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Waiver of Interpreting Services

I know that the Cabinet for Health and Family Services or its agent has to give me interpreting services.  I do not want interpreting services from the Cabinet for Health and Family Services or its agent today.  I know that I can change my mind at any time and get the services free according to 920 KAR 1:070, Deaf and hard of hearing services.  If there are mistakes in my case record because I did not use an interpreter provided by the Cabinet for Health and Family Services or its agent, I will not hold the Cabinet for Health and Family Services or its agent responsible. 
Check one:

___ I want to communicate in writing.

OR

___ I want to have ____________________________ interpret for me.  I know that the person I have picked to help me may not be considered qualified.  

________________________________________

____________

Signature of Individual Seeking Program Services

Date

________________________________________

_____________

Signature of Parent, Guardian, or




Date

Authorized Representative (if applicable)

Signature of two witnesses, if available:

________________________________________
Witness





________________________________________
Witness

This waiver is in accordance with 920 KAR 1:070.  

A copy shall be provided to the individual seeking program services.  
Cabinet for Health and Family Services                                            An Equal Opportunity Employer M/F/D
 Web site: http://chfs.ky.gov/
                      [image: image1.wmf]                                                Page 1 of 1

[image: image1.wmf]