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IN THE UNITED STATES DISTRICT COURT
FOR THE WESTERN DISTRICT OF TEXAS
SAN ANTONIO DIVISION

ERIC STEWARD, et al.,
Plaintiffs
V.

RICK PERRY, Governor of the State of Texas
etal.,

2

Defendants
Case No. 5:10-CV-1025-0G

THE UNITED STATES OF AMERICA,
Plaintiff-Intervenor

THE STATE OF TEXAS
Defendant
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DECLARATION OF STACY LINDSEY

1. “My name is Stacy Lindsey, and 1 am over 18 years of age, of sound mind, and
capable of making this declaration. The facts stated in this declaration are true and correct and
are within my personal knowledge due to my personal involvement, or are within my personal
knowledge based on a review of DADS records, as described herein.

2. “I am currently employed with the Texas Department of Aging and Disability
Services (“DADS”) as manager of the Local Procedure Development and Support unit within the
Local Authority Section of the Access and Intake Division. As unit manager, my responsibilities
include authorizing the release of program vacancies for the Home and Community-based
Services (HCS) and Texas Home Living Medicaid waiver programs, overseeing the tracking
of the progress of enrollments in the program, and managing the HCS interest list. Prior to

being manager, I worked in the same unit and was responsible for tracking the progress of
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enrollments in the HCS and Texas Home Living programs and managed the HCS interest list.
My work and professional experience has made me familiar with the policies, procedures,
programs, and practices of DADS relating to enrollment in the HCS Medicaid waiver program.

3. “In August 2012, Patricia Ferrer, Zakowitz Morgan, Eric Steward, Andrea
Padron, and Linda Arizpe, five of the plaintiffs in this lawsuit, were informed by their respective
local mental retardation authorities (“local authorities™), that “diversion slots” were available in
the HCS Medicaid waiver program. To be offered an HCS diversion slot, an individual must
first submit an application packet to the State Supported Living Center program and be found
eligible for admission to a State Supported Living Center. All five of these individuals or their
legal guardians decided to pursue this opportunity. With the assistance of their local authorities,
each individual followed the procedures to apply for admission to a State Supported Living
Center and requested access to the HCS program as an alternative to admission to a State
Supported Living Center.

4. “Following that process, each of the five individuals was offered a slot in the HCS
program on September 14, 2012. Since September 14, each individual or the individual’s
guardian has signed the Verification of Freedom of Choice accepting the HICS program (true and
correct copies of which are attached hereto as Exhibits A through E), and has been working with
his or her local authority to choose an HCS provider and go through the necessary steps to enroll
in the HCS program. Typically, the enrollment process takes less than 90 days. In the case of
the five plaintiffs, however, advocates with Disability Rights Texas have arranged for physical
therapy evaluations and other kinds of evaluations to be done for most of these individuals
before they visit prospective providers for pre-placement visits. This may cause some delays in

the enrollment process.
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Patricia Ferrer

5. “Patricia Ferrer made two pre-placement visits to Family Faith HCS provider and
later selected that provider. Ms. Ferrer is scheduled to meet with a representative from Family
Faith and the local authority enrollment service coordinator on November 13, 2012 to complete
the enrollment process. Ms. Ferrer is scheduled to move on November 19th.
Zakowitz Morgan

6. “Zakowitz Morgan and his guardian are interviewing potential providers. They
visited one provider but Mr. Morgan was unable to access the group home because the home was
not wheelchair accessible. The local authority enrollment service coordinator is working with
Mr. Morgan and his guardian to ensure future potential providers are aware of Mr. Morgan’s
accessibility needs.
Eric Steward

7. “At the request of the attorney for Disability Rights Texas, a physical therapy
cvaluation was completed for Eric Steward. A conference call with the attorney, the local
authority staff, and Mr. Steward and his mother was scheduled for November 9, 2012, to discuss
the results of the evaluation as well as the HCS services to be included on Mr. Steward’s
Individual Plan of Care. Mr. Steward and his mother are still in the process of selecting a
provider with the assistance of their advocate.
Andrea Padron

