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In-Home Treatment Exception Request 
Medicaid Autism Waiver 

To Be Completed by the Contracted Autism Waiver Service Provider 
 

Child’s Name:                                                                         DOB: 
As a Home and Community Based Service, the Medicaid Autism Waiver is designed to 
provide treatment to enrolled persons in their home, with the possibility that some treatment, 
directly related to a child’s treatment goals, may also be provided in community settings. 
When a contracted Autism Waiver Service provider believes extenuating circumstances exist 
requiring the ongoing treatment of a child to take place in a community setting outside the 
child’s home, the provider must obtain written approval from the Division of Services for 
People with Disabilities and the Department of Health prior to initiating ongoing treatment 
outside the child’s home.  Please submit this completed request to the child’s Support 
Coordinator, who will then forward the request to the Department of Health for consideration.  
 
Please note that this form is not to be used to address situations where treatment out of the 
home is occasional or intermittent.  This form is to be used when ongoing out-of-home 
treatment is being requested.  
Circumstances supporting the need to provide ongoing out-of-home treatment: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Requested location of ongoing out-of-home treatment:  
 
Requested dates of exception:  Beginning:                                   Ending: 
 
Plan to return ongoing treatment to the child’s home: 
 

 
 

[Signatures to immediately Follow] 
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Requesting Person’s Signature    Date 
 
 
            
Support Coordinator’s Signature    Date 
 
 

To be completed by the Department of Health 
 
 

Request for Exception is:   □ Approved □ Not Approved 
 
Comments by Department of Health Representative: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
            
Department of Health Signature    Date 


