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	This survey is about your experience with the Children’s Long–Term Support Medicaid Waiver (referred to throughout this survey as the CLTS Waiver). The survey asks about the services that your child receives and about your experience working with your Support and Service Coordinator (sometimes referred to as your Social Worker or Case Manager). There are also questions about your child and family. Your answers and comments will help assure that the program meets the needs of Wisconsin children with special needs and their families. 
Most of the questions in this survey involve choosing one answer from several possible answers. Some questions ask you to choose all answers that apply. Check the box that corresponds to the answer(s) you choose. Sometimes you will be asked to skip over questions in the survey. When this happens, you will see a note that tells you what question to answer next.


	1.
CLTS Waiver records show that your child is currently receiving long-term care services through the CLTS Waiver, is that correct?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No



	2.
As of today, which of the following statements best describe your child's participation in the CLTS Waiver?


 FORMCHECKBOX 
 Receiving services
 FORMCHECKBOX 
 Waiting to receive services (Go to question 55)



 FORMCHECKBOX 
 No longer receiving services  (Go to question 4)
 FORMCHECKBOX 
 Never received services (Go to question 55)



	3.
How many months or years in a row has your child been receiving services through the CLTS Waiver?



 FORMCHECKBOX 
 Less than 6 months
 FORMCHECKBOX 
 At least 2 years but less than 5 years


 FORMCHECKBOX 
 At least 6 months but less than 1 year
 FORMCHECKBOX 
 5 years or more


 FORMCHECKBOX 
 At least 1 year but less than 2 years



	Child’s Health and Safety

	This section asks about your child’s general health and safety and about some specific health care services that your child may have needed or received in the last 12 months. These health care services include routine and emergency care, dental care, mental health services, and therapeutic services.

	4.
How would you rate your child’s physical health in general?



 FORMCHECKBOX 
 Excellent
 FORMCHECKBOX 
 Very Good
 FORMCHECKBOX 
 Good
 FORMCHECKBOX 
 Fair
 FORMCHECKBOX 
 Poor



	5.
How would you rate your child’s emotional health in general?



 FORMCHECKBOX 
 Excellent
 FORMCHECKBOX 
 Very Good
 FORMCHECKBOX 
 Good
 FORMCHECKBOX 
 Fair
 FORMCHECKBOX 
 Poor



	6.
How would you rate your child’s safety in general? 


 FORMCHECKBOX 
 Excellent
 FORMCHECKBOX 
 Very Good
 FORMCHECKBOX 
 Good
 FORMCHECKBOX 
 Fair
 FORMCHECKBOX 
 Poor



	7.
How often do you feel your child is safe when he or she is at the following places?

	
	
	Always
	Usually
	Sometimes
	Never

	
	a.
In your community or neighborhood
	
	
	
	

	
	b.
At school or day care
	
	
	
	

	
	c.
At home
	
	
	
	

	8.
In the last 12 months, how many times did your child go to the hospital emergency room because of an accident, injury, or poisoning?
______ Times

	If you have any specific concerns about your child’s current safety, please contact Children’s Services at (715) 723-5542 x4302.


	The following questions ask about specific health care services your child may have needed in the last 12 months.

	9.
Dental Care


a.
In the last 12 months, did your child need dental care, including routine check-ups?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No (Go to question 10)


b.
In the last 12 months, did your child get dental care, including routine check-ups?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 


c.
In the last 12 months, how easy was it to get dental care, including routine check-ups?



 FORMCHECKBOX 
 Very easy
 FORMCHECKBOX 
 Easy
 FORMCHECKBOX 
 Difficult
 FORMCHECKBOX 
 Very difficult
	13.
Communication Aids or Devices (communication board, voice synthesizer, voice activated device, etc.)


a.
In the last 12 months, did your child need communication aids or devices?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No (Go to question 14)


b.
In the last 12 months, did your child get communication aids or devices?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 


c.
In the last 12 months, how easy was it to get communication aids or devices? 