8. “At the request of the attorney for Disability Rights Texas, a physical therapy
evaluation was completed for Andrea Padron. A conference call with the attorney, the local
authority staff, and Ms. Padron’s guardian was scheduled for November 9, 2012, to discuss the

results of the evaluation as well as the HCS services to be included on Ms. Padron’s Individual
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Plan of Care. Ms. Padron’s guardian is still in the process of selecting a provider with the

assistance of an advocate.
Linda Arizpe

9. “The attorney for Disability Rights Texas requested a physical therapy evaluation
be completed for Linda Arizpe. The recommendations from the evaluation will be used to
develop Ms Arizpe’s Individual Plan of Care at the enrollment meeting scheduled for November
14,2012.  Ms. Arizpe’s mother is her legal guardian. Her guardian has selected Caleb, Inc., as
the HCS provider. Ms. Arizpe’s mother and father have chosen to self-direct the supported
home living and respite that will be provided through the HCS waiver. The Consumer Directed
Service Agency that Ms. Arizpe’s guardian has selected to provide financial management
services is Imagine Enterprises. Ms. Arizpe will be moving to her parents’ home at Canyon

Lake, where she is scheduled to begin receiving HCS services on December 1, 2012.

“I hereby declare under penalty of perjury that the foregoing is true and correct.”

Executed on November 12, 2012,

J W LK e

Stacy Lmd{e
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Texas Department of Aging
and Disability Services

Waiver Program/Programa opcional

Form 8601
September 2012

Verification of Freedom of Choice/Verificacion de libre opcion

Na f Individual/Nombre de la persona

7 a, YORNZN

CARE ID/Num. de identificacién

Medicaid No./Nim. de Medicaid

(HCS and TxHmL Only!

Addres§ |Stre'et, Cii| Statel ZIP CodellDireccién Icallel ciudad| estado i iiilii ii'il

As a recipient or potential recipient of Medicaid funded
services, | understand that | have a choice between the waiver
program | have selected and the applicable institutional
program from which it is waived.

I have been informed of the services available through the
waiver program | have selected. The services | would receive
through this waiver program will be identified on my service
plan.

| have received information about the types of institutional
services available to me.

Providing that | meet the eligibility requirements, | have been
given the choice of either institutional or home and
community-based services and | choose the following:

|:| Community Living Assistance and Support Services
(CLASS)

]:] Consolidated Waiver Program (CWP)

|'___'| Deaf Blind with Multiple Disabilities (DBMD)
Home and Community-based Services (HCS) Program

Intermediate Care Facility for Individuals with an
Intellectual Disability or Related Conditions (ICF/IID)
Institutional Program

D Nursing Facility (NF) Institutional Program
[] Texas Home Living (TxHmL) Program

D Other:

for the following reason:

P — \
\ Qﬁ\. IR T 5 SNl e G Al A

>

Como beneficiario o posible beneficiario de servicios financiados
por medio de Medicaid, entiendo que tengo una opcién entre el
programa opcional que he seleccionado y el programa institucional
que me hubiera correspondido.

Me han informado de los servicios disponibles por medio del
programa opcional que he seleccionado. Los servicios que recibiria
bajo este programa opcional estaran indicados en mi plan de
servicios.

He recibido informacién sobre los tipos de servicios institucionales
que puedo recibir.

Siempre y cuando yo llene los requisitos de elegibilidad, me han
dado la opcién de seleccionar entre servicios institucionales y de
apoyo en el hogar y en la comunidad, y escojo el siguiente:

[:| Servicios de Apoyo y Asistencia para Vivir en la Comunidad
(CLASS)

Programa Opcional Combinado (CWP)

Programa Opcional de Personas Sordociegas con
Discapacidades Muiltiples (DBMD)

Programa de Servicios en el Hogar y en la Comunidad (HCS)

[ I O I I

Programa institucional de Centros de atencion intermedia
para personas con una discapacidad intelectual o un
padecimiento relacionado (ICF/ID)

Programa institucional de Centros para Convalecientes (NF)

[

Programa de Texas para Viviren Casa (TxHmL)

[l

Otro:

por las siguientes razones:

oal ),

$ignature Lindiv dual/L.egally Authorized Representative Date/Fecha
persona o del representante legalmente autorizado
I AN e U310
AN LA
uSignature JAg\éncy‘kepresentative Date/Febha

Firma del representante del departamento

fhelrorpma

FZva)

