FREE CHOICE OF PROVIDER 
Person’s Name:     ____________________________________________________

My signature below is an acknowledgement that I’ve been given a free choice of the providers all of whom meet the minimum requirements as providers of Medicaid Waiver Services; that I’ve received, if requested, and had the complaint/grievance process on the next page shared with me, information about other providers including an offer to visit and understand that receipt of services from a selected provider is dependent on the availability and capability of the agency to provide those services.
Residential:  (attach additional pages as necessary)
               Agency Name

                          County
          (Check One)
______________________________           ______________________        _____

______________________________           ______________________        _____
______________________________           ______________________        _____
______________________________           ______________________        _____

______________________________           ______________________        _____

Day:  (attach additional pages as necessary)
               Agency Name

                          County
          (Check One)

______________________________           ______________________        _____


______________________________           ______________________        _____

______________________________           ______________________        _____

______________________________           ______________________        _____

______________________________           ______________________        _____

Other Support Services:  (attach additional pages as necessary)
               Agency Name/Agency Service
               County
          (Check Any)

______________________________           ______________________        _____


______________________________           ______________________        _____

______________________________           ______________________        _____

______________________________           ______________________        _____

______________________________           ______________________        _____

_________________________________________________

____________

Signature of the Person Who is the Waiver Participant


        Date

_________________________________________________

____________

As applicable - Signature of Legally Authorized Representative
                    Date

(if other than the waiver participant)





        

_________________________________________________

____________

Signature of 310 or Regional Office Representative



        Date
_________________________________________________

____________

Other Witness/Relationship






        Date

Free Choice of Provider Complaint/Grievance Process
As a person receiving and/or selecting supports and services, you have the right to select a qualified and certified provider(s) of your choice to deliver those supports and services for which you are qualified.  To assist you in making your decision, a complete listing of qualified and certified providers should be presented to you from which to select the provider(s) of your choice.  You should have the opportunity to ask questions about the provider(s), their services and their operations and the opportunity to visit any of the provider(s) on the list.  The provider(s) that you select must be able and willing to deliver the supports and services for which you are qualified.  You have the right to make your decision without coercion or fear of reprisal from any parties involved.  

If you feel that your rights have been violated in this matter in any way, you have the right to file a formal complaint/grievance verbally or in writing, to have your complaint/grievance thoroughly and adequately investigated, and to have resolution brought to your complaint/grievance through adequate due process.  The following agencies are available to investigate your complaint.

Region I Community Services, Decatur, AL

(256) 552-3720
Region II Community Services, Tuscaloosa, AL
(205) 554-4155

Region III Community Services, Mobile, AL
(251) 478-2760

Region IV Community Services, Wetumpka, AL
(334) 514-4300

Region V Community Services, Birmingham, AL
(205) 916-0400

ADMH Division of Intellectual Disabilities

(334) 242-3701

ADMH Office of Advocacy Services


1-800-367-0955

Alabama Disabilities Advocacy Program (ADAP)
1-800-826-1675

We would suggest that you file your complaint/grievance with your local Regional Community Services Office first.  However, you may choose to go directly to the Division of Intellectual Disabilities, Office of Advocacy Services, or ADAP or call them at any time during the complaint/grievance process if you are not satisfied.
You have the right to have your satisfaction with supports and services reviewed at least annually or upon your request by the Case Management 310 point of entry agency.  If you are no longer satisfied or become dissatisfied with your provider and the delivery of your supports and services, you have the right to select a different provider.  Your case manager will assist you with this process. This process may include an interdisciplinary team meeting to include a representative from your local Regional Community Services Office and/or an advocate to attempt to address any issues or concerns prior to a change in your provider(s).
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