
CAP/C Skilled Declaration Form 
This form is intended to be completed by the primary physician of the CAP/C waiver participant. 

 
 
The legally responsible party of the Community Alternatives Program for Children (CAP/C) waiver 

participant is seeking approval to direct the care of this their child using the consumer-directed option 

through the CAP/C Home and Community-Based Services (HCBS) waiver.  Consumer-directed care is a 

service option that permits the legally responsible party of a CAP/C waiver participant to create a care 

plan to direct and control the care of their child by recruiting and hiring a qualified professional (registered 

nurse or licensed practical nurse).  

Dear Physician,  

The child listed below reports having skilled needs that may require the oversight of a licensed professional. Please 

complete this form to assist with the development of a CAP/C care plan for this child.  

Child’s Name DOB: Medicaid/Patient ID Number:  

   

Primary Diagnosis  Height Weight  

 
 

  

Please respond to the questions listed below.  

Is the child ventilator dependent? ☐Yes    ☐No If yes, Type: _________________ Hours per day _____ 

Does the child have seizures ☐Yes    ☐No Type_________________ Frequency of seizures________________ 

Frequency of seizure interventions_________________   Date of last seizure and intervention _______________  

Are emergency medications prescribed ☐Yes    ☐No   If yes, attached a list of the medications 

Are IV medications or TPN prescribed  ☐Yes    ☐No   If yes, attached a list of the medications 

Is tracheostomy care required for this child? ☐Yes    ☐No   

Is this child oxygen dependent? ☐Yes    ☐No   If yes, Liter per minute: ______ Hours per day: ______ 

Continuous ☐Yes    ☐No, prescribed rate: _____ Adjusted ☐Yes    ☐No, Frequency: ____ Maintain 02 SAT____% 

Date of last physician assessment: _______ Changes in child’s condition from last examination, ☐Yes ☐No 

If yes, describe the changes:  

 

 

 

Any special care needs (ex: ostomy, G-Tube, or wound care) that require specific attention ☐Yes ☐No; if yes, 

describe below:  

 

 

 

Is the child ordered to receive therapies (PT, OT, ST, RT) ☐Yes ☐No; if yes, describe below: 

 

 

 

Print Physician’s Name: __________________________________ 

Print Physician’s Address: ________________________________  Telephone number: ______________ 

Physician’s Signature or Stamp: _________________________ Date: _______________________ 