Agency Name
Nombre del departamento

Comp Code (HCS and TxHmL Only)
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Taxas Department af Agi - .
and Disabifity Sarviceg Waiver Program/Programa Opcional : " Novoraen 3801

. November 2019
Verification of Freedom of Choice
Veriﬁcaqién de libre opeidn

Medicaid Na /N . de Medicaid

(HCS and TxkimL Onty)
l)

Address (Street, ity Starm e es= calle, ciudad, estago y cédigo posta

Come beneficiario o posible benefigiario g servicios, -

setviges, | understang that!l have 5 choice between the financiadog Por medio de Medicald, entiendo que tengo .
Walver program | have selected and the applicable Una opcidn entre g Pregrama opgiona que he
institutional program from which it is waived. . seleccionago Y €l programa insﬂtucionatque me hublerg

: . Correspondido.
| have been informed of the Services avallable through Me han informado de los servicios disponibles por media
the walver program | have selected. The Services | would del Rrograma opcional que he seleccignado, Los servicios

recelve through thig waiver program will be identified on que racibirla bajo este programa opcional ostaran

my service plan, Indicados en mi pan de servicios,’
t have receiveq infarmation about the types of ) He reeibido Informacion sobre los tinas de servicios
institutional services available to me. institucionales que puedo regibir, :
Providing that | meet the eligibility reéquirements, | haye . Siempre y cuando yo liene los requisitos de elegibilidagd,.
been given the cholce of either institutional or home and me han dado Ia opeion de seleccionar entre servicios
community-based seryices and | choose the following: Institucionales ¥ de apoyo en ¢ hogary en [a ¢émunidad, y
' ' escojo el sigulente: . .
D Community Living Assistance and Support Serviges Serviclos de Apoya.y Asistencia para Vivir-en la Comunidad
(CLASS) (CLASS) .
3 Consolidated Walver Program (Cwp) d Programa Opcignal Cambinado (CWP)
D Deaf-Bﬁnd with Multiple DiSabiIiﬁes {DamMD) . D Pragrama Opcional de Personas Sordoclegas con
o } : Discapacidades Multiples {DBMD)
[E{ome and Communuy-baséd Seorvices {(HCS) Program D Programa de Servicios en el Hoéar y en la Comuynidad (HCS)
[ Intermediate Care Facility for Persons with Mentaj L] Programa institucional de Centros de Atencidn Intermedia
Retardation (ICFIMR) Institutiona) Program para Personas con Retrasa Menta) (ICF/MR) ’
D Nursing Facility (NF) Institutiona) Frogram (] Programa instituclonal de Centros parg Convaletientes {NF)
D Texas Home Living (TmeL).Pro'gram'_ ' N Programa de Texas para Vivir en Caga (TxHmL)
[ other: . [] ot
for the following reason: —_ ) : por las siguientes razones:

————

a0 Lan i 9/ 24/12
Signature - !ndlvlduallLegally,Aumorized Representative / Date/Facha
Flrma de |a persena o qet represenﬁan;a lagaimente autorizade | .

Qo M@s Lisuson | | 4|24 2012 _

Sigriature - Agency Representativg ‘ Date/Fasha
Fima del reprosentante dal depanamenta
MHMRA of Hurris County . Z80

Agency Name

. Comp Code (HCS ang TxHmL Only)
Nombre dei departamento .

S9Ysl ALNIWFTI F9ys Eﬂdamé 887248¢8¢cs SE6B Z192/vZ/60
4]



Case 5:10-cv-01025-OLG Document 151-1 Filed 11/13/12 Page 9 of 14

Exhibit C



and Disablity ge%%

%5:10-Cv-01025-OLG Document 151-1 Filed 11/13/12 Page 10 of 14

v e mww.

Walver Program/Programa opcional September 2012
Verification of Freedom of Choice/Verificacion de libre opcién
Name of Individual/Nombre de ia persona | Medicaid Y Icald
Zrte St ewigp ) (HCS and TxHmL Only) W
Addreoss (Street, City, State, ZIP Cod 7

As a reciplent or potential reciplent of Medicald funded
services, 1 understand that | have a choice between the waiver
program | have selected and the applicable Institutional
program from which it is waived.

I have heen Informed of the services availabie through the
walver program | have sslected. The services | would receive
through this waiver program will be identified on my service
plan.

