South Carolina Department of Health and Human Services
PRTF Alternative CHANCE Waiver

Rights and Responsibilities Agreement


	Name
	
	Date
	

	Medicaid #
	
	Date of Birth
	

	Case Manager
	
	CM Agency
	


The purpose of this document is to explain your rights and responsibilities for receiving services under the PRTF Alternative CHANCE Waiver.  This document must be reviewed and signed by you and your family at the time of enrollment in the PRTF Alternative CHANCE waiver, or when there is a change in the Case Manager, as evidence that you understand the rights and responsibilities associated with participation in this program.  
1. I have the right to make informed decisions.  My Case Manager and service plan development team will help my family and I understand and make informed choices.  My personal choices will be respected and supported by my Case Manager and my service plan development team.  *A person has made an informed choice when he/she has made a decision based on good understanding of the options available and good understanding of how choice may affect his/her life.  
2. Freedom of Choice:
A. I have the freedom to choose who I want to provide Case Management to me.  I also have the right to make an informed decision to change Case Managers if I feel I can be better served by another Case Manager.  I must choose a qualified Waiver provider to provide this service.
B. I have the freedom to choose who I want to provide other waiver services.  I also have the right to make an informed decision to change Waiver service staff/providers if I feel I can be better served by another staff/provider.  I must choose a qualified Waiver provider to provide services to me.  
*Freedom of choice means that a person can choose to receive Home and Community based services rather than receiving services in a Psychiatric Residential Treatment Facility and a person can choose to make informed decisions to change staff or providers when they are no longer satisfied with the supports and services they are receiving.  Service providers cannot deny services for discriminatory purposes such as: sex, race, religion or disability. 
3. My family and I will participate in the development of an Individual Plan of Care to ensure that my plan is person centered and family driven.  My Case Manager and Service Plan Development team will work with my family and I to ensure that the supports and services provided to me address my needs.  I will actively participate in the development of my plan to ensure that it is meeting my needs to allow me to stay in the least restrictive environment.  * The Individual Plan of Care should be based on the needs of the youth and family.   The service plan development team including the youth and family will meet every 90 days to review and update the Individual Plan of Care. All Waiver service providers, youth and caregivers are expected to participate in the 90 day reviews to ensure coordinated quality care is being provided.  
4. I have the right to understand what I am signing before I sign my name in agreement.  My case manager will review the Individual Plan of Care with me and my family to ensure that it accurately addresses the needed supports as discussed in the service plan development team meeting.  I have the right to request corrections or revisions if I feel that the final plan is inaccurate.  I have the right to have all forms explained to me and my family so I understand them before I sign them.  I will be given a copy of my Individual Plan of Care and any forms that I am asked to sign.  *The Case Manager must assess the youth/families ability to read/comprehend the Individual Plan of Care/forms and determine how best to communicate the contents of the Individual Plan of Care/forms.  The Case Manager must ensure that the youth/family knows what in in their plan and what they are signing off on.
5. I have the right to access services and natural supports that I need and desire to achieve my goals and remain in the least restrictive environment.  My Case Manager will provide advocacy, linkage and referral to needed services regardless of funding source and service provider.  Services will be explored based on recommendations from my service plan development team (or any member of the team) and acted on based on informed decisions made by myself and my family..  *Services and supports should be based on the needs of the youth and their family.  Youth and family should be given information about all available supports and services (Waiver, state plan, church funded, school funded etc.) even if those services are provided by a competitive providing agency or provided/funded by an entity that the Case Manager would not pick for themselves.  
6. I have the right to confidentiality.  While I understand that my information will need to be shared for treatment and billing purposes, my information will be kept private and confidential.  *Information can only be shared for the purposes of treatment, billing or health care operations.  Any other communication regarding personal health information (PHI) would require a signed consent to indicate who that information can be shared with and for what purpose.  Inappropriate disclosure of PHI would be a violation of HIPAA and privacy laws.
7. I have the right to be treated with dignity and respect.  
8. I have the right to file a grievance.  I can contact the Federation of Families (family advocacy organization) to file a formal grievance if I have a complaint that cannot be resolved by my Case Manager and service plan development team.  *Written grievances will be addressed as per the grievance process in the Waiver manual.  Questions regarding the process can be directed to Federation of Families or SC DHHS staff.
9. If I am denied or refused services I have the right to file an appeal.  I can contact the Federation of Families (family advocacy organization) to file a formal appeal if I feel that I have been denied or refused services.  *Written appeals will be addressed as per the fair hearing process in the CHANCE Waiver manual.  Questions regarding the process can be directed to Federation of Families or SC DHHS staff.
10. I have the right to discontinue my participation in Waiver services at any time.  I understand that I must receive at least one waiver service within 30 days in order to remain eligible for PRTF Alternative Waiver services.  Failure to participate may result in a Level of Care assessment being completed to determine if I am still eligible to receive waiver services.  Family support and youth participation will be considered when the clinician does this evaluation.  I understand that participation in the PRTF Alternative CHANCE Waiver is voluntary and I can make an informed decision to discontinue my services at any time. *Termination of waiver services must be the result of the one of the acceptable reasons for termination as per the CHANCE Waiver manual.   
My responsibilities:

1. I will be considerate and courteous to my service providers.

2. I will provide accurate and complete information about:

· My medical history and present medical conditions

· My family and others who can provide supports

· My financial information and changes in my income or assets

· All services and benefits being provided to me

· Changes in my condition, situation, treatment or care such as hospitalization

· Changes in my address, phone number and other contact information

3. I will follow my Individual Plan of Care, including emergency, afterhours and crisis intervention plan. 
4. I will be present and participate on the dates and times that services are scheduled to be delivered.  If I am unable to attend at the scheduled time and date, I will contact the providing agency within 24 hours of the scheduled visit.  
Signature of PRTF Alternative CHANCE Waiver Participant



Date
Signature of Parent/Guardian






Date

Signature of PRTF Alternative Case Manager





Date

Signature of Family Advocate






Date
CONTACT INFORMATION:

	Case Manager Agency
	

	Case Manager 
	

	Phone
	

	Email Address
	

	Address
	


	Case Manager Agency
	

	Case Manager Supervisor
	

	Phone
	

	Email Address
	

	Address
	


	Family Advocate
	Federation of Families

	Contact person
	Belinda Pearson Barber

	Phone
	803-772-5210

	Email address
	belinda.pearson@fedfamsc.org

	Address
	810 Dutch Square Blvd., Suite 205

Columbia, SC 29210


	SC DHHS 
	Waiver Project Director

	Contact person
	Erin Donovan

	Phone
	803-8982581

	Email address
	Donovan@scdhhs.gov 

	Address
	PO Box 8206

Columbia, SC 29202-8206


	SC DHHS 
	Division Director of Behavioral Health Services

	Contact person
	Pete Liggett

	Phone
	803-898-2505

	Email address
	liggettp@scdhhs.gov 

	Address
	PO Box 8206

Columbia, SC 29202-8206
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