Assessment: DS SECT 21 COMPREHENSIVE WAIVER WAITING LIST JUSTIFICATION

State of Maine
Department of Health and Human Services

Fill out and send to: OACPDS — SHS 11 — 2" Fr. Marquardt — Augusta - Attn: Charlene Plourde or
E-mail to: OACPDS.DHHS@maine.gov

Client

Name

Assessment Date

‘ Assessment 1D |

Birth Date Medicaid ID: |

Address City

‘ State

| Zip

Organization |

‘ Location ‘

Case Managers

Name |

Relationship

| Location

Signature of Person Completing
Assessment

Date

LIVING SITUATION

Where is the person living today?

Currently Homeless-includes shelter, jail, other

State Crisis Bed

Temporary with Other Family Members

Family

Long-term Respite with Straight State Dollars

Out of State Placement

Children’s PNMI

Children’s Out of State Placement

Other

If Other, please explain

HEALTH AND SAFETY

Explain: Please refer to specific documentation available to support this. Do not submit additional information at this time:

Y/N

Has there been a referral to adult protection?

Date

Did an Investigation Occur?

Within the last month has the person been involved in any significant law enforcement
situations, either as an offender or a victim?

Within the last month has the person been involved in situations that created danger for

themselves or others?

Respite (due to above issues)?

# of Times

Reportable Events for above?

# of Events

Emergency Room Visits?

# of Visits

Mental Health Services?
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Does the person have a chronic illness that is not being managed safely at this time? |

Describe the illness and the level of care needed:

Hospitalizations the last six months? | YIN |

CURRENT CARE PROVIDER

Current care provider no longer has capacity to provide care Age of caregiver(s) |:|
due to:
Physical/Medical Issues of the Caregiver L]
Level of Stress in the Home Due to Care Being Provided | []
Aging Out of Services L]
Explain Care Provider Status:
What other support services (paid or unpaid) is the person getting now?
What has changed that does not allow the person to be supported where they are?
What other options have been tried?
What support is needed to alleviate the health and safety situation?
What specific waiver services have been identified in the plan?
Y/N

If waiver funding was approved and an appropriate cost effective placement was available today would the person or
family make the decision to move?

Case Mgrs. Name ‘ | Agency ‘

Date Form Completed:

I signify the above information is current and accurately describes the person’s current status and needs as of this
date.

Signature | | Date |
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