I have raceived information about the types of institutional
services avallable to me,

Providing that | meet the eligibility requirements, 1 have been
given the choice of sither institutional or home and
community-based services and | choose the following:

] Community Living Assistance and Support Services
(CLASS)

[[] Consolidated Waiver Program (CWP)

[[] Deaf Biind with Muitiple Disabilities (DBMD)

[Q/Home and Community-based Services (HCS) Program

|:| Intermediate Care Facility for Individuais with an
Inteilectual Disabiiity or Reiated Conditions (ICF/ID)
Institutional Program

[

Nursing Facility (NF) Institutional Program

O

Texas Home Living (TxHmL) Program

D Other:

for the following reason:

Como beneficiario o posible beneficiario de serviclos financiados
por medio de Medicaid, entiendo que tengo una opcién entre el
programa opcional que he seleccionado y el programa institucional
que me hubiera correspondido.

Me han informado de los servicios disponibles por medio del
programa opclonal que he selecclonado. Los serviclos que recibiria
bajo este programa opcional estaran indicados en mi plan de
servicios.

He recibido informaci6n sobre los tipos de servicios institucionales
que puedo recibir,

Siempre y cuando yo llene los requisitos de elegibilidad, me han
dado la opcién de selecclonar entre servicios institucionales yde
apoyo en el hogar y en la comunidad, y escojo el sigulente:

[J servicios de Apoyo y Asistencia para Vivir en la Comunidad
(CLASS)

[ Programa Opcional Combinado (CWP)

[] Programa Opcional de Personas Sordaciegas con
Discapacidades Multiples (DBMD)

[0] Programa de Servicios en el Hogar y en la Comunidad (HCS)

[ Programa institucional de Centros de atencién intermedia
para personas con una discapacidad intelectual o un
padecimiento relacionado (ICF/IID)

[C] Programa institucional de Centros para Convalecientes (NF)

|:] Programa de Texas para Vivir en Casa (TxHmL)

D Otro:

por las siguientes razones:

& &Q‘;)D <0 C)\"‘:Tir. \AL»

\0\? \xv

Signature ~Individual/lLegaity Alithorized Representative

Firma de la persona o del representante iegaimente autorizado

ke

Date/Fecha

wlple

Signature — Agency Representative Date/Facha
Firma dei representante del departamento
ﬁ/ama . /ﬁ’u?‘/wu//*/\/ NI/

Agency Name
Nombre del departamento

Comp Code (HCS and TxHmL Only)
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Waiver ProgramiPrograma opclonal

Form 8601
September 201:

Verification of Freedom of Choice/Verificacion de libre opcion

Name of Individual/Nombre de 1a persona

[2 /) éd hal74 7/;/%0;/7

Address (Str

As a recipiant or potential reciplent of Medicaid funded
services, | understand that | have a cholce between the waiver
programt have selected and the applicable Institutional
program from which it is walved,

I have heen informed of the services avallabie through the
walver program I have selected. The services | would receive

through this waiver program will be Identified on my service
plan.

I have recelved information about the types of institutional
sarvices avatiable to me.

Providing that | meet the eligibliity requirements, | have been
given the choice of either institutional or home and
community-based services and | choose the following:

Community Living Assistance and Support Services
(CLASS)

[] consolidated Walver Program (CWP)
[[] Deaf Blind with Muitipie Disabilitles (DBMD)
E/Home and Community-based Services (HCS) Program

[] Intermediate Care Facility for Individuals with an

intellectual Disability or Related Conditions (ICFMiD)
Institutional Program

(!

Nursing Facility (NF) Institutionai Program

[

Texas Home Living (TxHmL) Program

D Other:

CARE ID/NGm. de

for the following reason:

{HCS and TxHmL On

Como beneficlario o posible beneficiario de servicios financiados
por medic de Medicaid, entiendo que tengo una opcién enire el
programa opcional que he seleccionado y el programa Institucionai
que me hubiera correspondido.

Me han informado de los serviclos disponibles por medio dej
programa opcional que he seleccionado. Los senviclos que recibiria
bajo este programa opcional estaran indicados en mi pian de
servicios.

