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	申請參與OPWDD居家和社區服務（HCBS）棄權聲明

	Name of Applicant: 
	Address 1: 
	Address 2: 
	Social Security #: 
	Medicaid #: 
	County: 
	Date of Birth: 
	Check here if NOT currently enrolled in Medicaid: Off
	I have chosen HCBS: Off
	I have NOT chosen HCBS: Off
	CCO Name: 
	Contact Name: 
	CCO Address: 
	Phone: 
	Signer's Name (Print): 
	Date of Completion_af_date: 


