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CHILDREN’S LONG-TERM SUPPORT (CLTS) WAIVER ELIGIBILITY VERIFICATION
(STEP ONE OF TWO-STEP APPLICATION PROCESS)

INSTRUCTIONS: Submit ONLY this checklist-no attachments. See the back of this form for detailed instructions. Do not use this form for individuals currently enrolled in the CLTS Waiver; use form F-00852 to report changes for those participants.
Please save a copy of this completed checklist for your records. Completion of this form is voluntary. In lieu of this form, County Waiver Agencies may use locally designed forms with prior approval from the Children's Services Section. This form, or an approved substitute, is required when referring a new applicant for CLTS Waiver services. Personally identifiable information on this form is collected to verify that the application is complete, and will be used only for this purpose.

Applicant Information (all fields must be completed):
	Last Name

     
	First Name

     
	MI

  
	Date of Birth

     
	Applicant MCI Number

     

	Responsible County Waiver Agency (CWA)

     
	*Requested Waiver Start Date

     

	*May not be more than 90 days before or after the Functional Screen Determination Date shown on Line 1.


1. Functional Screen Determination Date:         (A re-screen must be completed no later than this date, next year.)
2. Based on Functional Screen results, this child meets the definition of (check all that apply):
 FORMCHECKBOX 
 DD
 FORMCHECKBOX 
 PD
 FORMCHECKBOX 
 SED/MH

3.  FORMCHECKBOX 
  Not waiting for or applying for Autism Treatment Services (if you check this box, skip to Line 6)

4.  FORMCHECKBOX 

This child is currently on the waiting list for Autism Treatment Services and you plan to serve them with other Waiver funding until their name comes to the top. (If you check this box, skip to Line 6)
5.  FORMCHECKBOX 

The CWA has recently been informed that this child’s name reached the top of the Autism Treatment Waiting List and you are now enrolling this child in a CLTS Waiver for state-funded autism treatment. If already enrolled, do not use this form. Use form F-00852 to report changes. (If you check this box, skip to Line 9.)
6. (If applicable) CWA requested and was granted a variance to the wait list requirements for this child on (date):       
7. The CWA intends to utilize available   FORMCHECKBOX 
 Local /  FORMCHECKBOX 
 State (non-Autism) funding as the child’s primary source of match (choose one).
8. If you checked “State” on Line 7, is the disability determination   FORMCHECKBOX 
 completed or   FORMCHECKBOX 
 pending (choose one)?
9. The CWA confirms that this child meets all financial criteria for Medicaid eligibility. The Cost Share Worksheet (F-20919) or CARES process has been completed. Choose either a or b below:
a.)  FORMCHECKBOX 

Child has Medicaid currently through (enter the Medicaid Source:       )
b.)  FORMCHECKBOX 

No current source of Medicaid (this includes any child with temporary Medicaid through the Autism waiting list). CWA will ensure child has Medicaid prior to authorization of waiver-funded services.
10.  FORMCHECKBOX 

This child resides in an eligible setting: (choose one)    FORMCHECKBOX 
 Lives at home with his/her family    FORMCHECKBOX 
 Foster Home or Adult Family Home
11.  FORMCHECKBOX 

This child meets all applicable requirements for Wisconsin residency.

12.  FORMCHECKBOX 

A complete CLTS Waiver Application is under development with the child’s parents and providers and will be submitted no later than 60 days after the date of the enrollment notification received from DHS.

	Name of Service Coordinator

     
	Telephone Number

(       )       -       

	E-Mail

     


By completing and submitting this form, you are confirming that you have completed all required activities to verify this child’s eligibility for CLTS Waiver enrollment. You further confirm that all information provided has been reviewed and verified by the County Waiver Agency and is accurate and complete to the best of your knowledge. DHS will issue a letter confirming this child’s enrollment with presumptive Waiver eligibility. Upon receipt, the CWA may authorize Waiver-allowable services for this child. Please do not authorize waiver-funded services until Medicaid is in place, and please do not authorize services requiring  prior approval, such as institutional respite or restrictive measures. The CWA must demonstrate that services provided are Waiver allowable and approved by the child’s parent/legal guardian. STEP TWO of the CLTS Waiver Application Process must be completed no later than 60 days after the date DHS notifies the CWA that the child was enrolled with presumptive Waiver eligibility. Please submit this form using ONLY ONE of the following methods:

	FAX
	E-MAIL
	GROUND MAIL


	FAX:

608-261-8884
	DHSCLTS@wisconsin.gov
	Children’s Waivers Unit


	ATTN:
Step One
	SUBJECT:  Step One
	DHS / DLTC / Children’s Services Section
PO Box 7851
Madison WI  53707-7851


INSTRUCTIONS FOR COMPLETING STEP ONE
CHILDREN’S LONG-TERM SUPPORT (CLTS) WAIVERS ELIGIBILITY VERIFICATION
Who Should Use This Form
This form is for use by County Waiver Agencies when verifying eligibility and enrolling a new applicant for CLTS Waiver services. Do not use this form for children who are already enrolled. (Please use Form F-00852 to report changes to enrolled participants.)
How to Complete This Checklist (Choose only one method)
1. Electronically: This document is a fillable Microsoft Word document. TAB or CLICK between fields.
2. Non-Electronically: Print the document and complete it using pen or typewriter (no pencil, please!). Be sure handwriting is clear and legible. Submit to DHS by FAX or by ground mail.

