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CHILDREN’S LONG-TERM SUPPORT (CLTS) WAIVER APPLICATION CHECKLIST

(STEP TWO OF TWO-STEP APPLICATION PROCESS)

INSTRUCTIONS: See the back of this form. Do not use this form for individuals currently enrolled in the CLTS Waiver; use form F-00852 to report changes.
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.
This form must be completed and submitted no more than sixty (60) days after Department of Health Services (DHS) notification of presumptive waiver eligibility based upon your submitted Form F-21080 (Step One) Checklist.
Applicant Information (if any information has changed since the Step One, please flag changes in your e-mail or cover sheet):

	Applicant’s Name (Last, First)

     
	Applicant MCI #

     
	Requested Waiver Start Date:

     


Check the boxes to verify that the information is accurate and that all required documents are included:

1.  FORMCHECKBOX 

ISP (F-20445) and Outcomes document (F-20445A) are included with this form. All documents are signed and dated by the parent/legal guardian/authorized representative, child (if over age 14 and able to sign), and Support and Service Coordinator.
2. Waiver Narrative Assessment (check one of the boxes below):

a.  FORMCHECKBOX 

A complete Waiver Narrative Assessment that meets all criteria outlined in Chapter VI of the Waivers Manual is attached. Assessment addresses all issues related to the child’s assessed needs, including health and safety risks.
b.  FORMCHECKBOX 

The CWA has used the Functional Screen in place of a separate Waiver Assessment document. The narrative in the NOTES of each section is thorough and fulfills the requirements described in Chapter VI. Assessment addresses all issues related to the child’s assessed needs, including health and safety risks. Do not attach a printout of the screen.
3.  FORMCHECKBOX 

All issues related to the child’s assessed needs, including health and safety risks, have been addressed on the ISP either through Waiver-funded services or services funded through other sources.

4.  FORMCHECKBOX 

The CWA has verified that all providers listed on the ISP who will be funded with CLTS Waiver funds are and remain qualified under the standards outlined in Ch. IV for the individual waiver services.

5. (Autism Treatment only) Please answer questions a through e below, and then SKIP Line 6 and go to Line 7.

a.) Which level of treatment has the family chosen?   FORMCHECKBOX 
 CBI      FORMCHECKBOX 
 EIBI

b.) First date of Autism Treatment Services while enrolled on CLTS Waiver:         
c.) Has this child received autism treatment (10 hours per week or more) prior to waiver enrollment?   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

d.) If you answered YES to question c, how many weeks of treatment did the child receive prior to enrolling?       
e.) Does this child currently have private health insurance coverage for autism treatment services?     FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

6. Disability Determination Requirement is met by (choose one):

 FORMCHECKBOX 
 Child currently has SSI-MA
 FORMCHECKBOX 
 Child currently has KBP-MA

 FORMCHECKBOX 
 N/A (Local Match only) 
 FORMCHECKBOX 
 Medicaid Disability Application approved on (date):      
7.  FORMCHECKBOX 

Child continues to reside in the eligible setting identified on the Step One checklist.
 FORMCHECKBOX 
 This setting is expected to change within 60 days of the Waiver Start (see instructions on back).
8.  FORMCHECKBOX 

The ISP contains a service(s) requiring prior DHS approval. All supporting documentation is included.
	Name of Service Coordinator

     
	Telephone Number

(       )       -       

	County Waiver Agency

     
	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 and to identify the services that will best address the child’s identified needs and outcomes. 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. Please submit this form using ONLY ONE of the following methods:

	FAX
	E-MAIL
	GROUND MAIL

	FAX:
608-261-8884

ATTN:
Step Two
	DHSCLTS@wisconsin.gov
SUBJECT:
Step Two
	Children’s Waivers Unit
DHS / DLTC / Children’s Services Section
PO Box 7851
Madison WI  53707-7851


INSTRUCTIONS FOR COMPLETING STEP TWO
CHILDREN’S LONG-TERM SUPPORT (CLTS) WAIVERS APPLICATION CHECKLIST

Who Should Use This Form
This form is for use by County Waiver Agencies. This form must be completed and submitted no more than sixty (60) days after Department of Health Services’ (DHS) acknowledgement of the ELIGIBILITY VERIFICATION (Step One) form for this child. Both forms may be submitted at the same time. If you are not able to submit this completed form within 60 days of the Step 1 acknowledgement, contact your CSS to discuss. Do not use this form for children who are already enrolled. (Please report changes to the CLTS inbox, DHSCLTS@wisconsin.gov).
60-Day Requirement: This form is due no more than 60 days after receiving the Enrollment Letter from DHS in response to your submitted Step One form. If the Step Two is being submitted later than 60 days after enrollment, please provide an explanation in your accompanying e-mail or cover sheet.

How to Complete This Checklist
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.
** ALL FIELDS ON THIS FORM ARE REQUIRED. AN INCOMPLETE FORM COULD RESULT IN PROCESSING DELAYS. **

Applicant Information: Provide the child’s full name, MCI Number, and Waiver Start Date. These should match the information you provided on the Step One. If there are any changes, please note them in your accompanying e-mail or cover sheet.

Line #1: Check the box to verify that the ISP (F-20445) and Outcomes document (F-20445A) are included with this checklist. The documents must be signed and dated by parent/legal guardian/authorized representative, child (if over 14 and able to sign), and Support and Service Coordinator. The ISP Development Date must be on or before the Waiver Start Date.
Line #2: Check either a) or b). An assessment must identify the child’s support needs, including the child’s health and safety risks. The CWA may choose to complete the assessment as a written narrative including all documentation the CWA identifies as appropriate, or the assessment may be thoroughly described within the Notes sections of the Children’s Long-Term Support Functional Screen (CLTS-FS). If using an assessment narrative or other documentation, include that document with your submission. Please do not submit a copy of the Functional Screen report. Your CSS will review it online.
Line #3: Check the box to verify that all issues related to the child’s assessed needs, including health and safety risks, have been addressed in the ISP either through Waiver services or other means.
Line #4: Check the box to confirm that every provider listed on the ISP who may be funded with CLTS Waiver funds has been verified to meet all qualification standards outlined in Ch. IV of the Waiver Manual for each service they are to be authorized to provide to the waiver participant.

Line #5: Complete this section only if enrolling this child in Autism Treatment Services. Items 5a through 5e are required. If you complete this section, SKIP Line #6 and proceed to Line #7.
Line #6: If you intend to use only Local Match funding for this child’s waiver services, then a disability determination is not required. (Place an “X” in the box labeled “N/A.”) Otherwise, a disability determination is required. 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 the 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.
Line #7: Check the box to verify that the child continues to reside in the waiver-eligible setting that was reported on your agency’s Step One checklist. If there is a likelihood that the child’s setting will change within 60 days, check the box and provide details in your attached narrative assessment.
Line #8: Check the box if the ISP includes any waiver services for which DHS prior approval is required. If you check this box, you must include all required supporting documentation with this checklist, or include proof that prior approval has already been granted. Do not authorize the service until you have received approval from DHS. Services requiring prior approval include institutional respite, any restrictive measure, home modifications costing more than $2,000, or any ramp, among other things. If you are unsure whether prior approval is required, please review the SPC Description for the service.
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. Be sure to include the signed ISP, Outcomes Document, Assessment Narrative (when applicable), and all other required supporting documentation.
2. For electronic submission, first save the completed document for your records. Submit all Step Two’s to the CLTS main office using ONE of the options shown. After being entered/processed, the materials will be forwarded to the assigned Children’s Services Specialist for review. Choose ONLY ONE method of submission. Use Subject Line STEP Two for fastest processing.

