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Applicant Information
Member Consents and Rights
In the event I am determined eligible for services, I have been informed of the qualified providers in my area that provide home care and case management services. I have freely selected my choice of providers for both the ADvantage and State Plan Personal Care programs. I understand if I choose "No preference" an agency will be assigned to me.
program, services will be provided through the OKDHS certified  provider of my choice.
Freedom of Choice
Provider Agencies
If my chosen agencies are not available, I understand I will be contacted.
State Plan Personal Care Program - Home Care provider choice:
ADvantage Program - Case Management provider choice:
ADvantage Program - Home Care provider choice:
Pre-Service Acknowledgment
Informed Choice
Member Choice is an OKDHS philosophy and orientation. Members make informed choices about the services they receive. Members have the primary authority to decide what works best for them, regardless of the nature or extent of their disability or the source of the payment for the services. A Member's right to self-determination does not diminish with aging, physical or mental illness, disability, or life circumstance. In addition, all people have the right to freedom of choice and action, and freedom from coercion and control. 
Member Rights
Members have the right to:
be treated with respect and dignity; be treated as competent to make decisions;be communicated with effectively, directly, and in a language and format that best meets their needs;receive accurate, objective, relevant, complete, and culturally-appropriate information to assist them in making informed health care decisions;refuse proposed assistance, equipment, or treatment;appeal decisions and register complaints;fully participate in all decisions related to their service plan, including participation by others as they desire; have health care information protected; and be able to confidentially communicate with health care professionals.
Member Responsibilities
The ADvantage program is a waiver of institutional, long-term care services. The State Plan Personal Care program is a Medicaid service that assists with daily living activities at home to prevent or minimize physical health regression or deterioration. By applying for and accepting Medicaid services, the Member agrees to: 
participate with his or her case manager and/or home care nurse in the development of the service plan and cooperate with the monitoring and delivery of all planned services, such as personal care, case management or skilled nursing visits;provide a safe environment free of environmental or physical threats, and threats of harm or injury to self and others;provide honest, accurate, and complete information about his or her condition, circumstances, and informal and formal supports including any unexpected changes as they occur; andmaintain a working phone and allow service providers to access the electronic visit verification (EVV) system for verification of services provided. 
Example Violations of Members' Responsibilities
Situations considered incompatible with the delivery of Medicaid services are:
failure to cooperate or refusal to participate in service development or service delivery;violence, threats of violence, or intimidation used toward service providers such as case managers, nurses, personal care aides, and/or other home health providers;threatening, intimidating, degrading, or sexually inappropriate language/innuendo or behavior directed at service providers or engaged in while a service is being provided, either in the home or through other contact or communications;illegal activities that place the service providers at increased risk of harm including, but not limited to, illegal drug use or abuse or unlawful sales, distribution, or manufacture of prescription or illegal drugs;an unsafe use or display of weapons during the delivery of services;an unsafe environment due to the presence of unrestrained animals that pose a risk to caregivers during the delivery of services; orproviding inaccurate information or withholding information that is necessary to determine program eligibility.
Acknowledgment and Signature
I understand my rights to privacy as outlined in Form 08HI001E, Privacy Notice. I understand if my application for services is denied, I will receive written notice on how to appeal the decision. I authorize the OKDHS Aging Services to release my necessary medical or social information to my chosen providers in order to arrange and evaluate services that enable me to regain or maintain my personal independence.  Pursuant to Section 1-502(B) of Title 63 of the Oklahoma Statutes, I was advised that the information I authorize for release may include communicable diseases information. I understand that information is only used for the purpose of planning, evaluating, and providing services to me and that my information will not be released by the providers. I was informed that this authorization is in effect for one year from the original date of my consent. I understand I may revoke this authorization at any time by giving OKDHS a written and signed statement saying that I revoke this authorization. 
If applicant signs with a mark, two witnesses are required:	
by
Applicant Signature (Required)
I agree the information contained in this document was reviewed with me by the above named OKDHS nurse and accurately reflects my service selections.
9.0.0.2.20100902.2.720808
2/28/2012
WCMU
OKDHS
1.0.0
Form 02CB001E
3/1/2018
ADvantage ProgramState Plan Personal CareMember Consents and Rights
	currentPage: 
	pageCount: 
	Enter the member's first name: 
	Enter the case or medicaid number: 
	Enter the ZIP code: 
	Select a state from the drop down list: 
	Enter the city: 
	Enter the street address: 
	Enter the date of birth in mm/dd/yyyy format: 
	Select the county: 
	Select for: I understand that if I am determined eligible for the ADvantage or State Plan Personal Care program, services will be provided through the OKDHS certified  provider of my choice.: 
	Select for: If I am determined eligible for nursing facility level of care, I choose to receive:: 
	Select if you would like waiver services as a resident of your own home: 
	Select if you prefer services as a resident of a nursing facility: 
	Enter the first choice: 
	Enter the second choice: 
	Select if you have no preference and would like DHS to select a personal care provider on your behalf: 
	Select for: 
	Applicant or legal agent signature: 
	The date signed: 
	The date signed: 
	Witness signature: 
	The date signed: 
	OKDHS nurse signature: 