 FORMCHECKBOX 
 Very easy
 FORMCHECKBOX 
 Easy
 FORMCHECKBOX 
 Difficult
 FORMCHECKBOX 
 Very difficult

	10.
Physical, Occupational or Speech Therapy


a.
In the last 12 months, did your child need physical, occupational or speech therapy?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No (Go to question 11)
	14.
Incontinence Supplies (diapers, liners, pads, etc.)

a.
In the last 12 months, did your child need incontinence supplies?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No (Go to question 15)

	
b.
In the last 12 months, did your child get physical, occupational or speech therapy?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 
	
b.
In the last 12 months, did your child get incontinence supplies?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 

	
c.
In the last 12 months, how easy was it to get physical, occupational or speech therapy?



 FORMCHECKBOX 
 Very easy
 FORMCHECKBOX 
 Easy
 FORMCHECKBOX 
 Difficult
 FORMCHECKBOX 
 Very difficult
	
c.
In the last 12 months, how easy was it to get incontinence supplies?


 FORMCHECKBOX 
 Very easy
 FORMCHECKBOX 
 Easy
 FORMCHECKBOX 
 Difficult
 FORMCHECKBOX 
 Very difficult

	11.
Mental Health or Counseling Services


a.
In the last 12 months, did your child need mental health or counseling services?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No (Go to question 12)
	15.
Medicaid Personal Care Worker Services


a.
In the last 12 months, did your child need Medicaid Personal Care Worker Services?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No (Go to question 16)

	
b.
In the last 12 months, did your child get mental health or counseling services?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 
	
b.
In the last 12 months, did your child get Medicaid Personal Care Worker Services?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 

	
c.
In the last 12 months, how easy was it to get mental health or counseling services?



 FORMCHECKBOX 
 Very easy
 FORMCHECKBOX 
 Easy
 FORMCHECKBOX 
 Difficult
 FORMCHECKBOX 
 Very difficult
	
c.
In the last 12 months, how easy was it to get Medicaid Personal Care Worker Services?



 FORMCHECKBOX 
 Very easy
 FORMCHECKBOX 
 Easy
 FORMCHECKBOX 
 Difficult
 FORMCHECKBOX 
 Very difficult

	12.
Mobility Aids or Devices (cane, crutches, wheelchair, scooter, etc.)

a.
In the last 12 months, did your child need mobility aids or devices?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No (Go to question 13)
	
d.
In the last 12 months, did your child get the amount of Medicaid Personal Care Worker Services you needed?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	
e.
In the last 12 months, if you needed but did not get Medicaid Personal Care Worker Services, or did not get the amount of services you needed, write why in the space below.

	
b.
In the last 12 months, did your child get mobility aids or devices?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 
	

	
c.
In the last 12 months, how easy was it to get mobility aids or devices?


 FORMCHECKBOX 
 Very easy
 FORMCHECKBOX 
 Easy
 FORMCHECKBOX 
 Difficult
 FORMCHECKBOX 
 Very difficult
	


	Child’s Quality of Life

	This section asks about your child’s quality of life and includes questions about his or her interests, participation in activities, and time spent with friends and family.

	16.
In the last 12 months, not including therapies or other paid services, how often did your child talk with or get together with friends?

 FORMCHECKBOX 
 4-7 days a week
 FORMCHECKBOX 
 1-3 days a week
 FORMCHECKBOX 
 1-3 days a month
 FORMCHECKBOX 
 Less than once a month
 FORMCHECKBOX 
 Never 


	17.
In the last 12 months, how often did your child participate in activities that included children of all abilities?


 FORMCHECKBOX 
 4-7 days a week
 FORMCHECKBOX 
 1-3 days a week
 FORMCHECKBOX 
 1-3 days a month
 FORMCHECKBOX 
 Less than once a month
 FORMCHECKBOX 
 Never



	18.
In the last 12 months, did your school or community offer coordinated sports, clubs, social or leisure activities that included children of all abilities? 

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 I don’t know



	19.
In the last 12 months, did your child participate in sports, clubs, social or leisure activities as often as he or she wanted? 


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 I don’t know



	20.
In the last 12 months, which of the following sports, clubs, social or leisure activities did your child participate in? 

Check all that apply.



	 FORMCHECKBOX 
 Played on a sports team or took sports lessons (includes school and community sports).

 FORMCHECKBOX 
 Took part in clubs or organizations such as Scouts, a religious group, Boy’s or Girl’s Club, 4‑H, or other group or club. 