He reclbido informacitn sobre los tipos de servicios Institucionales
que puedo recibir,

Siempre y cuando yo liene los requisitos de elegibilidad, me han
dado la opcitn de seleccionar entre servicios Instituclonajes y de
apoyo en el hogary en la comunidad, y escojo el sigulente:

[[] Servicios de Apoyo y Asistencia para Vivir en la Comunidad
(CLASS)

] Programa Opclonal Combinado (CWP)

D Programa Opcional de Personas Sordociegas con
Discapacidades Multiples {DBMD)

(] Programa de Servicios en el Hogar y en la Comunidad (HCS)

[C] Programa institucional de Centros de atencién intermedia
para personas con una discapacidad intelectual o un
padecimiento relacionado (ICF/ID)

O Programa institucional de Centros para Convalecientes (NF)

[ Programa de Texas para Vivir en Casa (TxHmL)

O otro:

por las sigulentes razones:

\0 \\0 \\V

al/Legally Authorized Representative
Fima de la persona o del representante legalmente autorizado

¢

Signature - Agency Representative
Firma dei representante del departamento

#/Wx/m Loco ¢ Pulthon . F \/

Date/Fecha

oo ln

Date/Fecha

VAW

Agency Name /
Nombre del departamento

Comp Code (HCS and TxHmL Only)
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Texas Department of Aging
and Disability Services

Walver Program/Programa opcional

Form 8601
September 2012

Verification of Freedom of Choice/Verificacién de libre opcién

Name of Individual/Nombre de la persona

DA DAAIzpe.

As a recipient or potential recipient of Medicaid funded
services, F understand that { have a choice between the waiver
program ! have selected and the applicable institutional
program from which it is waived.

I have been informed of the services available through the
waiver program | have selected. The services | would receive
through this waiver program wil be identified on my service
plan.

I have received information about the types of institutional
services available to me.

Providing that | meet the eligibility requirements, | have been
given the choice of either institutional or home and
community-based services and | choose the following:

Community Living Assistance and Support Services
(CLASS)

[] Consolidated Waiver Program (CWP)

D Deaf Blind with Multiple Disabilities (DBMD)
%\ Home and Community-based Services (HCS) Program

[[] Intermediate Care Facility for Individuals with an
Intellectual Disability or Related Conditions (ICF/ID)
Institutional Program

l_—_l Nursing Facility (NF) Institutional Program

[

Texas Home Living (TxHmL) Program

[]

Other:

Adrdress (Street_ City. Stafe. 7IP Chda\Dirarcidn (ralle codad actade v nddiam nnefall

for the following reason:

/dézﬂ«wﬁ’ Lrearhie

Como beneficiario o posible beneficiario de servicios financiados
por medio de Medicaid, entiendo que tengo una opcién entre el
programa opclonal que he seleccionado y el programa institucional
que me hubiera correspondido,

Me han informado de los servicios disponibles por medio del
programa opcional que he seleccionado. Los servicios que recibiria
bajo este programa opcional estaran indicados en mi plan de
servicios.,

He recibido informacion scbre los tipos de servicios Institucionales
que puedo recibir,

Siempre y cuando yo liene los requisitos de elegibilidad, me han
dado la opcion de selecclonar entre servicios institucionales y de
apoyo en el hogar y en la comunidad, y escojo el siguiente:

Servicios de Apoyo y Asistencia para Vivir en la Comunidad
(CLASS)

[} Programa Opcional Combinado (CWP)

{:] Programa Opcional de Personas Sordociegas con
Discapacidades Mditiples (DBMD)

[ ] Programa de Servicios en el Hogar y en la Comunidad (HCS)

[} Programa institucional de Centros de atencién intermedia
para personas con una discapacidad intelectuat o un
padecimiento relacionado (ICF/ID}

E] Programa institucional de Centros para Convalecientes (NF)

]:] Programa de Texas para Vivir en Casa (TxHmL)

D Otro:

por las siguientes razones:

927/

Signature — Individual/Legally A¥fWorized Representative Date/Fecha
Firma de la persona o del representante legaimente autorizado
a%@mdau (DL o b 4040 957 118D
Slgnature\%ency Reprdsentative Date/Fecha

Firma del representante del

Ho U Om)«m 1 olOQ,

partamento

HTO)

Agenc(
Nombre del rtamento

Comp Code (HCS and TxHml Cnly)





