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	AUTISM treatment services criteria checklist instructions


	All criteria must be completed. If one or more criteria are “pending,” do not submit this checklist until they are completed.

1. Target Group: To qualify for this service, the child must meet the DD and/or the SED level of care. Indicate which LOC was determined on the screen completed on the Determination Date you entered in the box above. Choose all that apply
2. Diagnosis: Please include with the checklist all supporting documentation of a verified diagnosis of an Autism Spectrum Disorder (excluding Rhett’s Syndrome or Childhood Disintegrative Disorder). Check the box to affirm that this criterion is met. A verified diagnosis must have been completed no more than one year prior to the date this checklist is submitted to DHS. A verified diagnosis will include evidence of the completion of the various diagnostic tools completed by qualified diagnosticians that led to the differential diagnosis, as described in DHS memos (plus attachments) dated December 17, 2004, and November 1, 2005. The diagnosis of Autism Spectrum Disorder should be made based on clinical and DSM-IV criteria and should include the use of valid standardized diagnostic instruments with at least moderate sensitivity and good specificity.
Submitted diagnostic information must include a DSM Axis 1 diagnosis of Autism Spectrum Disorder, as well as a report summarizing the evaluation and specific diagnostic tools and instruments used to determine this diagnosis, completed and signed by a qualified diagnostician within the past year.

Children’s Services Section (CSS) staff will review the materials to verify the diagnosis meets the criteria outlined above. If the materials submitted are not sufficient for this verification, CSS staff will contact the submitting agency for further information. The child will not be added to the wait list until diagnosis and all other criteria are established.

3. Disability Determination: If the child already has Medicaid through the Katie Beckett Program or through SSI, the disability determination requirement is met. Check the appropriate box. Otherwise, refer the family to their local Economic Support (ES) Agency to process a Medicaid Disability Application (MADA). The MADA must be approved before this checklist may be submitted to DHS. After the MADA is approved, check the box and enter the date that the ES agency notified you of the disability approval.
4. Under Age 8: Check the box to affirm that this criterion is met.

5. Wisconsin Residency: Check the box to affirm that this criterion is met.
6. Identified provider: Check the box to affirm that this criterion is met. Please include with the checklist written acknowledgement (i.e., copy of letter or e-mail) by the provider that they agree to serve the child when their name comes to the top of the waiting list.
7. Treatment received through any funding source: The CLTS Waivers allow for a maximum of three (3) years of treatment funding through any source. “Treatment” is defined as 10 or more hours of treatment per week. A child must qualify for at least 12 months of treatment at the time that their name comes to the top of the wait list. Check the box to affirm that the family has been informed of this requirement.

8. Check either Yes or No to answer the question. If you respond YES, please read both 8a and 8b and check each box to affirm that the statements are correct.
9. Medicaid Coverage: Children on the wait list may receive Medicaid temporarily if they meet one of these two criteria: (1) the child has no current source of Medicaid eligibility OR (2) the child currently receives Medicaid through a “limited benefit” plan. Check the box that accurately describes the child’s current Medicaid coverage. If you are unsure of the child’s Medicaid status, please confirm the information with your local Economic Support  Agency. Do not submit the checklist until after confirming the information and continuing with the checklist. If the child has a full-benefit source of Mediciad, STOP HERE.
10. (Complete this item only if child has no Medicaid or only a limited-benefit Medicaid.) Check the box to affirm that the family has been informed of the availability of Medicaid coverage for their child after being placed on the waitlist.

11. (Complete this item only if the family chooses to access the temporary Medicaid while on the waitlist.) Check the box and fully complete sections a. and b., then STOP HERE. When the child is enrolled in the Waiver, the temporary source of Medicaid will end and the County Waiver Agency is required to ensure that the child is placed on Waiver Medicaid, unless a different, more appropriate source of Medicaid is identified.
12. Family declines Medicaid while on waitlist. Check this box only if the family is informed of the availability of Medicaid while their child waits and declines the Medicaid. The family must sign and date at the bottom if this box is checked. (After the child is enrolled in the CLTS Waiver, the family may not decline Medicaid coverage for their child.)
When all the required criteria are met, the submitting agency will receive an e-mail from the Children’s Services Section indicating the Wait List Effective Date for this child. The agency must notify the family of the Wait List Effective Date and the Medicaid effective date, if applicable.


	NOTE:  Please e-mail the completed checklist and required supporting documentation to DHS at dhsclts@wisconsin.gov. If you are unable to e-mail the electronic documentation, you may fax it to 608-261-8884. For most efficient handling, the Subject Line for e-mail or fax should be “Autism Treatment Checklist.”


