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Behavioral Health Member Choice Form 

 
 
 
Member Name: 

 
Date of Birth: 

 
Medicaid Number: 

 

Member ID: 

 

 
I, _____________________________ choose to receive ________________________ 
      (Member/Legal Representativ es Name)                                                                    (Ty pe of Service) 
 

(for example, individual therapy or family therapy) from ________________________ 
                                                                                                                        (Prov ider Requesting Authorization)  

effective ___/___/___.  I understand that only one provider may be authorized to 

provide a specific therapeutic service to me at a time.  I further understand that my 

choice is voluntary and that the authorization for services may be transferred to another 

provider at my request. 

 

 

    Member/Legal Representative                      Date 

 

 

                      Witness               Date 


