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STAR+PLUS Waiver Release Letter
You are receiving this letter because your name was placed on the Texas Health and Human Services Commission (HHSC) interest list for the home and community-based STAR+PLUS Waiver (HCBS SPW) program and has come to the top of the list. STAR+PLUS is a managed care Medicaid waiver program that provides community services to older or disabled individuals. The program provides traditional health care (such as doctor visits) and long-term services and supports (such as attendant care in the home).
The enclosed materials explain the program and compare the health plans available in your area. These health plans are also referred to as managed care organizations because they include service coordination to help you manage your health care needs. If you are still interested in applying for the HCBS SPW program, please complete and return the following enclosed forms in the postage-paid envelope:
Application Acknowledgement form
Health Plan Selection form
Application for Assistance form
If you are not interested at this time, please return the Application Acknowledgement form indicating you would like to either have your name removed from the list or returned to the bottom of the list. If you are interested in applying for the HCBS SPW program, please return the completed forms referenced above within 14 days of the date of this letter. If we do not receive these by 30 days from the date of this letter, your name will automatically be removed from the list. This will allow us to offer services to the next individual on the interest list.
Enclosures: Form H3675, Application Acknowledgement  Form H2053-B, Health Plan Selection Form H1200, Application for Assistance STAR+PLUS information Postage-paid envelope
,
If you have questions, you may contact us at the telephone number provided below. 
Program Support Unit Specialist
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