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Government of the District of Columbia

Department of Healthcare Finance

Office on Disabilities and Aging

Section 1915(c) Home and Community-Based Waiver for the Elderly and Individuals with Physical Disabilities

WAIVER BENEFICIARY FREEDOM OF CHOICE FORM

AND

PROCEDURE FOR ASSURING BENEFICIARY FREEDOM OF CHOICE

Name of Client:  ____________________________________________________________

I.
Informed Beneficiary Certification


This is to certify that a representative of (name of agency) 
 
has informed the potential waiver beneficiary and his or her authorized representative of (a) the potential beneficiary’s right to choose between nursing facility care and home and community-based service under the approved home and community-based services waiver; and (b) the potential beneficiary’s right to select his/her service provider(s) once approved to receive waiver services, and (c) the Medical Assistance Administration reserves the right to impose utilization control, service limits and other restrictions as warranted.



                             _______________________

    Signature of Agency Representative

Date

II.
Beneficiary Election


This is to attest that I, 

and/or my authorized 


Representative  

have been informed of the right to choose between nursing facility care and home and community-based services under the approved waiver and have chosen the option indicated on the selected line below.


Nursing Facility Care

Home and Community-Based Services 


Signed:







              Beneficiary


   Date


Signed:







    Authorized Representative

  Date
III.
Witness (at least one is required):


NOTE:  IT IS A CONFLICT OF INTEREST FOR THE CASE MANAGER TO WITNESS THIS FORM

We, the undersigned, attest that we have witnessed the beneficiary and his/her representative (if applicable) sign this form indicating that the beneficiary and his/her representative have been informed of the right to select either nursing facility or home and community-based services, and that the beneficiary and his/her authorized representative have indicated the above election.


Signed:







               Witness #1


 Date


Signed:







               Witness #2


Date
Beneficiary Freedom of Choice Reviewed 03/05/07  
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DEPARTMENT OF HEALTHCARE FINANCE
OFFICE ON DISABILITIES AND AGING

BILL OF RIGHTS & RESPONSIBILITIES

RIGHTS

As a home and community-based services customer, you have the right to be informed of your rights and responsibilities before the initiation of home and community-based services.  If a customer has been deemed incompetent to make health care decisions, the customer's family and/or representative may exercise the right to make informed decisions for the customer.

As a home and community-based services customer, you have the right to:

1. Be informed in advance about the proposed services and be provided a response to questions in understandable terms. 

2. Receive services appropriate to your needs, and expect the provider to render safe, professional services at the level of intensity needed without unlawful restriction by reason of age, sex, religion, race, color, creed, national origin, place of residence, sexual orientation, or disability.

3. Receive in writing and orally in advance of care, the services offered, coverage of the services by the payment source, a statement of charges and items not covered by the payment source, and any changes in charges or items and services within 15 days after the provider is aware of a change.

4. Obtain a reasonable response to request for services within the capacity of the provider to respond.

5. Have knowledge of available choices of providers, to participate in your care planning from admission to discharge, and to be informed in a reasonable time of anticipated discharge and/or transfer of services.

6. Receive services from staff who are qualified through education and/or experience to render the services to which they are assigned.

7.
Know who is responsible for and who is providing care, and to receive information concerning your continuing health needs and choices for meeting those needs, and to be involved in discharge planning, if appropriate.

8.            Receive reasonable continuity of care.

9.       Refuse treatment to the extent provided by law, and to be informed of the medical consequences of that refusal.

10.      Receive confidential treatment of your clinical records in accordance with legal requirements, and to be responsible 

             for prior authorizing any release of information contained therein.

11.      Treated with consideration, respect, and dignity, including the provision of privacy during the provision of services.

12.        Inspect or receive, for a reasonable fee, a copy of your clinical records;   to have information in your clinical record  

             corrected (as appropriate);  and to transfer information to any third party, unless against medical advice.

13.        Receive available information about community resources that are best suited to your care needs

14.         Present grievances and/or recommend changes in your services without fear of discrimination, reprisal, restraint,

               interference, or coercion.

15.          Filing a grievance or complaint is not a pre-requisite or substitute for a fair hearing.

RESPONSIBILITIES

Each customer who is receiving home and community-based services has the responsibility to:

1. Provide a complete and accurate health history and any changes in condition, insurance, address, phone number, 

and other pertinent information.

2. Indicate level of understanding of the plan of care and other expectations in the provision of services

3. Comply with the prescribed plan of care

4. Treat the providers of services with dignity, courtesy, and respect

5. Notify the provider if unavailable for scheduled visits

_______________________________


____________________________________

______

Signature of Customer/Representative


             Signature/Title of Provider


  Date
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