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INTRODUCTION: PHILOSOPHY AND INTENT OF MED

The Medical Eligibility Determination (MED) form is set up in sections. The language, definitions,
and format of the MED form are similar to that used in the MDS 2.0 (Minimum Data Set) system,
which is used in the case mix demonstration project. This similarity makes data collection easier
across long-term care programs and settings. (Definitions and time frames had to be modified in
some areas of the MED form in order to utilize the form in a community setting).

The form was designed to be an objective tool that is easily coded. Each subsection of the manual
includes the “how to complete”’ instructions and the time frames in which to measure the person’s
abilities. The design facilitates immediate eligibility determination by the assessor for multiple
federal and state funded programs.

ASSESSOR RESPONSIBILITIES
Y our general responsibilities as an assessor include:

* reading al training materias

e attending training sessions

e completing the assessments in a thorough, efficient, and timely manner according to the
requirements specified in various policies

* maintaining confidentiality

CONFIDENTIALITY REQUIREMENTS

Itiscrucia that all information gathered from any source is treated as confidential: NO
INFORMATION CAN BE DIVULGED BY AN ASSESSOR IN ANY WAY THAT WOULD
SERVE TO IDENTIFY AN INDIVIDUAL PERSON. Try to conduct interviews with peoplein
private. Keep all completed forms with you.

MEDICAL ELIGIBILITY DETERMINATION INSTRUCTIONS

[Note: Different programs have different financial eligibility requirements. In order to
determine what community options a person can appropriately access based on financial
eligibility, the assessor will need to know income and assets of the person and, where
applicable, the person's household income and assets. This will facilitate knowing when to
refer consumersto the Bureau of Family Independence and other community resour ces.]
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BACKGROUND INFORMATION
(p.1of 1)

This section contains the person’'s demographic information as well as pertinent information to assist
the assessor in reviewing programs for which the person may be eligible. This section may follow
the person to prevent repetitive questioning and verification of demographic information by every
provider. People need to give release of information authorization for this section to be shared with
other providers. THE INFORMATION IN THE HEADER CONNECTS EACH SECTION OF
THE FORM AND MUST BE COMPLETED ON EACH PAGE. Providers may choose to type
in their provider number and agency name and reproduce their own supply of forms.
SECTION HEADER

Medical Eligibility Header includes the following items: Assessment Start Date, Name/Title of
person coor dinating assessment, Agency/Organization, Provider and Assessor number. Each
person completing assessments for an agency should be assigned a unique assessor number. If
and when the per son leaves the agency, the number should beretired and never assigned to
another assessor.

ASSESSMENT START DATE: This date establishes a common reference point to reflect the
person's status and expected care needs. For the month and day of the assessment, enter two digits
each, using zero (0) in the first box for a 1-digit month or day; use four digits for the year.

NAME/TITLE OF PERSON COORDINATING ASSESSMENT: This should be the name of
the person responsible for the completion of the assessment form. To the right of the name, enter
this person'stitle.

AGENCY/ORGANIZATION: Enter the name of the agency or organization that is performing
this assessment. To the right of the name, enter the phone number of the agency and extension of the
coordinator, if applicable.

PROVIDER - ASSESSOR #: If applicable, enter the nine-digit Medicaid provider number of this
agency/organization. Thisisthe number assigned by Medicaid programs to your
agency/organization. Y ou can obtain this number from the Provider Relations Unit, Bureau of
Medical Services. Each agency will need to assign individual assessor numbers to the nurses or
social work staff assigned to complete assessments. Spaces for three digits have been provided.
Each person completing assessmentsfor an agency should be assigned a unique assessor
number. If and when the person leaves the agency, the number should beretired and never
assigned to another assessor. Datafrom the MED is collected by provider number and the
Department will review data by the assessor number al so.
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SECTION A. IDENTIFICATION AND BACKGROUND INFORMATION

A.1 Applicant Name: Print applicant's legal name clearly, using capital letters for first name,
middleinitial and last name.

