MYPAC FREEDOM OF CHOICE
SELECTION FORM

Participant Name Beneficiary ID #

Mississippi Youth Programs Around the Clock (MYPAC) is an intensive community psychiatric treatment program
provided in the home or community, to eligible beneficiaries that require the level of care provided in a psychiatric
residential treatment facility (PRTF) for family stabilization to empower the beneficiary to achieve the highest
level of functioning. These are a group of intensive therapeutic interventions designed to diffuse the current crisis,
evaluate its cause, and intervene to reduce the likelihood of a recurrence.

Section 1902(a) (23) of the Social Security Act says that all Medicaid beneficiaries have the right to freedom of
choice of providers for Medicaid covered services. As a Medicaid beneficiary, you also have the right to choose
what services you receive. If you qualify for psychiatric residential treatment facility (PRTF) level of care, you can
choose MYPAC services as an alternative to PRTF.

Check the box next to your choice:
L T don’t want to receive MYPAC services.
OO Iwould like to receive MYPAC services and agree to participate in the treatment program.

If you chose to receive MYPAC, please indicate your choice of MYPAC Service Provider below:

MYPAC Service Provider Selection:
Canopy Children’s Solutions

Catholic Charities, Inc.

Choices Coordinated Care Solutions, Inc.
Diamond Grove Center

Gateway Behavioral Health Services
Health Connect America, Inc

Marion Counseling Services, PLLC
Methodist Children’s Home

Pine Belt Mental Healthcare Resources
The Center for Childen and Families MISSISSIPRI DIVISION OF
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No Choice (one will be picked for you)

OO00O0O00OO0OoOoOoooao

I agree to this screening process. I have had program choices explained to me. I have made my choice by marking
a check in the correct boxes above and indicating my chosen service provider. I understand that the Medicaid
program has clinical and financial eligibility requirements that are not a part of this screening. I give permission to
the agency or the attending doctor to provide DOM the required information needed to meet the federal
requirements to look at and/or help me in getting services.

SIGNATURE PRINTED NAME DATE
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