I Print Form

)
) DHS Medicaid Personal Care Assessment

Oregon Department
of Human Services

Date: [
Applicant: Medicaid/Prime #:
Date of Birth: [
MM DD YYYY
ADULT ASSESSMENT

In order to stay in the home and because of the individual’s disability, Personal
Care Services are needed in the following areas:

Check needed services: (Checking the box verifies that there are no or
insufficient natural supports available).

Basic Personal Hygiene

Toileting, Bowel, Bladder Care

Nutrition

Mobility, Transfers, Repositioning, Assisting with Mobility
Medication and/or Oxygen Management

Specific delegated nursing tasks

| .

When any of the services listed above are essential to the health and
welfare of the individual, the following supportive services may also be
provided:

[1 Arranging for necessary medical appointments

[ ] Firstaid and handling of emergencies

[ ] Observation/reporting changes in the individual’s health status to physician
or appropriate person

[ ] Assistance to respond to confusion, dementia, behavioral symptoms,
mental or emotional disorders

[ ] Housekeeping to maintain a safe and healthy environment

ELIGIBILITY

APPLICANT IS ELIGIBLE FOR SERVICES IF BOTH OF THE FOLLOWING
APPLY:

[1 Applicant is a current recipient of EXT, MAA, MAF, OHP, OSIPM, TANF or
REF. These terms are defined in OAR 461-101-0010.

[ 1 Applicant requires assistance from qualified provider with one or more of
the Personal Assistance Services identified in OAR 411-034-0020.
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APPLICANT IS NOT ELIGIBLE FOR SERVICES IF ANY ONE OF THE

FOLLOWING APPLIES:

[ ] All of the applicant’s personal care needs are met through natural supports.

[ 1 Applicant receives services from a licensed or certified residential service
program that provides personal care services, (i.e. foster home, assisted
living facility, group home or other residential care program).

[ ] Applicant is in prison, hospital, sub-acute care facility, nursing facility or
other institution.

[ ] Applicant has been found non eligible as determined by the assessment.

[1 Applicant is not a current recipient of EXT, MAA, MAF, OHP, OSIPM,
TANF or REF.

ELIGIBILITY DETERMINATION

[ ] YES, Applicant is eligible for State Plan Personal Care Services. Complete
this form and place in the individual’s file.

[ ] NO, Applicant is not eligible for services. Stop here. Send notification of
denial to applicant, sign and date this form and place in applicant’s file.

| certify that | have completed an assessment of Personal Assistance Services
needs and natural supports available to the individual.

Signature Date

Maintain a complete copy of this of this form in the individual’s file. Fax only page
3 to SPD Provider Payment Unit (503) 947-5357.
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()
) DHS Medicaid Personal Care Service
Oregon Department Auth Or|zat|0 n

of Human Services

Applicant: Medicaid/Prime #:

Date of Birth: [/

MM DD YYYY
Category of Service:
[] Developmental Disability Services
[ ] Addictions and Mental Health Services

CDDP/AMHD/Brokerage Name: Branch #:

Printed name of Case Manager: (required)
Phone: () -

Email address:

Applicant is eligible for State Plan Personal Care Services. | authorize Personal
Care Services for a maximum of 20 hours each month for the period specified. If
2 recipients live in the same residence, services must be provided on a one-to-
one basis if they use the same provider.

Number of hours/month: Start date: [

*End date: [
*|f provider is working under probationary status, plan cannot exceed two months
and a new plan must be submitted prior to the end date of this plan.

Dates for services must not exceed 12 months

[

Authorizing Signature of Service Coordinator, Case Manager or Personal Agent Date

CONFIRMATION THAT SERVICE WAS PROVIDED

The signature of one of these person(s) must be on vouchers to confirm work
has been completed. The person is not the provider, nor is he or she in a position
to benefit financially from saying the service has been provided.

Signature (applicant/representative) Signature (applicant/representative)

Print Name Print Name

Fax to the SPD Provider Payment Unit (503) 947- 5357
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