 FORMCHECKBOX 
 Performed service or volunteer work at school, with a religious group, or in the community.

 FORMCHECKBOX 
 Attended organized community social events such as festivals, fairs or other social activities.

 FORMCHECKBOX 
 Participated in an educational group or event, such as events at the local library or after school programs.

 FORMCHECKBOX 
 Attended a structured summer recreation program, such as a camp, parks and recreation program, summer school, or other organized program.

 FORMCHECKBOX 
 Other – Specify _____________________________________________________________________________
 FORMCHECKBOX 
 Did not participate. 

	21.
In the last 12 months, if your child wanted to participate in sports, clubs, social or leisure activities but was prevented from doing so, why did he or she not participate? Check all that apply.



	 FORMCHECKBOX 
 Activity was not adapted for child’s participation

 FORMCHECKBOX 
 Child refused to participate

 FORMCHECKBOX 
 Buildings and equipment not physically accessible

 FORMCHECKBOX 
 Too expensive

 FORMCHECKBOX 
 Child needs someone’s assistance and none is available

 FORMCHECKBOX 
 Other reason—Specify: ___________________

______________________________________
	 FORMCHECKBOX 
 Child’s behavior prevented or ended participation

 FORMCHECKBOX 
 Recreation facilities or program not available locally

 FORMCHECKBOX 
 Inadequate transportation services

 FORMCHECKBOX 
 Child is physically unable to participate as much as he/she wanted

 FORMCHECKBOX 
 Child needs specialized aids or equipment but does not have them

 FORMCHECKBOX 
 Does not apply; my child was able to participate in all the activities he or she wished to take part in

	22.
Please rate how strongly you agree or disagree with the statements below about how your child views his/her relationships with other people by placing a check mark in the appropriate box.

	
	Strongly Agree
	Agree
	Disagree
	Strongly Disagree

	a.
My child feels like he/she is part of a group of people who share his/her attitudes and beliefs.
	
	
	
	

	b.
My child has family who help him/her feel safe, secure and happy.
	
	
	
	

	c.
My child has friends who help him/her feel safe, secure and happy.
	
	
	
	

	d.
My child has someone to trust and to turn to for advice if he/she were having problems.
	
	
	
	

	e.
My child has people he/she can count on in an emergency.
	
	
	
	


	23.
Please rate how strongly you agree or disagree with the statements below about your child’s life by placing a check mark in the appropriate box.

	
	Strongly Agree
	Agree
	Disagree
	Strongly Disagree

	a.
My family can make decisions regarding my child’s supports and services.
	
	
	
	

	b.
My family can make decisions about how my child spends his/her day.
	
	
	
	

	c.
My child has relationships with friends and family members. 
	
	
	
	

	d.
My child is able to do things that are important to him/her.
	
	
	
	

	e.
My child is involved with the community.
	
	
	
	

	f.
My child’s life is stable.
	
	
	
	

	g.
My child is treated fairly and with respect.
	
	
	
	

	h.
My child has privacy.
	
	
	
	

	i.
My child has the best possible health. 
	
	
	
	

	j.
My child is safe.
	
	
	
	

	

	Impact of Caregiving on Your Family

	This section asks about the impact of caregiving on your family and includes questions about support from providers, community and family members, as well as changes in employment.

	24.
In the last 12 months, did you or other family members ever need a temporary break or respite from caregiving, for example, having someone care for your child for a while so that you or family members could do other things?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No (Go to Question 28) 

	25.
In the last 12 months, if you or other family members needed a temporary break from care-giving, did you receive it?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No (Go to Question 27)



	26.
Who provided you or other family members with a temporary break from caregiving? 



	 FORMCHECKBOX 
 Family Member (Go to Question 28)
	 FORMCHECKBOX 
 Friends or Neighbors (Go to Question 28)

	 FORMCHECKBOX 
 Other Natural supports—unpaid (Go to Question 28)
	 FORMCHECKBOX 
 Paid Provider (Go to Question 28)

	

	27.
If you or your family did not get respite, what were the reasons for this? (Check all that apply)



	 FORMCHECKBOX 
 Cost too much
	 FORMCHECKBOX 
 Health plan a problem

	 FORMCHECKBOX 
 The help needed was not available in the area
	 FORMCHECKBOX 
 Transportation problems

	 FORMCHECKBOX 
 The help needed was not available at convenient times
	 FORMCHECKBOX 
 Does not apply; my family received all the respite needed

	 FORMCHECKBOX 
 Other reason—specify: ______________________________________________________________________

	

	28.
In the last 12 months, not including any respite you may have received, have you received any other help with caregiving responsibilities for your child?

