Michigan Department of Health and Human Services
Home and Community Based Children’s Waiver

Waiver Certification
1 □ Initial Certification





 □ Annual Recertification

2 _______________________________________________    3 └┴┴┴┴┴┴┴┘ 4  └┴┴┘ └┴┘ └┴┴┴┘
     Child’s Name





    Medicaid #      
      
                      Social Security #
5 ____________________​​​​​​​​​​​​____________________________________
____________     6  └┴┘ └┴┘ └┴┴┴┘
     Child’s Address


    City
                   State
               Zip

                     Birthdate

7
      8  ____________________
        
  Responsible Mental Health Authority


                      WSA #
       
              
This is to certify that the above named child has received a comprehensive evaluation conducted by professional disciplines relevant to this child’s needs including physical, psychological, and social examinations.  This comprehensive evaluation and supportive documentation are available in the child’s clinical record.

Waiver Recommendation:

9 □ Waiver Recommended


□ Waiver Not Recommended

10 
QIDP





Date



Section 2
Based on the results of the comprehensive evaluation and supporting documentation, the following Waiver eligibility requirements are met:

11  FORMCHECKBOX 
  This individual has a developmental disability as defined in the Developmental Disabilities Assistance and Bill of Rights Act (P.L.106-402).

12  FORMCHECKBOX 
   If not for the availability of home and community-based services, this individual would require the level of care provided in an intermediate     

            care  facilities for Individuals with Intellectual Disabilities (ICF/IID).

13
 FORMCHECKBOX 
   WAIVER RECOMMENDED
  

 FORMCHECKBOX 
  WAIVER NOT RECOMMENDED

14  




Category of Care Level/Determination (circle one):     1         2         3        4


PiHP Provider                                                                     Date


Section 3
I understand that I may accept or reject waiver services instead of services provided in an ICF/IID.  I  accept  /  reject (circle one) services as offered under the Home and Community-Based Children’s Waiver.  I am aware of my choice of qualified service providers and my choice of waiver services.
16 __________________________________________________________________      17 □ Legal Guardian/Parent      

    Signature                                                                                           Date

18 __________________________________________________________________
  Witness 1                                                                                           Date


Section 4
Waiver Enrollment:
19 □ Child is eligible for enrollment; effective:                 └┴┘ └┴┘ └┴┴┴┘
21  Child enrollment status:         □ Deinstitutionalized        Or       □ Diverted

21 □ Child is not eligible for enrollment                      29 □ Enrollment terminated; effective:            30 └┴┘ └┴┘ └┴┴┴┘
31 _____________________________________________________________________ Chair, Clinical Review Team

     Signature                                                                                                Date

Revised:  07/23/2019
