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	STATE OF MISSOURI

DEPARTMENT OF MENTAL HEALTH

DIVISION OF DEVELOPMENTAL DISABILITIES

Choice to Terminate Participation from a Division of Developmental Disabilities Waiver



	Individual NAME
	DATE OF BIRTH

	MEDICAID NUMBER
	DMH ID NUMBER


	Choice to Terminate Participation from a Division of Developmental Disabilities Waiver:

 I no longer choose to participate in the: 
  [ ] Comprehensive Waiver      [ ] Community Support Waiver        [ ] Sara Jian Lopez Waiver
  [ ] Autism Waiver       [ ] Partnership for Hope (Prevention) Waiver


	I CERTIFY THAT I HAVE CHOSEN TO TERMINATE THE ABOVE WAIVER.

	 INDIVIDUAL 

	DATE

	PARENT/GUARDIAN/DESIGNATED REPRESENTATIVE

	DATE

	SERVICE COORDINATOR 
	DATE


    DISTRIBUTION: Copy for the INDIVIDUAL/PARENT/GUARDIAN/DESIGNATED   

    REPRESENTATIVE and copy for TCM FACILITY   
    3/1/11
_1042631090.doc
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