
Page 2
[image: Colorado Department of Health Care Policy and Financing ]Colorado Interim Support Level Assessment (ISLA) Pilot Consent Form
Thank you for helping us improve the Interim Support Level Assessment (ISLA). Your participation will help the Colorado Department of Health Care Policy & Financing continue to improve the experience of Health First Colorado (Colorado Medicaid) Members with Intellectual and Developmental Disabilities.
The ISLA will be used in the future for new Health First Colorado Members. Your participation will allow us to collect valuable information to help us improve the ISLA for the best experience of future Members.  
Your participation will not affect the Medicaid services you already have or are approved to get. Your information will not be shared/sold or used for any purpose outside of this work. Your privacy will be protected and no identifying information will be shared when discussing ISLA results.
As a thank you for your participation, we will be mailing you a $50 gift card to the store you select.* Please select one: 🔾 Walmart    🔾 Amazon    🔾 Kroger/King Soopers/City Market
Name of individual receiving gift card: _________________________________________
Address: ___________________________________________________________________
City: __________________________________  State: _______  Zip Code: _____________
If possible, I would like to receive the gift card via email: 🔾 Yes    🔾 No
Email address (please write clearly): ____________________________________________
*For SSI recipients, the first $60 of unearned income in a quarter is excluded if it is infrequent or irregular according to the Social Security Administration. https://www.ssa.gov/oact/ssir/SSI24/V_B_Exclusions.html#39817 
I understand the information above. I agree to participate in helping improve the ISLA.
________________________________                      	________________________________
Participant Printed Name	      	                         	Participant Signature
________________________________                      	________________________________
Authorized Representative Printed Name                	Authorized Representative Signature
Date ___________________________          

Select one: Walmart
Select one: Amazon
Select one: Kroger/King Soopers/City Market
First and last name
Number, Street, Apt. No./Unit [if any], or P.O. Box
City
State
Zip Code
Select one: Yes
Select one: No
Email address for gift card
Participant Signature
Authorized Representative Signature 
Date signed
[image: ][image: ]Improving health care equity, access and outcomes for the people we serve while saving 
Coloradans money on health care and driving value for Colorado.
hcpf.colorado.gov
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