 FORMCHECKBOX 
 No, I did not need help with caregiving (Go to Question 30)


 FORMCHECKBOX 
 I needed help, but did not receive any (Go to Question 30)


 FORMCHECKBOX 
 Yes, I received help with caregiving



	29.
If you received help with caregiver responsibilities, who provided this help? (Check all that apply.)


 FORMCHECKBOX 
 Family members


 FORMCHECKBOX 
 Friends or neighbors


 FORMCHECKBOX 
 Other natural supports (unpaid)


 FORMCHECKBOX 
 Home health, personal care, supportive home care agencies


 FORMCHECKBOX 
 Other paid providers




	The following questions ask about how caregiving may have affected your family financially in the last 12 months.  

	
	Yes
	No

	30.
Have you or other family members stopped working at paid employment in order to care for your child?
	
	

	31.
Have you or other family members reduced the number of hours worked at paid employment or changed your career path in order to care for your child?
	
	

	32.
Have you or other family members increased the number of hours worked at paid employment or taken an extra job to pay for expenses related to your child’s care?
	
	

	33.
Has your employer been understanding and flexible in your need to provide care and support for your child?
	
	

	34.
How often has your child’s disability, health condition or behavior limited the kinds of things your family could do? 


 FORMCHECKBOX 
 4-7 days a week
 FORMCHECKBOX 
 1-3 days a week
 FORMCHECKBOX 
 1-3 days a month
 FORMCHECKBOX 
 Less than once a month    FORMCHECKBOX 
 Never



	35.
During the last 12 months, how much of the time did you feel supported by family and friends? 


 FORMCHECKBOX 
 Always
 FORMCHECKBOX 
 Usually
 FORMCHECKBOX 
 Sometimes
 FORMCHECKBOX 
 Never



	Experience With Your Support and Service Coordinator

	This section asks questions that are specific to your experience with your Support and Service Coordinator (sometimes referred to as a Case Manager or Social Worker) who helps with the services you received through the CLTS Waiver. Your individual information and responses will not be shared with the County or your Support and Service Coordinator.

	36.
Do you know who your child’s support and service coordinator is through the CLTS Waiver (sometimes referred to as a case manager, social worker, etc.)?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No



	37.
When you have contacted your child’s support and service coordinator for help or advice, how often were you able to get the help or advice you needed?


 FORMCHECKBOX 
 Always
 FORMCHECKBOX 
 Usually
 FORMCHECKBOX 
 Sometimes
 FORMCHECKBOX 
 Never
 FORMCHECKBOX 
 Have not contacted



	38.
How would you evaluate the way your child’s support and service coordinator communicates with the following people?

	
	Excellent
	Very Good
	Good
	Fair
	Poor
	N/A

	a. You
	
	
	
	
	
	

	b. Your child
	
	
	
	
	
	

	c. The service providers who work with your child
	
	
	
	
	
	

	

	39.
In the last 12 months, did your child’s support and service coordinator develop or review a service plan for your child?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No (Go to Question 42)
 FORMCHECKBOX 
 I Don’t Know (Go to Question 42)



	40.
If yes, how involved in the process of developing or reviewing the service plan were you?  


 FORMCHECKBOX 
 Very involved
 FORMCHECKBOX 
 Involved
 FORMCHECKBOX 
 Somewhat involved
 FORMCHECKBOX 
 Not at all involved


	41.
When you were developing or reviewing the service plan, did you feel that your support and service coordinator valued your input?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 I Don’t Know



	42.
When you were developing or reviewing the service plan, did you feel that your support and service coordinator included you as a true partner in the process?  


