Instructions on how to complete and submit the West Virginia CSED Waiver Freedom of Choice

Form.

The Freedom of Choice Form is completed annually.

Section 1 - Demo Section:

In the Demo section complete the following demographic fields for the person who receives
services:

e Person Who Receives Services = name of person receiving the services
e Address of person
e Their birthday and phone number

Person Who Receives Services Birthdate

Demo

Address Phone

Section 2 - Home/Community-Based or PRTF Level of Care Choice section:

You have a choice to receive support and therapy services within your home through the CSED
waiver or in an inpatient facility.

e Initial the first box if you have chosen to have CSED services in your home through the waiver

program.
e Initial the second box if you chose to receive services as an inpatient in a facility.

Please note this selection mean you are declining services in your home.

If you qualify fol nitial this box if you rovided in a Psychiatric Residential Treatment Facility (PRTF). You have the
_E o right to choose CoED sovites nyour | S€FVice/support in an PRTF or your home and/or community. The West
o '_g Virginia CSED W home- vides services/supports in your home and community. Please initial your
e 3 choice tes/supports:
.*g 5 | choose( | s box ityou ehoose MY home and community through the WV CSED Waiver Program.
S 4= it to receive services as an i i .
2% (nitial) | lunders iivsdiaadiard llowing ‘r‘lghts. ‘
£ . This section means youare jong qualified providers,
o 5 declining services in your i i
(SR . home. fferent provider if | prefer,
g E TEht to a fair hearing through the Bureau for Medical Services if | am not given choice.
o
2 | choose to receive support in an PRTF.
(Initial)

Section 3 - Agency Choice

If you are choosing to have CSED services in your home, please choose two different agencies to
provide services. The first line is for the agency that will provide wrap facilitation services. This will
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be the agency that will setup meetings and do weekly check ins to help with needs and resources.
The second line is for the agency that will provide therapy services and supports.

You have been given a list of agencies in your area that details the services provided and their
contact information should you have any questions related to their services.

e Initial the box stating you've been given agency choices.
e Write in the agency you choose for wrap facilitation on line 1.
e Write in the agency you choose to provide therapy/supports on line 2.

All enrolled providers in my catchment area have been discussed with me. F
I may choose any qualified provider in my area for each of my services.
The agency that | choose to provide my Independent Wraparound Facilitation Agency is:

to choose among qualified providers in your area.

complete the
information below. that

(Initial)

Agency Choice

The agency that | choose to provide all other CSEDW Services is:

Section 4 - Signature:

¢ Please sign on the line stating Legal Representative and mark the date.

Sign and date
= The form can be
electronically
signed and
ISE|gnature of Person Who Receiva submited.  § Date  |Legal Representative Name, Signature and Date

KEPRO Representative Name, Signature and Date WF Agency Representative Name, Signature and Date

Submitting the form:

After the form is filled out, please return to Aetna at the following physical address or email.
You can electronically submit the form or print and,

Mail to: Aetna- 500 Virginia Street East,
Suite 400, Charleston, WV 25301
Email to: ABHWVCSED@Aetna.com
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Aetna Better Health® of West Virginia

Nondiscrimination Notice

Aetna complies with applicable federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability or sex. Aetna does not exclude people
or treat them differently because of race, color, national origin, age, disability or sex.

Aetna:

e Provides free aids and services to people with disabilities to communicate
effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible
electronic formats, other formats)
* Provides free language services to people whose primary language is not English,
such as:
o Qualified interpreters
o Information written in other languages
If you need a qualified interpreter, written information in other formats, translation
or other services, call the number on your ID card or 1-800-385-4104.

If you believe that Aetna has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability or sex, you can file a
grievance with our Civil Rights Coordinator at:

Address: Attn: Civil Rights Coordinator
4500 East Cotton Center Boulevard

Phoenix, AZ 85040
Telephone: 1-888-234-7358 (TTY 711)

Email: MedicaidCRCoordinator@aetna.com

You can file a grievance in person or by mail or email. If you need help filing a
grievance, our Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint
Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
U.S. Department of Health and Human Services, 200 Independence Avenue, SW Room
509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 1-800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Aetna is the brand name used for products and services provided by one or more of the
Aetna group of subsidiary companies, including Aetna Life Insurance Company, and its
affiliates.

AetnaBetterHealth.com /WestVirginia
WV-22-09-01


http://AetnaBetterHealth.com/WestVirginia

vaetna

Aetna Better Health’
of West Virginia

Multi-language Interpreter Services

ENGLISH: ATTENTION: If you speak English, language assistance services, free of
charge, are available to you. Call the number on the back of your ID card or 1-800-
385-4104 (TTY: 711).

SPANISH: ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de
asistencia linguistica. Llame al nimero que aparece en el reverso de su tarjeta de
identificacion o al 1-800-385-4104 (TTY: 711).

CHINESE: ¥ & : iR AEHERE L, BT bl &S aE S RIS . HEER
11D R THI RGeS 1-800-385-4104 (TTY: 711),

FRENCH: ATTENTION: si vous parlez frangais, des services d’aide linguistique
vous sont proposés gratuitement. Appelez le numéro indiqué au verso de votre
carte d’identité ou le 1-800-385-4104 (ATS : 711).

GERMAN: ACHTUNG: Wenn Sie deutschen sprechen, kdnnen Sie unseren
kostenlosen Sprachservice nutzen. Rufen Sie die Nummer auf der Rickseite lhrer
ID-Karte oder 1-800-385-4104 (TTY: 711) an.

