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Community Employment 
Case Conference Summary 

 
Annual   Quarterly      VR Quarterly      Other     

 
 

Participant Name  Date  
Prepared By  Location  

Members in Attendance 
Signature Print Title / Company 

   
   
   
   
   
   
   
   
   
   

 
VR Activities Review/Suggestions 
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Employment Activities Review/Suggestions 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Is the participant satisfied with the plan?          Yes  No   

If not, what changes will be made to meet outcome expectations? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Date of next meeting: _________________________________________ 



             MEDICAID WAIVER PARTICIPANT SERVICES AGREEMENT 
This Participant Services Agreement ("Agreement") is between Paladin ("Provider") and 
("Purchaser") for the delivery of services to ("Participant"). 

I. Purpose. This Agreement describes the understandings and arrangements as agreed upon between the Provider,
Participant, Guardian and other team members. Individuals have a right to choose their services and to be informed
of changes to their waiver budget.

2. Services. The Provider provides various services and activities designed to develop and maintain participant's
functional skills and ensure meaningful opportunities are available either within the Provider's facility, Respite
House, Participant’s home or through community resources. The Provider agrees to provide the services as outlined
in the attached services and budget worksheet. Notwithstanding the services selected on the attached budget
worksheet, services provided by the Provider may at any time include other services generally applicable to the
population the Provider serves; such services include, but are not limited to, instruction or services related to those
listed.

 
 
 
 
 
 
 
 
 
 
 
 

 Check this box if there is no change to services.

NOTE reason for the change(s): ________________________________________________________________________ 
__________________________________________________________________________________________________ 

NOTE how the proposed change(s) will impact the individual: _______________________________________________ 
 _________________________________________________________________________________________________ 

Anticipated date that changes will take effect:  ___________________ 

Remove the following services:
(Be specific, i.e. Art, Computer, Classroom)
 DHGM __________________________
 DHI      __________________________
 DHGL  __________________________
 DHGS  __________________________
 Respite
 PAC
 Behavior Management
 Extended Services
 RHS
 Transportation

Add the following services: 
(Be specific, i.e. Art, Computer, Classroom) 
 DHGM __________________________
 DHI      __________________________
 DHGL  __________________________
 DHGS  __________________________
 Respite
 PAC
 Behavior Management
 Extended Services
 RHS
 Transportation
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Signed and agreed on this __________day of ___________, 20______ 

The signature of the Participant and/or authorized representative indicates he/she has read or has had read to them this 
Agreement and that the Agreement has been explained in full to him/her, and that the signature below is signed voluntarily. 

Signatures also attest that the individual’s rights have been discussed and that sufficient objective information has been 
provided to allow for informed decision making.  

PARTICIPANT: 

___________________________ __________________________ 
Printed Name  Signature 

GUARDIAN: 

___________________________ __________________________ 
Printed Name  Signature 

If GUARDIAN consent has been obtained remotely, please choose method of communication: 

 Verbal by Telephone   Electronic Mail   Other: ____________________________________

PALADIN REPRESENTATIVE 

___________________________ ___________________________ 
Printed Name & Title Signature 

OTHER TEAM MEMBERS 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

Program Manager Protocol: 
Complete this form for any changes to services and also at the Annual Case Conference. 
1. Attach sign in and notes from ISP Team Meeting.
2. Obtain all necessary signatures on this agreement.
3. Attach signed agreement to the completed budget worksheet.
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Authorization for Release of Confidential Information 

Client name: ____________________________________  DOB: __________________________  

Your signature on this form authorizes   Paladin  

To release confidential record information to: _______________________________________    
       *(individual or organization)  

    _______________________________________________  
(address)  

    ______________________________________________  
(city, state, zip code)  

Description of information to be released: relevant to diagnoses, behavioral and/or physical 
needs. 

This information is released in the form of:        x     Verbal               x     Written  

The information is needed for                                     employment.   
(purpose)  

I understand that, by law, I need not consent to the release of this information; however, I choose 
to do so willingly and voluntarily for the purpose specified above. I further understand that I may 
revoke this authorization at any time except to the extent that action has been taken in reliance 
on my consent.  

Client signature____________________________________________Date_________________  

Guardian signature_________________________________________Date_________________  

*This authorization is valid while the individual is employed with the organization named.  
  

Paladin Inc. workforce members shall be granted access to Protected Health Information (PHI), whether written, 
electronic or verbal in nature in accordance with the Health Insurance Portability and Accountability Act (HIPPA) 
and other state and federal laws. Such access shall be limited to the minimum necessary amount of PHI to 
accomplish their job or task. In addition, communications between workforce members which involve PFI shall also 
be considered confidential and should not take place in public areas.   
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Case Conference Summary Report (Consents) 
 

I give my permission for my Team Members to receive a copy of this case conference report and copies of my 
quarterly Progress Reports. 
 
               
Participant/Guardian Printed Name  Participant/Guardian Signature  Date 
I consent to the (check one) ☐ Placement ☐ Change in Placement ☐ or, ISP Revision 
Which has been discussed and agreed upon in this case conference 
 
               
Participant/Guardian Printed Name  Participant/Guardian Signature  Date 
=============================================================================== 

PHOTOGRAPHIC PORTRAITS AND/OR PICTURE RELEASE 

____hereby consents to authorize the use and reproduction by Paladin or anyone authorized by Paladin use of 
Photographic Portraits, still pictures, and video footage of me in which I am included, in whole or part, for 
advertising, trade, or any other lawful purpose.  
_____hereby consents to authorize the use of my name to Paladin or anyone authorized by Paladin for advertising 
trade, or any other lawful purpose. 
_____hereby consents to use of my artwork by Paladin for advertising trade, or any other lawful purpose. 

I hereby waive any rights that I may have to inspect or approve the finished product or products or printed 
matter that may be used in connection with this picture or the use to which it may be applied.  

This release is only good for one full year! 
 
               
Participant/Guardian Printed Name  Participant/Guardian Signature  Date 
 

☐I DECLINE PHOTOGRAPHIC PORTRAITS AND/OR PICTURE RELEASE 

 
               
Participant/Guardian Printed Name  Participant/Guardian Signature  Date 
Access to Protected Health Information (PHI) whether written, electronic or verbal in nature, will be provided in 
accordance with the Health Insurance Portability and Accountability Act (HIPAA) and other state and federal laws. Such 
access shall be limited to the minimum necessary amount of information to accomplish job or task. In addition, 
communications that involve PHI shall also be considered confidential and should not take place in public areas.  
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