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	check I have completed a Health Action Plan (HAP): Off
	check I have not completed a Health Action Plan (HAP: Off
	check My benefits and services work for me: Off
	check I do not need any help with my medical and health care needs: Off
	check select check I  I am not comfortable with using this: Off
	check other and explain: Off
	Client name: 
	Client Date of birth: 
	Client Date of birth ProviderOne ID number : 
	Qualified Health Home Lead: 
	Care Coordination Organization: 
	I am declining services because: other explain: 
	Managed Care Organization (MCO) (if applicable)  2: 
	check I discussed the Health Home program with the client or authorized representative: Off
	Date of Client signature or authorized representative : 
	Date signed Signature of the Care Coordinator or Allied Staff: 
	Print authorized representative’s name (if applicable) : 


