South Carolina Department of Health and Human Services

PRTF Alternative CHANCE Waiver

Freedom of Choice Form


	Name
	
	Date
	

	Medicaid #
	
	DOB
	

	Address
	

	Phone
	


If you meet the level of care for a Psychiatric Residential Treatment Facility (PRTF) you have the right to choose between care provided in the home and community or care provided through placement in a Psychiatric Residential Treatment Facility.  
By choosing to receive services through the PRTF Alternative CHANCE waiver, I understand:

· Services will be provided to me in my home, or the least restrictive setting by the qualified waiver provider of my choice
· My family and I will be an active part of my treatment team and will have the ability to make decisions about services and treatment
· I am required to receive and participate in the delivery of all appropriate services identified by me and my service plan development team  
· I will continue to access Medicaid benefits (e.g. Doctor visits, etc.)

· I am required to discontinue my Medicaid HMO
By choosing to receive services in a PRTF placement, I understand the following:
· Services will be provided to me in an institutional setting

· Decisions regarding services and treatment will be made by the treatment team at the facility
I have chosen: 
_____ 
PRTF Alternative CHANCE Waiver services
_____ 
Psychiatric Residential Treatment Facility placement 
I understand that I can change my mind at any time.  

Client’s Signature: ____________________________________________________ Date: ______________

Parent/Guardian Signature ______________________________________________ Date _____________
This section is to be completed by the individual who informed the youth/family of the Freedom of Choice regarding the choice between PRTF Alternative CHANCE Waiver Services and PRTF placement.
This is to certify that I ___________________________________ informed the above named individual of the alternatives to Psychiatric Residential Treatment Facility placement under the PRTF Alternative CHANCE waiver.  I informed the youth/family of the choices regarding available services for those who meet Level of Care for PRTF placement.  The individual named above, by his/her written acknowledgement, or by the written acknowledgement of his/her parent/guardian, has chosen the option indicated.

Signature: _______________________________________ Title: ______________________________ 
Date:______________




Agency Phone____________________

Agency Address: _________________________________________________________ 
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