SLTC-157

          HCBS 899-29

HOME AND COMMUNITY BASED WAIVER SERVICES
RISK NEGOTIATION AGREEMENT FORM

Date:  _________________

Consumer:   ______________________________________    Medicaid ID #:  _________________
Section 1: Description of the consumer’s needs, including needs that cannot be met:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Section 2: Description of the services that can be provided:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Section 3: Description of the potential risk to the consumer:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Section 4: 
· Support service options (including nursing home services) have been explained to the consumer 

· The consumer understands and accepts the risks associated with his/her current Plan of Care
· The consumer’s health and welfare cannot be assured and discharge from HCBS waiver will be implemented.

· The consumer does not have a guardian and has not been declared incompetent.
Consumer: 

Signature________________________________________


Date ___________________

HCBS Case Manager:

Signature________________________________________


Date ___________________

Regional Program Officer:

Signature________________________________________


Date ___________________

HCBS Program Manager:

Signature________________________________________


Date ___________________

Original in CMT file
Copy to Consumer, SLTC
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