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PARTNERS FOR CHILDREN 
Participant Agreement Form
Please read and sign this Participant Agreement Form. This is for those who want home and community based services with Partners for Children. Enrollment in this program does not prevent you from seeking care to make you better (curative care).  For questions about PFC contact your PFC Care Coordinator or CCNSL.  This will be kept in your file at the county CCS office.  You will be given a copy of all forms that you have signed.
Please check all the boxes to show you understand and agree:
1.  FORMCHECKBOX 
  I/my family know that I must meet all PFC eligibility requirements while I am on the waiver.  
· Have an eligible medical condition

· Have full scope, no share of cost Medi-Cal
· Live in a participating county

· Be under age 21

· Be enrolled only in one Home and Community-Based Services Waiver at a time
2.  FORMCHECKBOX 
  I/my family agree to work with the PFC agency we have selected.
· We have read and understand the Agreement Information Sheet explaining the agency’s responsibilities.
· We understand that we need to give at least a 30 day notice to the county CCS office if we want to change agencies.

· We understand that the agency needs to give us at least a 30 day notice if they want to stop providing services.
3.  FORMCHECKBOX 
  I/my family agree to work with my PFC agency Care Coordinator. 
· We have read and understand the Agreement Information Sheet explaining my Care Coordinator’s responsibilities.  

· We have read and understand the F-CAP and Circle of Support Information Sheet. 
4.  FORMCHECKBOX 
  I/my family agree to work with my county California Children’s Services (CCS) Nurse Liaison (CCSNL). 

· We have read and understand the Agreement Information Sheet explaining my CCSNL’s responsibilities.

5.  FORMCHECKBOX 
  I/my family agree to the release of any and all health documents needed for determination of eligibility and

appropriateness of services for Partners for Children. 

· We have read and understand the Agreement Information Sheet explaining HIPAA and PHI.
6.  FORMCHECKBOX 
  I/my family will join in the decision of what services to receive.
· We have read and understand the PFC Services Information Sheet explaining the waiver services. 
· We know that there are monthly/yearly limits on how many times we can receive each service.
7.  FORMCHECKBOX 
  I/my family understand that we will not pay for PFC services.  Any other insurance will be billed first, then Medi-
Cal will be billed.  
8.  FORMCHECKBOX 
  I/my family agree to give at least 24 hour notice if rescheduling of an appointment for a PFC service is necessary.  
· We will not miss more than 2 scheduled appointments per year (without reschedule or cancellation).
9.  FORMCHECKBOX 
  I/my family know that Partners for Children staff are mandated reporters of child abuse, exploitation and neglect.
· We have read and understand the Child Abuse Information Sheet.
10.  FORMCHECKBOX 
  I/my family agree that it will be safe for providers to visit my home.
11.  FORMCHECKBOX 
  I/my family understand that participation in Partners for Children is entirely voluntary. We may decide to stop at 
any time. This will not affect my/my child’s Medi-Cal eligibility.
12.  FORMCHECKBOX 
  I/my family understand that if we are not able to follow the agreements above my/my child’s enrollment in PFC will 
be reevaluated for possible disenrollment.
Sign and print your name. Minors and those unable to sign will need a parent or legal guardian to sign.
The CCSNL will sign to show they have discussed this document with you.
	
	
	     
	
	     

	Applicant Signature
	
	Applicant Printed Name
	
	CCS #

	
	
	     
	
	     

	Parent/Legal Guardian Signature
	
	Parent/Legal Guardian Printed Name
	
	Relationship to Applicant

	
	
	     
	
	     

	CCSNL Signature
	
	CCSNL Printed Name
	
	Date


PARTNERS FOR CHILDREN (PFC)

Agreement Information Sheet

What Your Partners for Children Agency is Responsible for:

· Providing staff for PFC services

· Making sure all providers have the correct training and licensing or certification 

· Providing an interpreter if you need one

· Providing a Registered Nurse who is available by phone 24 hours a day, every day if you have questions or concerns

· Making sure your family’s Protected Health Information (PHI) is private and safe 

· Working with the county CCS program to provide for all of the participant’s needs

· Reporting any concerns for the participant’s health and welfare

What Your Care Coordinator is Responsible for:

· Coordinating all participant services, as well as family PFC services

· Creating your Family-Centered Action Plan (F-CAP) and making sure it is followed [for more detail see the F-CAP and Circle of Support Information Sheet]

· Making sure your participant and family goals are included in the F-CAP

· Supporting you as you work to meet these goals

· Continually making sure the F-CAP activities meet your family’s expectations

· Educating and training you (the participant and family) and your circle of support in palliative care and caregiver skills needed for home medical routines and treatments

· Meeting with you (the participant and family) at home, at least once each month, to make sure your health and welfare is taken care of.  This may include a home safety assessment

· Working with the CCS program (the CCSNL specifically) and the participant’s medical providers to coordinate care

· Going with you to appointments (physician visits, school or hospital) if you need help

· Making sure your family’s Protected Health Information is private and safe 

· Reporting any concerns for the participant’s health and welfare

What Your County CCS Nurse Liaison (CCSNL) is Responsible for:

· Reviewing applicants’ medical records to decide if they are eligible for the PFC program 

· Enrolling all new participants and maintaining the waiting list if there is one

· Helping you choose your PFC agency and Care Coordinator 

· Reviewing your Family-Centered Action Plan (F-CAP) sent by Care Coordinator to make sure it meets your needs

· Authorizing your family’s PFC services and the participant’s CCS Services

· Contacting you (the participant and family) every month to make sure your services are working for you and to check if you have any concerns

· Participating in monthly interdisciplinary team meetings about the participant’s care

· Providing help about the PFC program to the agency and Care Coordinator as needed

· Working with the agency to find community resources that you may find useful

· Following up on any health and welfare incidents reported

· Making sure your family’s Protected Health Information is private and safe 

Health Insurance Portability and Accountability Act (HIPAA) and Protected Health Information (PHI) 

· HIPAA is a federal law requiring the privacy and security of health information for Medi-Cal clients

· Protected Health Information is information that includes your name, social security number, or other information that reveals who you are

· PFC maintains strict policies to protect access to PHI and the use and sharing of PHI

· Your PHI is not released without your or your authorized representative’s consent except as permitted or required by law

· Information that may be shared for reasons connected with the operation of the PFC

· Service authorizations

· Information needed to make sure your F-CAP is followed

· Records for coordination of care with the Multidisciplinary Team members

· Claims information for payment for health care

· Summary data based on PFC participants (but with personal identifiers deleted) may be used for research and publications
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