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	The Virginia Informed Choice form is completed with an individual/substitute decision-maker (SDM) at following times:  1)enrollment into the Building Independence Waiver (BI), Family and Individual Supports Waiver (FIS) or Community Living Waiver (CL), 2)  when there is a request for a change in waiver provider(s), 3) when new services are requested, 4) when the individual wants to move to a new location and/or is dissatisfied with the current provider or 5) when a Regional Support Team (RST) referral is made.  DBHDS licensed providers can be found at: http://www.dbhds.virginia.gov/professionals-and-service-providers/licensing/ licensed-provider-search. The CSB may also have information on Medicaid enrolled providers who have notified them of their license to provide services. Note that Substitute Decision-Maker (SDM) stands for either Authorized Representative or Legal Guardian. 

	For this choice form, If only one service or provider is being considered select N/A in the blue section in Section 1 box of all options not being discussed and choose that service from the drop down here: Choose an item.
I have the following waiver.  Please check correct box (only one box can be checked):
Building Independence Waiver (BI)	Yes  ☐  	                     
Family and Individual Waiver (FL)	Yes  ☐
                Community Living Waiver (CL)	Yes  ☐

	Complete sections 1 through 4 below to confirm that the following opportunities were discussed before making service choices under the waiver.

	Section 1.
By marking yes or no or N/A, confirm that all of the following types of available options and ID/DD/DS services (as available under the Waiver received) were discussed.  Additionally, confirm by marking yes or no if an option is being considered for this individual.

	Options
	Discussed
	Considered
	Applicable Waivers

	Employment and Day Options  N/A   ☐
	
	
	BI
	FL
	CL

	      Individual Supported Employment
	Yes ☐   No☐   
	Yes ☐   No☐   
	
	
	

	     Group Supported Employment
	Yes ☐   No☐   
	Yes ☐   No☐   
	
	
	

	     Workplace Assistance Services
	Yes ☐   No☐   N/A☐
	Yes ☐   No☐   
	N/A
	
	

	     Community Engagement
	Yes ☐   No☐   
	Yes ☐   No☐   
	
	
	

	     Community Coaching
	Yes ☐   No☐   
	Yes ☐   No☐   
	
	
	

	     Group Day Services
	Yes ☐   No☐   
	Yes ☐   No☐   
	
	
	

	Options
	Discussed
	Considered
	Applicable Waivers

	Self-Directed Options DON’T ANSWER IF IN BI WAIVER (*can also be agency-directed) N/A   ☐
	
	
	BI
	FL
	CL

	     Consumer-Directed Services Facilitation
	Yes ☐   No☐   
	Yes ☐   No☐
	N/A
	
	

	     CD Personal Assistance Services*
	Yes ☐   No☐   
	Yes ☐   No☐
	N/A
	
	

	     CD Respite*
	Yes ☐   No☐   
	Yes ☐   No☐
	N/A
	
	

	     CD Companion*
	Yes ☐   No☐   
	Yes ☐   No☐
	N/A
	
	

	Options
	Discussed
	Considered
	Applicable Waivers

	Residential Options  N/A   ☐
	
	
	BI
	FL
	CL

	     Independent Living Supports
	Yes ☐   No☐   N/A☐
	Yes ☐   No☐
	
	N/A
	N/A

	     Shared Living
	 Yes ☐   No☐   
	Yes ☐   No☐
	
	
	

	     Supported Living
	Yes ☐   No☐   N/A☐
	Yes ☐   No☐
	N/A
	
	

	     In-home Support Services
	Yes ☐   No☐   N/A☐
	Yes ☐   No☐
	N/A
	
	

	     Sponsored Residential
	Yes ☐   No☐   N/A☐
	Yes ☐   No☐
	N/A
	N/A
	

	     Group Home Residential 
	Yes ☐   No☐   N/A☐
	Yes ☐   No☐
	N/A
	N/A
	

	Options
	Discussed
	Considered
	Applicable Waivers

	Crisis Support Options N/A   ☐
	
	
	BI
	FL
	CL

	     Community-Based Crisis Supports
	Yes ☐   No☐   
	Yes ☐   No☐
	
	
	

	     Center-Based Crisis Supports
	Yes ☐   No☐   
	Yes ☐   No☐
	
	
	

	     Crisis Support Services
	Yes ☐   No☐   
	Yes ☐   No☐
	
	
	

	Options
	Discussed
	Considered
	Applicable Waivers

	Medical and Behavioral Support Options N/A   ☐
	
	
	BI
	FL
	CL

	     Skilled Nursing
	Yes ☐   No☐   N/A☐
	Yes ☐   No☐
	N/A
	
	

	     Private Duty Nursing
	Yes ☐   No☐   N/A☐
	Yes ☐   No☐
	N/A
	
	

	     Therapeutic Consultation
	Yes ☐   No☐   N/A☐
	Yes ☐   No☐
	N/A
	
	

	     Personal Emergency Response System (PERS)
	Yes ☐   No☐   
	Yes ☐   No☐
	
	
	

	     Assistive Technology
	Yes ☐   No☐   
	Yes ☐   No☐   
	
	
	

	     Environmental Modifications 
	Yes ☐   No☐   
	Yes ☐   No☐   
	
	
	

	Section 2.  
For every option marked yes in the considered column in section #1 above, at least one entry must be made in this table. This table will show final decision.  In making a decision, I/we considered, and/or interviewed and/or toured the following. After being provided information on the types of settings and services available under the waiver (section #1 above) and in my preferred area(s) of the state, I have freely chosen the following services, support coordinator/case manager, settings and providers as indicated by ‘yes’ marked below in Section 2:



	Option Considered
	Provider’s Name and Location (City)
	For Residential Settings list # licensed beds
	Selected
Yes or No
	Reason(s) selected or not selected
Be specific.

