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VOLUNTARY ASSENT

CLIENT:




 

AGING SERVICES ACCESS POINT: 

I UNDERSTAND THAT MY 








 WILL BE:








(Type of Home Care Service)

· REDUCED/CHANGED  FROM 










TO 







 ON 


















        (Date)


· TERMINATED ON 






              (Date)


I WILL NO LONGER RECEIVE HOME CARE SERVICES, AND


I WILL NO LONGER PARTICIPATE IN THE WAIVER PROGRAM.

I KNOW THAT I HAVE THE RIGHT TO APPEAL DECISIONS MADE BY THE ASAP.  I AGREE WITH THE DECISION STATED ABOVE AND I DO NOT WANT TO APPEAL THIS DECISION.

SIGNATURES:

Client:

Date:




Case Manager:

Date:
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