ARABIC:

sl ) el plaally dll i g 2 ) sacbadl) clland o4y jel) Aally ot o 1) ik sl
)711 :2S8dl 5 aall( 1-800-385-4104 Jo 5l Anad il lidllay Cala

VIETNAMESE: CHU Y: néu ban néi tiéng viét, cé cac dich vu hd tro ngdn ngtt mién
phi danh cho ban. Hay goi s6 cé & mat sau thé id cia ban hodc 1-800-385-4104
(TTY: 711).

KOREAN'2|59|' St 0] E ALESHA|= 8%, 20| X|J MHIAE R 22 O[&%HA

N L| EI' _'rl|o|.0| ID

7tE SIHO| A= H=Z EL} 1-800-385-4104 (TTY: 711) HO 2 s FHAL,
JAPANESE: ;¥ = IH-HAEEDOEICHDI AT ERTCSE Y R—FOY-—ER%E

CHABWEEITERT . IDH—FEEOEFEE S Fc(d 1-800-385-4104 (TTY: 711)
FCTCTEELSIZS W,

TAGALOG: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang
magagamit na mga libreng serbisyo para sa tulong sa wika. Tumawag sa numero na
nasa likod ng iyong ID card o sa 1-800-385-4104 (TTY: 711).

ITALIAN: ATTENZIONE: Nel caso la lingua parlata sia I'italiano, sono disponibili
servizi di assistenza linguistica gratuita. Chiamare il numero sul retro della tessera
oppure il numero 1-800-385-4104 (utenti TTY: 711).
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THAL: T9A392: mﬂmwammvl‘vm
ﬂrl;ﬁ"lN"l‘iﬂsl"UiJﬁﬂﬁﬁ“ﬂ?ﬂlﬁaaﬂﬁdﬂﬂwﬁ\l(ﬂwi
1/1wmmﬁmmammaﬂmuﬁmum ID VDINEW MNIDUHULRY 1-800-

385-4104 (TTY: 711).

NEPALL: &9 fGIeI: f& TR “oirmmaIg= YA

dI S hY <NAT: T P IUHT ML H ST
B IUAN B dUIRH! TS S| ahasdhl
.30 escbe:”r THS<T 97 1-800-385-4104 (TTY: 711) HI

PERSIAN:

AL (g ) () S et 4 2 5 g 8 ) o 4 S 0 S g6 (S 40 R
2,80 sl ) TTY: 711( 1-800-385-4104 o e b by (huli )8 Cally 0008 7 j00 jladi by 2y

RUSSIAN: BHUMAHWE: ecnun Bbl roBOPUTE HA PYCCKOM A3bIKe, BaM MOTYT
npenocTaBuTb becnnatHble ycayru nepesoaa. No3BoHMTE NO HOMepY,
YKa3aHHOMY Ha 06paTHOM CTOPOHE Ballen NAEHTUPUKALMOHHOM KapTOUKK,
nnun no Homepy 1-800-385-4104 (TTY: 711).

URDU:

Glivs Cie A Sl cland (S axe 3l o) i oow e b)) sl @l Rligm aas
S bl )TTY: 711( 1-800-385-4104 L 5 s dsmse o S S8 lid 4 . G

Aetna complies with applicable Federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability, or sex.

ENGLISH: ATTENTION: If you speak English, language assistance services, free of charge,
are available to you. Call the number on the back of your ID card or 1-800-385-4104
(TTY: 711).

SPANISH: ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de
asistencia linglistica. Llame al nUmero que aparece en el reverso de su tarjeta de
identificacion o al 1-800-385-4104 (TTY: 711).

CHINESE: ¥ & : IR EFEAEREF X, ErGEESESENRE. FREL
#J ID & ERY B EE57H5 1-800-385-4104 (TTY: 711),
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WEST VIRGINIA CHILDREN WITH SERIOUS EMOTIONAL DISORDER (CSED) WAIVER
FREEDOM OF CHOICE
(Completed annually and as chosen by person who receives services.)

- Person Who Receives Services Birthdate
g
o Address Phone

If you qualify for the level of care provided in a Psychiatric Residential Treatment Facility (PRTF). You have the
S ] right to choose between receiving service/support in an PRTF or your home and/or community. The West
g 'E) Virginia CSED Waiver Program provides services/supports in your home and community. Please initial your
n‘.? ﬁ choice for services/supports:
.g 5 I choose to receive support in my home and community through the WV CSED Waiver Program.
:E’ 5| (nitial)  lunderstand that | have the following rights:
(= T>J e The right to choose among qualified providers,
é 9 e Theright to choose a different provider if | prefer,
OEJ E e Theright to a fair hearing through the Bureau for Medical Services if | am not given choice.
£ = I choose to receive support in an PRTF.

(Initial)

You have the right to choose among qualified providers in your area.

All enrolled providers in my catchment area have been discussed with me. Further, | understand that

g (initial) 1 may choose any qualified provider in my area for each of my services.
g The agency that | choose to provide my Independent Wraparound Facilitation Agency is:
)
C
&
< The agency that | choose to provide all other CSEDW Services is:

Signature of Person Who Receives Services and Date Legal Representative Name, Signature and Date

KEPRO Representative Name, Signature and Date WF Agency Representative Name, Signature and Date

Print Submit

Submit to: ABHWVCSED@AETNA.COM
or mail to: 500 Virginia St. East Charleston, WV 25301

WV-BMS-SED-2 Freedom of Choice Effective August 26, 2021 lof1l
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