 3671-C   FORMCHECKBOX 
 3671-D   FORMCHECKBOX 
 3671-E   FORMCHECKBOX 
 3671-H
	
	
	
	     
	

	4b.
	 FORMCHECKBOX 

	3671–K– certifies that a service backup plan has been completed.
	
	Signature – HCSSA Nurse Assessor
	
	Date
	

	

	Freedom Of Choice: I understand that Community Based Alternatives (CBA) and the STAR+PLUS Waiver (SPW) programs are feasible alternatives to nursing facility services. I have been informed of the nature and limitations of the program and I freely choose services through the CBA or SPW. I understand that the state of Texas will not pay for the services on the plan until all eligibility decisions are made and waiver services are authorized by the Texas Health and Human Services Commission. 
	
	Libertad de elección: comprendo que el programa de Alternativas en la Comunidad (CBA) y el Programa Opcional de STAR+PLUS (SPW) son alternativas viables a los servicios de un centro para convalecientes. Me han informado sobre la naturaleza y las limitaciones del programa y escojo libremente los servicios por medio de CBA o SPW. Comprendo que el estado de Texas no pagará por los servicios del plan hasta que se tomen todas las decisiones relacionadas con la elegibilidad, y la Comisión de Salud y Servicios Humanos de Texas autorice los servicios opcionales.

	
	
	
	     
	
	
	
	     
	

	
	Signature – Applicant/Individual/Responsible Party
Firma: solicitante, persona o parte responsable
	
	Date/Fecha
	
	Signature – Witness

Firma testigo
	
	Date/Fecha
	

	

	

	 FORMCHECKBOX 

Acknowledgement and Acceptance of the Individual Service Plan: I, the applicant/individual, acknowledge review of the waiver services identified on the proposed plan and accept the plan as appropriate to meet needs assessed.

 FORMCHECKBOX 

Acknowledgement of Provider Change: I, the applicant/ individual, request to change waiver services provider(s).
	

	 FORMCHECKBOX 

Reconocimiento y aceptación del Plan Individual de Servicios: yo, el solicitante o la persona, reconozco haber revisado los servicios opcionales identificados en el plan propuesto y acepto que el plan es adecuado para satisfacer las necesidades evaluadas.

 FORMCHECKBOX 

Reconocimiento de cambio de proveedor: yo, el solicitante o la persona, solicito que se cambie el proveedor de servicios opcionales.

	
	
	     
	
	
	
	     

	Approval/Aprobación

Signature – Applicant/Individual/Responsible Party

Firma: solicitante, persona o parte responsable
	
	Date/Fecha
	
	Final Approval/Aprobación final

Signature – Applicant/Individual/Responsible Party

Firma: solicitante, persona o parte responsable
	
	Date/Fecha

	

	HCSSA Provider Referral Acceptance

	Referral Accepted?
	If No, please give reason:

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	     

	Agency Name
	
	
	
	

	
	
	
	
	     

	

	
	Signature–HCSSA Representative
	
	Date

	HCSSA Provider Referral Acceptance

	Referral Accepted?
	If No, please give reason:

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	     

	Agency Name
	
	
	
	

	     
	
	
	
	     

	
	
	Signature–HCSSA Representative
	
	Date

	Adult Foster Care (AFC) Referral Acceptance

	Referral Accepted?
	Provider Home
	
	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	     
	
	
	
	     

	
	
	Signature–AFC Provider
	
	Date

	Assisted Living (AL) Referral Acceptance

	Referral Accepted?
	If No, please give reason:

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	     

	Facility Name
	
	
	
	

	     
	
	
	
	     

	
	
	Signature–AL Representative
	
	Date

	Interdisciplinary Team Certification: The waiver services identified in the individual service plan for this applicant/individual are necessary to prevent nursing facility placement and are appropriate to meet the needs of the applicant/individual in the community as certified by the interdisciplinary team approach.

	
	
	
	     

	
	Signature–DADS Staff Member
	
	Date