** PLEASE COMPLETE ALL REQUIRED FIELDS. AN INCOMPLETE FORM COULD RESULT IN PROCESSING DELAYS. **

Last Name:
Enter the child’s full legal Last Name (including hyphens or other characters).
First Name:
Enter the child’s full legal First Name.
MI:
Child’s Middle Initial(s).
Date of Birth:

Child’s date of birth.

Applicant MCI Number:

The child’s Master Client Index (MCI) Number from the CLTS Functional Screen.

County Waiver Agency:
Include County and Department Name of the Responsible County Waiver Agency.
Requested Waiver Start Date:
If the child has been on the wait list for Autism Treatment Services, and DHS has notified you of funding availability, the waiver start date may be on or after the date provided in the DHS notification. For all applicants, the waiver start date must be within 90 days before or after the Functional Screen Determination Date (Line #1). Ch. VI of the Waivers Manual provides thorough instructions regarding Waiver Start Date.
Line #1: Enter the Determination Date of the most recent CLTS Functional Screen in which the CWA determined functional eligibility for the CLTS Waivers. This date is automatically generated by the Functional Screen. The child’s next Functional Screen must be completed on or prior to this date in 12 months. This becomes the child’s Recert Month.
Line #2: Check the target group or groups that the child meets, based on the CWA’s most recently completed Functional Screen.

Line #3: If the child is not waiting for or applying for Autism Treatment Services, check the box and skip to Line #6.

Line #4: If the child is currently (and will remain) on the wait list for Autism Treatment Services, check the box and skip to Line #6. The CWA must follow Medicaid Waiver wait list rules before serving this child with waiver funds. Child must be at the top of the CWA’s wait list for CLTS services or meet the criteria for an exception to the wait list rule. After switching to Autism Treatment in the future, services on this plan that are still needed that are not allowed with Autism funding must be provided with the CWA’s other funding.
Line #5: If this child’s name recently came to the top of the waiting list for funding for Autism Treatment Services, and the child is not already receiving other waiver funds while waiting, check the box and skip to Line #9. Otherwise, continue with Line #6. If the child is already enrolled with other CLTS Waiver funding, use Form F-00852, Section C, instead of this form.
Line #6: If you bypassed the Medicaid Waiver 1st-come, 1st-served wait list requirements to serve  this child, please note the date on which you received approval for a request for a Wait List Variance. (See Ch. I, Waivers Manual for details.)

Line #7: (Complete only if Line #5 is not checked.) Identify the primary source of funding the CWA intends to use.
Line #8: (Complete only if Line #5 is not checked.) If you checked “State” on Line #7, indicate the status of the child’s Wisconsin Disability Determination. The disability determination may be pending when this form is submitted, but must be complete by the time the full Application (Step Two) is submitted to DHS (or you must change the child’s funding to local-match).
Line #9: If the child currently has Medicaid that is not the temporary Medicaid available while on the waiting list for autism treatment, check box a.) and supply the type of Medicaid in the box provided. If no current source of Medicaid, check box b.) to confirm that, upon receipt of the Presumptive Eligibility letter from DHS, you will ensure the child is enrolled in Medicaid with a start date on or before the Waiver Start Date. Note that if the child had only the temporary Medicaid while on the waiting list for autism treatment, that Medicaid will end and you must ensure the child is enrolled with a different source of Medicaid before the temporary source ends.
Line #10: Check the box to confirm that the child lives in a waiver eligible setting, and check the setting that applies.
Line #11: Check the box to confirm that the child meets all applicable state residency requirements for waiver eligibility.
Line #12: Check the box to confirm that the full CLTS Waiver Application (Step Two) is in progress and will be submitted in 60 days.

Person Completing This Form

The Service Coordinator who completes this form must provide DHS with their full name, phone number, and E-Mail address. When submitting the form, you are assuring that the information you provided has been verified and is accurate to the best of your knowledge.
How to Submit This Checklist

1. For electronic submission, first save the completed document for your records. Choose ONLY ONE method of submission. Please use Subject Line Step One for fastest processing.
2. A paper copy may be faxed or mailed as shown on the form.
PLEASE COMPLETE STEP TWO OF THE APPLICATION PROCESS (F-21080A) WITHIN 60 DAYS.
