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RTMENT OF HEALTH 
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CASE MANAGEMENT AGENCY REQUEST 
 

_____ Care at Home I _____ Care at Home II 
 

NEW YORK STATE DEPA

CARE AT HOME  

 
I understand that as a applicant for the Care at Home I/II Waiver for my child, I must select a Case 
Management Agency from the attached list of approved Ca

NOTE:  This form must be submitted along with the application to the Care at Home I/II waiver. 

se Management Agencies. I have been encouraged 
 interview these providers prior to making my selection. 

se Management Agency will assist me in developing, implementing, and monitoring 
y child’s Plan of Care. 

y child’s CAH Case Management Agency and this change 
ill not affect his/her enrollment in Care at Home. 

to
 
 I understand that this Ca
m
 
I also understand that, at any time I may change m
w
 
 
________________________________________________________________________________ 

____________________ ____ ____ ____ ____ _____ 
arent/Guardian Signature                        Date 

Child’s Name            Date 

_______________________ _ __ _ _______ _____
P
 
 
On behalf of my child, I have selected the following Case Management provider:

___________________________________________________________ 
ase Management Agency 

ement to the  

                            ment to     
                                                                                               the above-named applicant. 

___________
ase Management Agency Representative Signature                                                                         Date 

 
 
____________________
C
 

To be completed by the Case Management Agency:  

_______________________________________________ 

(Case Management Agency)                                                                           _____ will provide Case Manag

                                                                                                                                    above-named applicant. 

                                                                                             _____ will not provide Case Manage
 
 
______________________________________________________________________________________
C
 
 
 
 
______________________________ _____ ___ _ ____________ _______________ ___ ___________________ _________ 

DSS CAH Coordinator Signature              Date 

:   

 New York State Department of Health – CAH Program 

L
 
cc Participant Family/Guardian 
 Case Management Agency 
 Requested Case Management Agency 


