ATTACHMENT A………………………Freedom of Choice Form, For Medicaid Eligible Children

Client Name:                                             
DCFS Freedom of Choice and Consent to Provide Targeted Case Management Services 

For Children Medicaid Eligible

I have been informed that, following a comprehensive clinical assessment, my child may meet the criteria for and have a recommendation to receive Targeted Case Management services. Targeted Case Management is defined as services which will assist individuals in gaining access to needed medical, social, educational, and other services.  I have been given the choice whether to receive these services if they are recommended and if so, to select which provider will deliver the service.

 FORMCHECKBOX 
  No, I do not wish for my child to receive Targeted Case Management Services if recommended.

 FORMCHECKBOX 
  Yes, I wish for my child to receive Targeted Case Management Services if recommended and I choose to have the following provider deliver the Targeted Case Management service:

 FORMCHECKBOX 

Division of Child and Family Services

 FORMCHECKBOX 

A qualified non-DCFS Case Manager 

I have been informed that if I choose not to receive case management services, this will not restrict access to other Medicaid services, and that I can receive these services at any time in the future.  I have also been informed that I may change my choice of case manager at any time.  

I am making this choice free of any duress.  

________________________________
________________________

Signature of Parent/Guardian


Date

________________________________
_________________________

Signature of Youth 



Date

________________________________
________________________

Witness




Date

DCFS Children’s Mental Health Services  
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