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Sample Autism Waiver Service Request

Instructions for health care providers:
• Your request for services is essential to establish a legal entitlement to care because the Autism Waiver is a Medicaid program that must provide needed services to children.  For more information about the Autism Waiver, please see “Maryland’s Autism Waiver: A Practical Guide for Families” available under “Publications” at www.mdlclaw.org.


• Discuss the child’s needs and the service options with the child’s family.  A full description of Autism Waiver services is listed in the Code of Maryland Regulations at Title 10.09.56.11-21 at https://constmail.gov.state.md.us/comar/dsd_web/default.htm.  The COMAR section is also listed as Appendix A in “Maryland’s Autism Waiver: A Practical Guide for Families”.

• The following sample service request letter is available in electronic version at www.mdlclaw.org under “Publications”.  

• This letter tracks the language in the regulations.  We encourage you to use your clinical judgment and expertise to provide sufficient detail in your referral letter to demonstrate the need for Autism Waiver services.

• Consider all Medical Assistance services that are available to the child under the Early and Periodic Screening, Diagnosis and Treatment (EPSDT) program because any child in the Autism Waiver is also entitled to receive any medically necessary EPSDT services.  More information on EPSDT services and a sample service request for behavioral health services including a one-to-one therapeutic aide are available under “Publications” at www.mdlclaw.org.

• Prepare a service request for Autism Waiver services and/or EPSDT services as appropriate.  Send the Autism Waiver service request to the child’s Autism Waiver service coordinator and requests for EPSDT services to the child’s MCO or MAPS-MD.  For more assistance in accessing EPSDT services for children call the Medical Assistance program’s Division of Children’s Services at 410-767-1485 or 1-877-463-3464, ext. 1485.

• Instruct the child’s family to request an Autism Waiver Plan of Care meeting from the child’s service coordinator to revise the existing Plan of Care.

• If possible, participate in the Plan of Care meeting.  If you cannot attend the meeting, you may request to participate by telephone.

[Date]

[Name]  ________________, Autism Waiver Facilitator
[Address] 

Via facsimile to: [fax number]
Re:
[Child’s Name]


[D.O.B.]


[Medical Assistance No:]
Dear ____________ :

I am writing to request services for ________[child’s name]_______, a Medical Assistance beneficiary and Autism Waiver participant. _____[child’s name]________ is ____ years old and has a diagnosis of ________________, ______________, and ______________.  She/he has a significant history of___________________ behaviors and requires intensive supports and services designed to address her/his needs.  

[Provide a summary of recent treatment here, including any relevant hospitalizations].   

Diagnosis:

Axis I:

_______________________

Axis II: 
_______________________

Axis III:
_______________________

Axis IV:
_______________________

Axis V:
_______________________

Current GAF:  ___________

I request that the following medically necessary services be put into place: [request any of the following services as needed]
1.    Therapeutic Integration for ___ hours per day; ____ days per week [2-4 hours per day, school days only].  This service should be provided for a minimum of ___ months.  
Therapeutic integration services are medically necessary because ___________.

The goals of the services are to improve ___________[child’s name]__’s problems with socialization/isolation/hyperactivity/impulse control/ behavioral or ____[other related disorders]__________ by providing [select all that are appropriate]:


General therapeutic and therapeutic recreational services;


Behavioral management; 


Planning for crises during a session; 


Socialization groups; and 


One or more of art, music, dance, or activity therapies, as appropriate.

2.  Intensive Individual Support Services (IISS) for  ___ hours per day [no more than 30 hours/week]; ____ days per week.  This service should be provided for a minimum of ___ months.  [If desired: The IISS provider should be trained in the applied behavior analysis (ABA) method of behavior intervention, also known as the Lovaas method; the discrete trial method (DT); or intensive behavior intervention (IBI).]
IISS services are medically necessary because without this intervention, __[child’s name]___ would require a more restrictive residential or treatment setting.

The goals of this service are to implement interventions developed on an individualized basis based on _____[child’s name]_______’s Autism Waiver Plan of Care with one-on-one support, assistance, oversight, and intervention; time-structuring activities; immediate behavioral reinforcements; time-out strategies; and crisis intervention techniques by:


Using the home and community environment as a learning experience and 



opportunity to illustrate and model alternative ways to behave; 


Assisting in achieving successful home and community living through structured 



support, reinforcement, modeling, and behavior management; 


Providing accompanied transportation to non-Medicaid services, as necessary 



and consistent with the Autism Waiver plan of care; 


Prevent or defuse crises; 


Promote developmental and social skills growth; 


Provide behavior management skills; 


Provide a sense of security and safety; 


Assist with maintaining self-sufficiency and impulse control; 


Improving positive self-expression and interpersonal communication; 


Improving the ability to function and cooperate in the home and community; 


Reverse negative behaviors and attitudes; and 


Foster stabilization.

3.   Respite Care as needed for ___ hours per day;  ___ days per week.  This service should be provided for a minimum of ___months [this service cannot be provided for more than 168 hours/year].
Respite services are medically necessary to provide intensive, one-on-one interventions during the absence of or need for relief of _____[child’s name]_______ family that normally provides the care.

The goals of this service are to provide supervision and intervention during the family’s absence.

4.    Family Training for [no more than 6] ___ hours per day; ____ days per week.  This service should be provided for a minimum of ___ months [no more than 60 hours/year].
Family training is medically necessary because ___________________.

The goals of this service are to train _____[child’s name]______’s family to maintain _____[child’s name]______ safely at home, using the treatment regimens, behavior intervention and modeling, skills training, and use of equipment specified in the Autism Waiver plan of care and including individualized, hands-on training in:


Habilitation;


Self-Direction;


Behavior Shaping and Management;


Daily Living Skills;


Socialization;


Mobility; and


Money Management.

5.   Environmental Accessibility Adaptations to ____________________.

The following adaptations are medically necessary to prevent _____[child’s name]______’s institutionalization; assure his/her health, welfare, and safety by providing a safe, therapeutic environment; prevent self-injurious behavior; and enable _____[child’s name]______ to function with greater independence in the home [select all that are appropriate, and consider that the Waiver will pay for only $1500 in adaptations over a 36 month period]:

Alarms or locks on doors, windows, or fences; 


Protective padding on walls or floors; 


Plexiglass on windows; 


Outside gates and fences; 


Brackets for appliances; 


Raised electrical switches and sockets; and 


Safety screen doors. 

6.   Supported Employment.

Supported employment services are medically necessary because _____[child’s name]_______ needs intensive ongoing support to perform in a work setting as a result of his/her disability.

The goal of this service is to provide activities needed to sustain paid work, including supervision and training.

7.   Residential Habilitation is necessary to provide a home-like, safe, 24-hour, therapeutic living environment of treatment, intervention, training, supportive care, and oversight and to provide the following:




Habilitation; 



Behavior Shaping and Management;



Daily Living Skills;


Self-Direction;


Functional Living Skills Training;


Socialization;


Mobility training;


Transportation to recreation, leisure activities, or skills training;


Crisis Intervention and Planning;


Medication Management, Monitoring, and Training; and


Transition Services. 

[If needed] At the intensive level with awake overnight staffing and/or one-one-one staffing is necessary;    

We request written approval or denial of this request for the above services under Medicaid, and written notification if you are unable to secure a provider for any or all of these services.  Also, please send a copy of any notice to ____[child’s name]_____’s parent, __________[parents’ names]________ at ___[address]___.  Please contact me if you need any further information.  In the event you are unable to reach me, please contact the parent directly at __[phone number]___.

Sincerely,

__________________, [M.D.; Ph.D.; L.C.S.W.-C or other licensed health care provider]