A.2 Address. Give applicant's residential address and phone number at time of assessment. If
person is in the hospital, give applicant's address prior to admission. If person is currently at
aresidential care facility or nursing home, give the name and address of that facility.

A.3-A5 ENTER THE FOLLOWING NUMBERS, STARTING IN THE LEFTMOST BOX.
Enter one digit in each box. If there is no number, leave the boxes blank. Check the
numbers to make sure you entered the digits correctly.

A.3 Social Security No.: Enter the applicant's Social Security number. This is a nine-
digit number.

A.4 Medicaid No.: Enter the applicant's Medicaid number, if applicable. Thisis a nine-
digit number issued by the State.

A5 Medicare No.. Enter the applicant's Medicare number, if applicable. Be sure to
include any letters that follow the Medicare number.

A.6A ASSESSMENT TRIGGER: Select the option that matches thisreferral request.

1. Service Need: Referent requests an assessment based on the consumer’s need for service. May
be used for any referral requesting a specific assessment for the programs listed in Section 6B of the
MED form. Referralsfor consumers currently active on programs managed by the HCCA
(Private Duty Nursing (PDN) for adults, Adultswith Disabilities Waiver, Elderly Waiver,
Home Based Care) must berequested by the HCCA, with the exception of NF assessment
requestsfor these consumersfrom hospitals, NFs, or BFI. For aninitial medication or
venipuncture services assessment under Section 96, use “ service need”.

2. Reassessment due: Only applies to people with currently complete and valid assessments due to
expire, and reassessment is required to determine continued medical eligibility. For a reassessment
for medication or venipuncture services, use Reassessment due.

3. Significant Medical Change: Only applies to people with a currently compl ete assessment.
Indicators of significant change must be met. A significant changein statusis defined asamajor
change in the person’ s status that: is not self-limiting; impacts on more than one area of the person’s
health status; and requires interdisciplinary review and/or revision of the care plan. A significant
change assessment may be requested if achangeis consistently noted in two or more areas of decline,
or two or more areas of improvement and results in achange in digibility outcome. For programs
managed by the HCCA, please refer to them to request a significant change reassessment. The HCCA
will refer to the Assessing Services Agency (ASA) for areassessment. For NFswho are requesting a
significant change assessment, the referral should include the person’s last two MDS assessments with
the referra request. One of the MDS assessments submitted must be a significant change MDS.

4. Financial Change: Only applies to people with a currently complete assessment, for whom
financia digibility because of income, assets, or funding has changed.
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A.6B Program Assessment Requested: Thefollowing arethe possible choicesfor assessment
typesrequested in Section A:
Enter appropriate number for program assessment being completed.

1. Long Term Care Advisory: Any person who requests an assessment for long-term care
services. |n order to comply with the State statute a preadmission LTC
Advisory assessment must be completed on every consumer admitted to a
nursing facility prior to admission, except when transferred from a hospital

to SNF level of care under Medicare or other third party payor. The consumer
receives information regarding whether or not, based on the MED form, nursing facility level of
careis necessary. Within thirty days (30) of the assessment date the consumer may choose
another option for care and have the assessment “UPDATED” to aMedicaid decision if the
Assessing Services Agency (ASA) receives notification from BFI, that a Medicaid financia
application for nursing facility level of care has been filed. Thisis considered an initial
assessment. This assessment is for advice only — no appeal rights available based on “advice
only”. The consumer receives an advisory plan of carefor community based services and
may or may not make a choice.

NOTE PROCESS CHANGE: Updates of Advisory assessmentsto NF Medicaid decisions will
NOT occur until the consumer enters the NF and the Assessing Services Agency (ASA) receives
either atransfer form, fax or telephone referral request from the NF. If prior to admission to the
NF, the Assessing Services Agency (ASA) recelves a BFI/ LTC message form, the Assessing
Services Agency (ASA) will complete the form with Awaiting Placement at home or hospital,
with éigibility as of the assessment date and return the completed LTC (122) form to BFI. This
aerts BFI that NF medical eligibility has been determined and BFI will proceed with financial
eligibility determination. At admission to the NF, the original assessment is updated from
advisory giving a 90-day reassessment date from the date of the original assessment. The
Assessing Services Agency (ASA) will send a LTC message form to BFI indicating the move
from awaiting placement to NF admission, being sure to compl ete the change in address section
to the NF address. The ASA will forward all “updated” assessmentsto the NF, and dligibility
notices to the consumer.