	AUTISM treatment services criteria checklist

	Completion of this form is voluntary. All supporting materials identified below as being required for approval must be included with this checklist. In lieu of this form, agencies may use locally designed forms with prior approval from the Children's Services Section. All Personally Identifiable Information is collected only for eligibility purposes and will be used only for that reason; it will not be used for any other purpose.

	Name – Child (Last, First, Middle Initial)

     
	MCI Number
     
	Functional Screen Determination Date
     

	County Waiver Agency
     
	Name of Service Coordinator
     
	Date Submitted
     

	 FORMCHECKBOX 

1.
Target Group(s) determined on Functional Screen (choose all that apply):
 FORMCHECKBOX 
 DD
 FORMCHECKBOX 
 SED

 FORMCHECKBOX 

2.
Child has a diagnosis of Autism Spectrum Disorder per the instructions on the back. Supporting materials are included.

 FORMCHECKBOX 

3.
Disability Determination Requirement is met by (choose one):
 FORMCHECKBOX 
 Medicaid Disability approved on (date):      



 FORMCHECKBOX 
 Child currently has SSI-MA



 FORMCHECKBOX 
 Child currently has KBP-MA 
 FORMCHECKBOX 

4.
Child is under the age of eight (8) years.

 FORMCHECKBOX 

5.
Child has been a Wisconsin resident for at least the last six (6) months.

 FORMCHECKBOX 

6.
The family has identified a provider willing to deliver treatment services at the time funding is available. County has verified family’s choice of provider. Copy of letter/e-mail from the provider verifying their willingness to deliver services is included.
 FORMCHECKBOX 

7.
The family has been informed that their child must qualify for, and must be available to participate in, at least 12 months of treatment services prior to a request to transition to ongoing waiver services.

	
8.
Has this child received, or does this child currently receive, treatment services at 10 or more hours per week funded by insurance or any other source?
 FORMCHECKBOX 
 YES
(complete questions 8a and 8b)


 FORMCHECKBOX 
 NO
(skip to question 9)


 FORMCHECKBOX 

8a.
Child has not already received more than two (2) years of treatment services (10 or more hours per week).



 FORMCHECKBOX 

8b.
Family has been informed that all treatment services at 10 or more hours per week (any funding source) are counted


towards the maximum allowed three (3) years of treatment and must be reported when waiver services begin.

	
9.
Medicaid Coverage (check one of the boxes below):
	

	

 FORMCHECKBOX 
 This child currently has “full-benefit” Medicaid coverage. Enter type of Medicaid:        STOP HERE.

	

 FORMCHECKBOX 
 This child currently has no Medicaid coverage or a “limited-benefit” Medicaid coverage. CONTINUE TO #10

	 FORMCHECKBOX 

10.
Family has been informed that a temporary source of Medicaid is available to their child once approved and placed on the state wait list for autism treatment services.

	 FORMCHECKBOX 

11.
Family requests Medicaid while waiting for autism treatment services. Questions a through c must be completed and, by so doing, the submitting agency assures compliance with all required Medicaid eligibility criteria.

	

a.
Date of CLTS Support & Service Coordinator first face-to-face
meeting with family & child for purposes of CLTS waiver eligibility:
	     

	

b.
Does this child have personal earned or unearned income?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No (If No, stop here)

	



If Yes, check all applicable sources below and fill in the amount

	
 FORMCHECKBOX 
 child support payment (amount on tax return / # of children)
     

	
 FORMCHECKBOX 
 dividend or interest payments
     

	
 FORMCHECKBOX 
 Social Security payment from parent
     

	
 FORMCHECKBOX 
 Supplemental Security Income (SSI) check
     

	
 FORMCHECKBOX 
 trust or custodial account distributions
     

	
 FORMCHECKBOX 
 other (please specify)
     

	 FORMCHECKBOX 

12.
Family declines Medicaid while waiting for autism treatment services. Parent or legal guardian must sign the statement below.

	I understand that my child may be eligible for temporary Medicaid coverage through the Katie Beckett Program if he/she is eligible and waiting for autism treatment services. At this time I decline this access to Medicaid coverage. I understand that I may request this coverage at any time in the future while my child continues to meet all eligibility requirements. I further understand that at such time that my child is enrolled in the CLTS Waiver Program, his/her temporary Medicaid coverage will end and I will apply for other Medicaid coverage for my child through the local Economic Support Agency.

	
	SIGNATURE  - Parent or Legal Guardian
	
	Date Signed
	


