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The Purpose of Service Coordination:  

Service Coordination is an optional case management activity reimbursed by Medicaid which assists individuals eligible for Medicaid in gaining and coordinating access to necessary care and services appropriate to the needs of the individual.

Through Service Coordination, a Service Coordinator will:

1. assisting you in accessing and coordinating supports and services,      

2. advocate for your child’s unmet needs and assure that supports and services meet your     

      child’s needs, and

3. encourage independence.

Your Service Coordinator is responsible for completing an Assessment and writing a Service Coordination Plan reflecting current services and supports and defining needed services and supports.  A Service Coordinator may be assisted by a paraprofessional in implementing the Service Coordination Plan.

You have the right to …

1. refuse service coordination or discontinue service coordination at any time. Service coordination is an    

      optional service and is not required to access other developmental services for your child.

2. choose service coordinators and all other providers.

3. change service coordinators or agencies at any time, either by:

      a.  requesting a change in coordinators from your present agency, or

      b.  contacting Health & Welfare at                                                                                                                 

           to request an agency change and/or list of available agencies; or


      c.  requesting that a new service agency process the change application.

4.   choose with whom you meet and how often.  A ‘face to face’ meeting is required every 90 days   

      between the Service Coordinator and the child receiving service coordination, but you can request a    

      more frequent meeting with you or your child.

PRINT CHILD’s NAME:  ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​___________________________________________DOB:_______________

PRINT PARENT/GUARDIAN NAME:  ___________________________________________________

I select: 

______________________________________________________________________________________

Name of Service Coordinator and Service Coordination Agency

__________________________________________________               ___________________________*

SIGNATURE OF PARENT/GUARDIAN                                             Date of Choice

* Service Coordination Plan must be developed and implemented within 60 days of this signature.

