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m DEPARTMENT OF 923
HUMAN SERVICES

MnCHOICES

Support Plan Signature Sheet

Collect signatures on this form and upload to the person'’s signature section for the specific plan in the MnCHOICES application.

PERSON’S NAME SUPPORT PLAN START DATE SUPPORT PLAN END DATE
CASE MANAGER, CERTIFIED ASSESSOR OR CARE COORDINATOR NAME TELEPHONE NUMBER EXT.
Person

This document confirms I:
B Received required information.
B Participated in the development of my plan.

B Was given choices about the services | will receive from programs provided through the Minnesota Department of Human Services.

Materials shared

| received information about:

Data privacy practices that explain my right to confidentiality (DHS-4839E [PDF] or agency’s form) OYes ONo

Minnesota Health Care Programs, DHS-3182, (PDF) OYes ONo O Not applicable
My right to appeal (DHS-1941 [PDF] or agency's form) OYes ONo

Other information, such as OvYes ONo

Creating my plan

I was given a choice between receiving services in the community or in an institution. O Yes O No O Not applicable
| was able to invite who | wanted to come to my planning meeting. O Yes ONo O Not applicable
| participated in developing my plan for receiving services. O Yes ONo O Not applicable
I was given choices of different types of services, housing and employment support that could meet my

assessed needs as indicated in my assessment and through discussion with my case manager. OYes ONo O Not applicable
| was offered a choice of services, supports and providers. OYes ONo

| agree with the services, supports and providers indicated in my plan. OYes ONo

l understand if | do not agree with any part of my written support plan, | can call my case manager, assessor
or care coordinator to discuss and make corrections as needed. | also understand | have the right to appeal | O Yes (O No O Not applicable
any decision | disagree with.

I understand my case manager, assessor or care coordinator will send this signature page to me with my
written plan. O Yes O No

CFSS, PCA and Alternative Care/waiver programs

If  am eligible for both Community First Services and Supports and personal care assistance (CFSS/PCA) services and an Alternative Care/
waiver program (such as Developmental Disability [DD] Waiver, Community Access for Disability Inclusion [CADI], Elderly Waiver [EW], etc.)

I choose:

To use all of my CFSS/PCA services in addition to other services/supports as written in my plan. OYes ONo O Not applicable
To use minutes of CFSS/PCA services for alternative services. | will use minutes of CFSS/ .

PCA services. O Yes ONo O Not applicable
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https://edocs.dhs.state.mn.us/lfserver/Public/DHS-4839E-ENG
https://edocs.dhs.state.mn.us/lfserver/Public/DHS-3182-ENG
https://edocs.dhs.state.mn.us/lfserver/Public/DHS-1941-ENG

Rule 185 DD/RC case management recipients

This section only is for Rule 185 developmental disabilities/related conditions (DD/RC) case management recipients who want to

waive their annual MnCHOICES reassessment.

| only receive developmental disabilities (DD) case management or DD case management with
non-Medicaid funded services such as semi-independent living services (SILS).

O Yes O No O Not applicable

| understand that MnCHOICES is an annual assessment for long-term services and supports.

O Yes O No O Not applicable

| understand | have the right to request and receive a MnCHOICES assessment at any time.

O Yes O No O Not applicable

My case manager has explained to me how MnCHOICES could help me evaluate my needs and learn
about possible support options available to me.

O Yes O No O Not applicable

I have been given a copy of the MnCHOICES brochure, DHS-7283 (PDF).

O Yes ONo O Not applicable

My needs have not changed since my last assessment and support plan.

O Yes ONo O Not applicable

| choose to waive this year’s annual MnCHOICES reassessment.

O Yes ONo O Not applicable

Comments

My signature

My signature and responses on this form indicate:
B | received the information mentioned above.
H | know about the choices | have.

W | agree to the delivery of services as developed with my case manager, care coordinator and/or certified assessor.
B The provider(s) listed in this plan can share a written report about my care needs with my case manager and/or certified assessor if |

give the provider(s) my permission.

