Annual Notification of Free Choice of Provider

Individual’s Name: ____________________________________

(All those contacted)       


Date: 
__________________________________________

SSA:

__________________________________________
The following were reviewed with the individual/guardian and this information was given in writing to the individual/guardian:

· You have a right to choose a qualified provider not limited to any given county.

· An Ohio DODD procedure will be followed to assist you in the provider selection process. (see flow chart)

· Information for provider selection is available on the website www.dodd.ohio.gov
· County Board and Medicaid hearing rights.

Free Choice of Provider process initiated?
(  Yes
(  No

C: File
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