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 I Don’t Know


	43.
In the last 12 months, did your child’s support and service coordinator discuss your satisfaction with the services that your child is receiving?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 I don’t know



	44.
The table below lists the kind of help a support and service coordinator may provide. For each type of help received please evaluate the support and service coordinator’s assistance.

	
	Did your child’s service coordinator help you with any of the things listed in the left column below?
	For each item checked “yes” at the left, evaluate the service coordinator’s assistance in that area.

	
	Yes
	No
	Didn’t Need
	Excellent
	Very Good
	Good
	Fair
	Poor

	a. Information and referral
	
	
	
	
	
	
	
	

	b. Learning how to find and get services for your child
	
	
	
	
	
	
	
	

	c. Accessing medical care and treatment for your child  
	
	
	
	
	
	
	
	

	d. Improving your ability to access other services effectively (school services, private insurance, community services, etc.)
	
	
	
	
	
	
	
	

	e. Pursuing vocational or educational opportunities for your child
	
	
	
	
	
	
	
	

	f. Providing more opportunities for inclusion in your child’s life
	
	
	
	
	
	
	
	

	g. Arranging other services for your child
	
	
	
	
	
	
	
	

	h. Helping your child and family manage a program transition
	
	
	
	
	
	
	
	

	i. Crisis intervention
	
	
	
	
	
	
	
	

	

	Your Experience with the CLTS Waiver: Application Process and Ongoing Services

	This section asks about the application and eligibility determination process, services your family may have received, and your satisfaction with the CLTS Waiver.

	45.
Please rate how strongly you agree or disagree with the statements below about your experience with the CLTS Waiver application and eligibility determination process by placing a check mark in the appropriate box.

	
	Strongly Agree
	Agree
	Disagree
	Strongly Disagree
	N/A

	
a.
In the county where I live, it was easy to understand where to go in order to apply for the CLTS Waiver.
	
	
	
	
	

	
b.
The county department of human services or a county contracted agency was helpful when I contacted them to ask how to apply for the CLTS Waiver.
	
	
	
	
	

	
c.
When I applied for the CLTS Waiver, I went to several different locations and told several different people the same things about my child and family. 
	
	
	
	
	

	
d.
When I applied for the CLTS Waiver, the county department of human services or a county contracted agency clearly explained to me what services my child could be eligible for through the waiver.
	
	
	
	
	

	
e.
While my child was waiting for services from the CLTS Waiver, the county human services department or a county contracted agency provided me with information and referral services or other support services.
	
	
	
	
	

	
f.
I would have found it helpful to be able to apply for the CLTS Waiver, the Family Support Program and the Katie Beckett Program at one time. (Please respond if you applied for at least two of the three programs named.)
	
	
	
	
	

	
g.
I was satisfied with the application process for the CLTS Waiver.
	
	
	
	
	


	46.
In the last 12 months, did you look for any information about how the CLTS Waiver program works?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 I Don’t Know



	47.
If yes, where did you look?  Check all that apply.

 FORMCHECKBOX 
 Internet 
 FORMCHECKBOX 
 Physician, nurse or other provider 

 FORMCHECKBOX 
 Written materials
 FORMCHECKBOX 
 Friend or relative

 FORMCHECKBOX 
 Support and service coordinator
 FORMCHECKBOX 
 Other - Specify ___________________

 FORMCHECKBOX 
 Parent of other participant



	48.
How helpful was the information you received from those sources?


 FORMCHECKBOX 
 Very helpful
 FORMCHECKBOX 
 Helpful
 FORMCHECKBOX 
 Somewhat helpful
 FORMCHECKBOX 
 Not at all helpful



	49.
Are you aware of the opportunity to participate in a parent-to-parent connection program in order to receive support or information? 


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 I don’t know



	50.
In the past 12 months, did you participate in a parent-to-parent connection program?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 I don’t know



	51.
In the last 12 months, did your home or vehicle need modification to ensure your child’s safety or independence?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No (Go to Question 54)



	52.
If your home or vehicle needed any modifications, did you receive them?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No (Go to Question 54)



	53.
If your family received a home or vehicle modification, did it meet the intended outcome for your child?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No



	54.
Please rate how strongly you agree or disagree with the statements below about the services and service providers you use through the CLTS Waiver by placing a check mark in the appropriate box.


