ASSURANCE OF FREEDOM CHOICE

__________________________________________________________
This form verifies that I have been informed and understand that I have a choice of Providers available to me.

I have been given freedom of choice in selecting available providers and realize that I may choose to receive treatment at any agency available through CCBH. I am aware that I have a right to choose between at least two providers.  If I wish, alternate Providers will be made available to me through CCBH  (York) Member Services Department at 1 - (866) 542-0299.

Client Signature __________________________Date______________

Witness_________________________________ Date_____________