	Choose an item.	Click here to enter text.	Click here to enter text.	Yes ☐  or No ☐  
	Click here to enter text.
	Choose an item.	Click here to enter text.	Click here to enter text.	Yes ☐  or No ☐
	Click here to enter text.
	Choose an item.	Click here to enter text.	Click here to enter text.	Yes ☐  or No ☐
	Click here to enter text.
	Choose an item.	Click here to enter text.	Click here to enter text.	Yes ☐  or No ☐
	Click here to enter text.
	Choose an item.	Click here to enter text.	Click here to enter text.	Yes ☐  or No ☐
	Click here to enter text.
	Choose an item.	Click here to enter text.	Click here to enter text.	Yes ☐  or No ☐
	Click here to enter text.
	Choose an item.	Click here to enter text.	Click here to enter text.	Yes ☐  or No ☐
	Click here to enter text.
	Choose an item.	Click here to enter text.	Click here to enter text.	Yes ☐  or No ☐
	Click here to enter text.
	Choose an item.	Click here to enter text.	Click here to enter text.	Yes ☐  or No ☐
	Click here to enter text.
	Choose an item.	Click here to enter text.	Click here to enter text.	Yes ☐  or No ☐
	Click here to enter text.
	Choose an item.	Click here to enter text.	Click here to enter text.	Yes ☐  or No ☐
	Click here to enter text.
	Choose an item.	Click here to enter text.	Click here to enter text.	Yes ☐  or No ☐
	Click here to enter text.
	Support Coordination
	Click here to enter text.	Click here to enter text.	Yes ☐  or No ☐
	Click here to enter text.
	Section 3.   Are any preferred options unavailable in preferred location?     Yes ☐   No ☐

	If yes, list unavailable options:
	 Click here to enter text. 

	Section 4.
I have been offered the chance to talk with other individuals receiving  BI/FIS/CL Waiver services who live and work successfully in the community or with their family members:  Yes ☐   No☐   
If desired, you or your support coordinator/case manager may contact a DBHDS Family Resource Consultant at (804) 894-0928 or (804) 201-3833 to connect with individuals and families who have waiver services. DBHDS licensed providers can be found at
http://www.dbhds.virginia.gov/LPSS/LPSS.aspx.

	
RST Referral 
RST Referral Form  RST Referral - DMAS-460/459A must be completed if any of the following criteria is met:

	a. Difficulty finding services in the community within 3 months of receiving a slot.
b. Choosing to move to a group home of five or more individuals.
c. Choosing to move into a nursing home or Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF-IID).
d. Pattern of repeatedly being removed from home.
	The Regional Support Team (RST) will review your selection of services to assure you have received information about all options available, explored supports and services in the most integrated settings, have knowledge of what’s available to you in your preferred location and report on any preferred settings not available in your area.   No action is required on your part and it is confidential. Any suggestions the RST offers will be shared directly with your support coordinator/case manager to follow up on with your consent.


	I am aware of the fact that I may contact my Support Coordinator/Case Manager at any point to seek assistance with resolving provider-related issues.  I have the option of changing providers, including my Support Coordinator/Case Manager.  I am also aware that under certain conditions (described above), a Regional Support Team referral will be completed by my Support Coordinator/Case Manager. I have been made aware of the right to a fair hearing and appeal process.  
I am aware that I have the potential to pay for some of my cost (patient pay), based on my income, and regardless of the amount of services received.  I also understand that, if I chose Consumer-Directed Services, I bear the responsibility associated with employing my own personal assistants.    I also understand there are services in the BI/FIS/CL Waivers for which I am responsible for a backup plan if there is a lapse in services.  (Initial)______________ (Initial)_______________ (Initial)_______________

The above information has been discussed with me.  I understand that the Intellectual Disability/Developmental Disability Support Coordinator/Case Manager and provider(s) will develop a Person Centered Individual Support Plan /Plan of Care with my assistance based on what I want and need.   I understand that when selecting this option, I may have follow-up suggestions.  
 (Initial)______________ (Initial)_______________ (Initial)_______________
 	
______ ___________________                                                 ______________________________________________ 
Individual Signature/Date                                                            Substitute Decision Maker Signature (if applicable)/Date
_______________________________________________             
ID/DD Support Coordinator/Case Manager Signature & Date
 Check if the individual has already moved into a residential option.  Enter date of move

 Check if RST Criteria met and RST referral is being completed.
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