Hospital to NF or hometo NF admissions: Nursing facilities forward the transfer form to the
Assessing Services Agency (ASA) upon a consumer’s admission. A RN in central office or the
RN assessor will complete the conversion assessment and return the converted background and
outcome page to the Department within five (5) days. Concurrently anew letter of digibility
that includes the eligibility start date and reassessment date will be issued to the consumer. A
copy of the “converted” assessment version (be sure to include all sections) and all other
relevant paperwork will be forwarded to the nursing facility. A choice letter signed on the day of
the assessment, will also be sent to the facility. Payment to the facility cannot begin until the
transfer form is received and the awaiting placement status is converted to admission status.

2. Adult Day Care Program: Any person who wants to access adult day care at alicensed day care
program must have an assessment completed to determine functional digibility for any programs
receiving BEAS funding. Assessing Services Agency (ASA) or day care program may do
assessments. If the assessment is completed by the Assessing Services Agency (ASA), the
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assessment includes an Advisory plan of care and is forwarded to the appropriate day care provider
if the consumer makes a choice for this program and signs arel ease of information.

3. BEAS Homemaker: Consumers who want to access homemaker services under the BEAS
homemaker program. Assessing Services Agency (ASA) or homemaker provider may complete
assessment. If the assessment is completed by the Assessing Services Agency (ASA), the
assessment includes an Advisory plan of care and is forwarded to the appropriate homemaker
provider. The BEAS contracted homemaker providers may complete the MED form to determine
medical eligibility or may receive acompleted assessment form from the Assessing Services
Agency (ASA). Reassessments are conducted by the provider according to policy. Appeals apply
asoutlined in BEAS policy Section 40.

4. Medicaid Day Health: Current Community Medicaid recipient who wants access to adult day
care reimbursed by Medicaid. Person must have Community Medicaid and attend a licensed/
certified Adult Day Care Medicaid provider for reimbursement to occur from the Medicaid State
plan program. Assessing Services Agency (ASA) or day hedth program may do assessments.
Both theinitial and reassessments may be completed by the Medicaid day health provider. The 60-
day appeal appliesto initia assessments and the 10 and 60-day appea applies to reassessments on
consumers currently receiving services under this program. If the assessment is completed by the
Assessing Services Agency (ASA), the plan of care is Advisory only and a copy of the completed
MED form must be forwarded to the provider chosen by the consumer.

5. Consumer Directed PCA Program: For current Medicaid recipients who want to access the
Consumer Directed PCA program. The consumer applying must have avalid Community
Medicaid card and be deemed medically eigible and cognitively capable of hiring, directing,
training, supervising and firing their PCA. The Authorized Agent who administers the consumer-
directed programs compl etes the assessment and the authorized plan of care. If the assessment is
completed by the Assessing Services Agency (ASA), the plan of careis Advisory only and the
assessment isvaid for 30 days. A copy of the completed MED form will be forwarded to the
HCCA for consumer-directed programs. Services cannot begin until the consumer has successfully
completed skills training and hired a persona care attendant. The assessment will then be
converted and plan of care authorized, giving 90-day digibility from date of origina assessment.
Initial and reassessments are conducted according to policy. The 60-day appea appliestoinitial
assessments and the 10 and 60-day appeal applies to reassessments.

6. Home Based Car e Program: Consumers 18 years and older who want to access the State funded
home based care program, care plan coordination by HCCA. Initid and reassessments are
conducted according to policy by the Assessing Services Agency (ASA). Providers who believe a
significant change or service need assessment is heeded MUST contact the HCCA to authorize
and regquest a reassessment. 10-day appeal appliesto both initial and reassessments for this State
funded program.

