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Notice of Participant Rights
To be completed by the local mental health authority:
	Date: Click here to enter a date.

	Local Mental Health Authority:  
Click here to enter LMHA name.

	Participant Name (Last, First, MI): 
Click here to enter participant name.

	Address:
Click here to enter address.

	Date of Birth: 
Click here to enter DOB.
	Age: Click here to choose participant age.

	Medicaid Number:
Click here to enter Medicaid no.
	CMBHS Number:
Click here to enter CMBHS no.

	Legally Authorized Representative Name: (Last, First, MI): 
Click here to enter LAR name.




To be completed by the Waiver participant and/or legally authorized representative: 
· I received a copy of the DSHS Handbook of Consumer Rights, Mental Health Services. 
· I understand that I may contact the Department of Family and Protective Services at any time to report abuse, neglect, or exploitation.
To report suspected abuse, neglect, or exploitation:
· Call 1-800-647-7418 (Toll-free number, available 24 hours a day, 7 days a week); or
· Go to: www.txabusehotline.org. 
· I understand that I may contact the DSHS Office of Consumer Services and Rights Protection to file a complaint, or to request a Medicaid fair hearing. I understand that filing a complaint is not required before I can request a fair hearing.  
To file a complaint, or request a fair hearing:
· Call 1-800-252-8154 (Toll-free number, available Monday–Friday 8 a.m. to 5 p.m.); or
· Mail a written complaint to:
Texas Department of State Health Services
Office of Consumer Services and Rights Protection
P.O. Box 149347
Mail Code 2019
Austin, TX 78714-9347
· I understand that I may contact the Health and Human Services Commission Office of the Ombudsman at 
1-877-787-8999 if I have a problem or complaint that is not resolved to my satisfaction.
· I understand that I may be contacted by the Texas Institute of Mental Health, and asked questions about the services that I have received. I can choose whether to participate in this survey, and all information I share will be kept confidential.

_________________________________   _______               ________________________________    _______
*Signature  – Participant                                            Date                           Signature – Legally Authorized Representative       Date

________________________________     ________
Signature  – LMHA Representative                           Date

[bookmark: _GoBack]☐   * Participant is too young, or is unable to sign his or her name.
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