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HEALTH HOME OPT-IN/OPT-OUT FORM

This form will be used for providers to document Medicaid Recipients’ preference to opt-in or opt-out of the Health Home

program.

FILING INSTRUCTIONS

Please make the following changes to the MAD forms manuals:

INSERT Form #602

Please address any questions concerning these guidelines to Nancy Smith at Nancy.Smith2 @state.nm.us or call (505) 827-

3161.

Attachment: MAD 602 Issued 1/26/16 Health Home Opt-In/Opt-Out Form

T e Y e e e ey
MEDICAL ASSISTANCE DIVISION | PO BOX 2348 - SANTA FE, NM 87504 | PHONE: (505) 827-3103 FAX: (S05) 827-3185



=C NM

@ VOUR CARE.
bl

Health Home Opt-In/Opt-Out Form

Opt-in Attestation Statement
For use by Health Home eligible Medicaid Recipient:

I have met with a staff member of CarelLink NM who has explained the Health Home program to me
and the care coordination services | will receive. | have decided to become a member at this time.

For use by Carelink NM:

| have discussed the CareLink NM Health Home program with

Name of Health Home eligible Recipient

The benefits of membership were explained. The Medicaid Recipient has decided to join.

Name of CareLink NM Staff (Print) Signature Date

Name of Recipient or Authorized Representative {Print) Signature Date

Opt-out Attestation Statement
For use by Health Home eligible Medicaid Recipient

| have met with a staff member of CareLink NM who has explained the Health Home program to me
and the care coordination services | could receive. | have decided not to become a member at this time.

For use by Carelink NM

| have discussed the CarelLink NM Health Home program with

Name of Health Home eligible Recipient

The benefits of membership were explained; however, the Medicaid Recipient has decided not to join
at this time.

Reason for Opting Out:

Name of Carelink NM Staff (Print) Signature .6;te

Name of Member or Authorized Representative (Print) Signature h Date
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