	
	Strongly Agree
	Agree
	Disagree
	Strongly Disagree

	a.
I am satisfied with the type of services my child receives.
	
	
	
	

	b.
I am satisfied with the amount of services my child receives.
	
	
	
	

	c.
The services my child receives meet my family’s goals. 
	
	
	
	

	d.
The services my child receives respect my family’s culture and values. 
	
	
	
	

	e.
My child receives all of the services listed on his or her Individual Service Plan (ISP).
	
	
	
	

	f.
My family can use its CLTS Waiver funding in a flexible way. 
	
	
	
	

	g.
The people who provide my child’s CLTS Waiver services are qualified and knowledgeable. 
	
	
	
	

	h.
My family experiences less stress or crisis as a result of the services my child receives through the CLTS Waiver program.
	
	
	
	

	i.
I feel that my child is better off because of the CLTS Waiver services that he/she receives.
	
	
	
	

	j.
I would recommend the CLTS Waiver to others that need similar supports and services.
	
	
	
	

	

	Child and Family Information

	This section asks about your child and family. It also asks for your comments and suggestions about the CLTS Waiver. Your responses will help improve children’s long-term support and services in Wisconsin. 

	55.
How are you related to the child?


	 FORMCHECKBOX 
 Mother or Father (biological, adoptive, or stepparent)
	 FORMCHECKBOX 
 Grandparent

	 FORMCHECKBOX 
 Foster parent
	 FORMCHECKBOX 
 Aunt or Uncle

	 FORMCHECKBOX 
 Court-appointed legal guardian 
	 FORMCHECKBOX 
 Brother or Sister

	 FORMCHECKBOX 
 Other relative
	 FORMCHECKBOX 
 Other—Specify: ______________________________

	


	56. 
What is your child’s age now?


 FORMCHECKBOX 
 Less than one year old

_____ years old (write in)



	57. 
Is your child male or female? 


 FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female


	58. 
Is your child of Hispanic of Latino origin or descent? 


 FORMCHECKBOX 
 Yes, Hispanic or Latino

 FORMCHECKBOX 
 No, not Hispanic or Latino


	59. 
What is the race of your child? 
 FORMCHECKBOX 
 White 
 FORMCHECKBOX 
 Native Hawaiian or Pacific Islander

 FORMCHECKBOX 
 Black of African American
 FORMCHECKBOX 
 American Indian or Alaska Native 

 FORMCHECKBOX 
 Asian 
 FORMCHECKBOX 
 Other – specify ________________________


	60. 
What language does your child mainly speak at home? 
 FORMCHECKBOX 
 English 
 FORMCHECKBOX 
 Russian 

 FORMCHECKBOX 
 Spanish
 FORMCHECKBOX 
 Sigh Language 

 FORMCHECKBOX 
 Hmong 
 FORMCHECKBOX 
 Other – specify ________________________

 FORMCHECKBOX 
 Vietnamese



	61. 
What language do you mainly speak at home? 

 FORMCHECKBOX 
 English 
 FORMCHECKBOX 
 Russian 

 FORMCHECKBOX 
 Spanish
 FORMCHECKBOX 
 Sigh Language 

 FORMCHECKBOX 
 Hmong 
 FORMCHECKBOX 
 Other – specify ________________________

 FORMCHECKBOX 
 Vietnamese



	62.
The Department will be conducting a limited number of phone interviews with families to ask about their experience with the CLTS Waiver application process. The interview will last approximately 30 minutes. Please check “yes” in the box below if you are willing to participate in a follow up interview.


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If you checked yes above, someone may contact you to schedule an interview time. Please note that interviews will only be conducted with a limited number of families and not everyone who is willing to participate in an interview will be contacted. You will have the opportunity to decide whether or not to participate when you are contacted.



	63.
Do you have any comments about the CLTS Waiver services your child receives?

	64.
Do you have any suggestions for changes or improvements to the CLTS Waiver program?


Thank you for your assistance. Please place the completed survey in the enclosed postage paid envelope and mail today!  
If you have any questions regarding the completion of this survey, 
please contact Children’s Services at (715) 723-5542 x4302.
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