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	Service Coordinator
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	UR Score
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                         **ANSWER ALL QUESTIONS**   
	YES
	NO
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	Is the child 17 ½ years of age or younger?
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	Is the child living in his/her natural home?
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	Is the child at risk of needing residential placement?
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	Does the family maintain private insurance and do they agree to continue this coverage? If no insurance, recommend family apply for Medicaid, MC+ for Kids.
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	Has the child been denied Medicaid eligibility within the last 12 months?  The family must have applied for Medicaid, including MC+ for Kids and Medical Assistance for Disabled Children, and been denied within the last 12 months. Ask staff at your center with access to Medicaid eligibility files to verify. 

	[bookmark: Check11]|_|
	[bookmark: Check12]|_|
	Current Standard Means Test on file. Family income reported: $ _________________
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	Does the family understand and agree to ANNUAL redetermination of eligibility?  Annually, each child’s eligibility for the waiver must be redetermined.  This must be explained to the parents.  Children must continue to meet ALL of the eligibility criteria in order to continue participation in the Lopez Waiver.  
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	Does the family understand that eligibility for the Lopez Waiver ends on the child’s 18th birthday?



Please give detailed information regarding this child’s developmental disability, health/medical status, and prognosis:
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	THE FOLLWING INFORMATION SHOULD DESCRIBE NOT ONLY THE NEEDS OF THE CHILD & FUNDING SOURCES, BUT ALSO WHO IS OR WILL BE RESPONSIBLE FOR PROVIDING THE SERVICE, SUPPORT OR CARE. This includes family & caregivers involved in providing care for the child.  Indicate if the family has established a caregiver or is arranging for one that potentially can contract & enroll as a waiver provider. 
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	INDICATE SERVICES & COSTS THE FAMILY/CONSUMER WILL CONTINUE TO PAY,  or other payment source not otherwise listed on this form: 
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	SERVICES INCLUDED IN CHILD’S IEP OR IFSP presumed to be provided through school or First Steps: 

	[bookmark: Text1]     


	SERVICES AND COSTS THE CONSUMER’S PRIVATE INSURANCE WILL CONTINUE TO PAY:
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	SERVICES AND COSTS THE RO OR A SB40 IS FUNDING: 
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	SPECIFY MEDICAID STATE PLAN SERVICES AND COSTS TO BE APPLIED TO DIVISION OF MEDICAL SERVICES. ie, PRIVATE DUTY NURSING, PERSONAL CARE, SPEECH THERAPY, OT, PT, DME, PRESCRIPTIONS, ETC. : For each state plan service the child needs, indicate the approximate frequency & duration.

	[bookmark: Text17]     


	SPECIFY THE ON-GOING WAIVER SERVICES NEEDS OF THE CHILD and expected costs to be incurred by DD: Indicate type of waiver service and the frequency & duration of the waiver service. ie. PA 3hrs/day, 5days/wk
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	SPECIFY WAIVER SERVICES needed by the child which may be one time or periodic needs: ie. Environmental Adaptations which may be planned over a period of a year or two; Specialized Equipment
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