
UPCAP Care Management

Self Determination Program Enrollment Agreement

Name:________________________________________________________
SSN:_______________________         

DOB:_______________

Medicaid ID #: _____________________
Veteran’s Program__________
Start Date of Budget: _________________________

I have reviewed the materials provided to me by UPCAP explaining the Self Determination Program, my responsibilities in directing my care, UPCAP’S responsibilities to me, the role of the Fiscal Intermediary (FI) and the Agency with Choice (AWC).  I have decided to participate in this program.
**I have chosen the FI_____AWC____ option to manage my employees.
Representative Description
A representative may be a guardian, a family member or other supporter who willingly accepts the participant’s responsibilities in directing their services and supports. 

____
I do not wish to designate a representative. 

____ 
I will designate a representative.  I name the following person as my representative:

Name:______________________________________________________

Address:____________________________________________________

Phone: _________________________

I understand that enrollment into this program is voluntary and that I have a right to withdraw any time I choose.

Participant: _____________________________________________Date:___________

Representative: __________________________________________Date:___________

Care Manager: __________________________________________  Date:__________

Revised August 2010 TS


