
BEHAVIORAL HEALTH DIVISION 
Children’s Mental Health Waiver 

Choice of Providers Form 
 

 
Reason for Completing This Form (please check appropriate box) 

□ New Waiver Participant         □ Adding a Waiver Provider       □  Changing a Waiver Provider 

Waiver Services Available 

 
Participant Name: __________________________________________          Date: ____________________________ 
 
Services available through the Children’s Mental Health Waiver have been explained to me.  
 
I understand that I have the ability to make decisions regarding what services will be provided to me or my child and 
which providers we will work with while he/she is a waiver participant.   
 
I understand that I/my child have/has a right to change my provider(s) at any time for any reason.  Waiver specific 
providers have a right to terminate Waiver services but must give a 30 day written notice to me/my child. 
 
I understand that I/my child have/has a right to request informal dispute resolution or an administrative hearing if not 
given the choice of services or providers. 

Providers Chosen 

 
A list of certified available Children’s Mental Health Waiver Providers available has been shared with me and my 
questions have been answered.  I have chosen to work with the following Waiver provider(s): 
 
Family Care Coordinator (required): ___________________________________    

 
 

(Potential) Family Care Team Members 
Youth & Family Training and Support:__________________________________   Provider Initials: _______ 
 
Respite Provider: _________________________________________________    Provider Initials: _______ 
 
Mental Health Professional: ________________________________________________________________ 
 
School Representative: ___________________________________________________________________ 
 
Other (please specify): ____________________________________________________________________ 
 

Signatures 
 
Signature of applicant/parent/guardian/legally responsible representative 
 

 
Date (mo/day/yr) 
 

 
Signature of witness (REQUIRED ONLY IF THE SIGNATURE IS AN “X”) 
 

 

 

 
Signature of Family Care Coordinator 

 
Date (mo/day/yr) 
 

 

This document is 1 of 3 required to accept your opportunity to receive Children’ s Mental Health Waiver services.  This 

document must be faxed or mailed to the Waiver when Choice of Provider has been made. 

Children’ s Mental Health Waiver 

6101 Yellowstone Rd, Suite 220   307-777-5061 (phone) 

Cheyenne WY 82002    307-777-1912 (fax) 
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Implementation Date: 7/1/06     Revision Date:  3/28/07, 12/17/08, 7/30/09, 2/1/11  