MY SIGNATURE DATE
LEGAL REPRESENTATIVE'S (OR OTHER PERSON'S) SIGNATURE, IF APPLICABLE DATE

I would like my plan shared with the following people and providers:

My support team
CASE MANAGER/CARE COORDINATOR SIGNATURE DATE
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https://edocs.dhs.state.mn.us/lfserver/Public/DHS-7283-ENG

651-431-4300 or 866-267-7655 (toll free)

Attention. If you need free help interpreting this document, call the above number.
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Attention. Si vous avez besoin d’une aide gratuite pour interpréter le présent document, veuillez appeler au

numéro ci-dessus.

Thov ua twb zoo nyeem. Yog hais tias koj xav tau kev pab txhais lus rau tsab ntaub ntawv no pub dawb, ces

hu rau tus najnpawb xov tooj saum toj no.

059 50520:90500071. d561c8Smboietonmadcnoimoaddedadd c3ad580sles145,03:05 808813 concozdrgHorni.
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YUsogau. naman naudegnaunaugas e lunaucdensaauius, 49 ins luiimas tangagidigl.
Hubachiisa. Dokumentiin kun tola akka siif hitkamu gargaarsa hoo feete, lakkoobsa gubbatti kenname bilbili.

Buumanwme: ecnmu Bam HY>XHa OecriaTHas noMouib B YCTHOM IIEPEBOAEC JaHHOTO JOKYMEHTA, ITIO3BOHUTE I10

YKa3aHHOMY BBIIIE Tee(oHy.

Digniin. Haddii aad u baahantahay caawimaad lacag-la’aan ah ee tarjumaadda (afcelinta) qoraalkan, lambarka

kore wac.
Atencion. Si desea recibir asistencia gratuita para interpretar este documento, llame al nimero indicado arriba.

Chu y. Néu quy vi can duoc gitp d& dich tai liéu nay mién phi, xin goi s bén trén.

(0Z-01) ¢d1

For accessible formats of this information or assistance with additional
equal access to human services, email DHS.info@state.mn.us, call
651-431-4300 or 866-267-7655 (toll free) or use your preferred relay
SEervice. (Apa1[2-18))
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Civil Rights Notice

CB4 Social Services  1-21

Discrimination is against the law. The Minnesota Department of Human Services (DHS) does not discriminate on

the basis of any of the following:
m race m religion
m color m sexual orientation
m national origin m public assistance

m creed status

Civil Rights Complaints

You have the right to file a discrimination complaint if
you believe you were treated in a discriminatory way
by a social services agency.

Contact DHS directly only if you have a discrimination
complaint:

Civil Rights Coordinator

Minnesota Department of Human Services

Equal Opportunity and Access Division

P.O. Box 64997

St. Paul, MN 55164-0997

651-431-3040 (voice) or use your preferred relay
service

Minnesota Department of Human Rights (MDHR)

In Minnesota, you have the right to file a complaint
with the MDHR if you believe you have been
discriminated against because of any of the following:

B race B sex

m color m sexual orientation
m marital status
m public assistance status

m disability

m national origin
m religion
m creed

Contact the MDHR directly to file a complaint:

Minnesota Department of Human Rights
540 Fairview Avenue North, Suite 201
St. Paul, MN 55104

651-539-1100 (voice)

800-657-3704 (toll free)

711 or 800-627-3529 (MN Relay)
651-296-9042 (fax)
Info.MDHR(@state.mn.us
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m marital status
m age
m disability

m sex
m political beliefs

U.S. Department of Health and Human Services’ Office for
Civil Rights (OCR)

You have the right to file a complaint with the OCR,

a federal agency, if you believe you have been
discriminated against because of any of the following:

m race m disability
m color W sex

m national origin m religion
m age

Contact the OCR directly to file a complaint:

Office for Civil Rights

U.S. Department of Health and Human Services
Midwest Region

233 N. Michigan Avenue, Suite 240

Chicago, IL 60601

Customer Response Center: Toll-Free: 800-368-1019
TDD Toll-Free: 800-537-7697

ocrmail@hhs.gov
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