[image: image1.png]**
k.Y TEXAS

Department of
State Health Services




Youth Empowerment Services Waiver
Signature Page


(     CHECK THE APPROPRIATE SIGNATURE PAGE TYPE:

 FORMCHECKBOX 

TREATMENT/WRAPAROUND PLAN 
 FORMCHECKBOX 
     
YES WAIVER - INDIVIDUAL PLAN OF CARE
 FORMCHECKBOX 
    
OTHER:







I have participated in the development of this Treatment Plan, YES Waiver Individual Plan of Care, and/or specified document (see above) and give my informed consent to the services/information outlined on this document.
Client Signature:
___________________________________

_____________     (  ) N/A   (  ) Refused   
Name:




 
Date:

     (  ) Unable to Sign--Reason:



Legally Authorized Representative Signature: (parent, guardian, or managing conservator of the child)

___________________________________

_____________     (  ) No, Emancipated   (  ) No, client over 18 y/o   

Name:




 
Date:

     (  ) Unable to Sign-Reason:



QMHP-CS/Wraparound Facilitator/Case Manager Signature:
___________________________________

_____________     (  ) N/A   

Name:




 
Date:

     
LPHA Signature:
___________________________________

_____________     (  ) N/A   

Name:




 
Date:

     
Physician Signature:
___________________________________

_____________     (  ) N/A   

Name:




 
Date:

     
YES Provider/CWP Signature:
___________________________________

_____________     (  ) N/A   

Name:




 
Date:

     
Other Treatment Team Signatures:

____________________________

_____________        ____________________________

_____________        

Name:




 Date:

        Name:




 Date:


____________________________

_____________        ____________________________

_____________        

Name:




 Date:

        Name:




 Date:

   
Copy given to Waiver participant or LAR?   ____________

Client Name:					Local Case Number:				Date: 


LAR Name:					CMBHS Number:  
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