7. Physically Disabled Waiver: Consumer determined medically eligible for nursing facility care and
chooses to receive the care in the community. Must be determined cognitively capable to direct
personal care services. The Authorized Agent who administers the consumer-directed programs
completes the assessment to determine digibility and authorize a plan of care. If the assessment is
completed by the Assessing Services Agency (ASA), the plan of careis Advisory only and the
assessment isvalid for 30 days. A copy of the completed MED form will be forwarded to the
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HCCA for consumer-directed programs. When there isawaiting list, consumers must be
reassessed if their name comes up on the waiting list after 30 days from assessment date. Services
cannot begin until the consumer has successfully completed skills training and hired a personal
care attendant. The assessment will then be converted and plan of care authorized, giving 90-day
eigibility from date of original assessment. Initial and reassessments are conducted according to
policy. The 60-day appeal appliesto initia assessments and the 10 and 60-day appeal appliesto
reassessments.

8. Elderly Waiver: Persons 60 years or older (60 to 64 if disabled) determined medically eligible for
nursing facility care and choose to recelve that level of care at home. The 60-day appeal appliesto
initia assessments and the 10 and 60-day appea applies to reassessments on consumers currently
receiving services under this program. Providers who believe a significant change or service need
assessment is needed MUST contact HCCA to authorize and request a reassessment.

9. Adults with Disabilities Waiver: Persons 18-59 years old determined medically eligible for
nursing facility care and choose to receive that level of care at home. The 60-day appea appliesto
initial assessments and the 10 and 60-day appea applies to reassessments on consumers currently
receiving services under this program. Providers who believe a significant change or service need
assessment is needed MUST contact HCCA to authorize and request a reassessment.

10. Private Duty Nursing /At Risk Leve: Current Medicaid recipient who wants to access
community services of aRN, CNA or PCA.. For recipients age 0-20, the Medicaid licensed
provider conducts the assessment. For recipients age 21 or older, the ASA conducts the assessment
to determine eligibility and authorize the plan of care. Providers who believe a significant change
or service need assessment is needed MUST contact HCCA to authorize and request a
reassessment. The 60-day appeal appliesto initia assessments and the 10 and 60-day apped
applies to reassessments on consumers currently receiving services under this program.

11. Adult Family Care Home: Current Medicaid recipients who want to be admitted to an Adult
Family Care Home. Adult Family Care Homes are residentia style homes where residential care
services are provided for six or fewer people. Adult Family Care Homes may compl ete the
assessment. Persons must meet the functional criteriaand be 18 years of age and older. Medicd
eigibility determineslevel of monthly reimbursement to the home, based on the assessment
outcome. The 60-day appeal appliesto initia assessments and the 10 and 60-day appeal appliesto
reassessments on consumers currently receiving services under this program.

12. Extended L evel PDN: Medicaid recipients who require hospital level of care and are determined
medically igible for that level of care and receiveit in their home. For recipients age 21 or older,
the ASA conducts the assessment to determine digibility and authorize the plan of care. Providers
who believe asignificant change or service need assessment is heeded MUST contact HCCA to
authorize and request areassessment. The 60-day appeal appliesto initial assessments and the 10
and 60-day appeal applies to reassessments on consumers currently receiving services under this
program.

13. Nursing Facility Assessment: Assessment requested prior to admission to anursing facility asa
Medicaid applicant or for a redetermination (reassessment) of medica digibility for continued
Medicaid reimbursement. This could be triggered by service need, significant change or
reassessment due. The 60-day appeal appliesto initial assessments and the 10 and 60-day appeal
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appliesto reassessments. Consumers transferring from the hospital to SNF level of care who
require Medicaid to pay 100% of the SNF stay for reimbursement because no Medicare or other
third party payor is available MUST be assessed and determined medically eligible prior to
admission to the SNF unit or facility. There are several categories of requests that are nursing
facility assessments but fall under special funding or policy parameters. The following are those
requests:

14. 20-day Medicare/Medicaid: Person enters nursing facility under the Medicare benefit and

15.

16.

requires nursing facility Medicaid financial assistance with the 20% copay and deductible
beginning on day 21 of askilled nursing facility stay. Valid dligibility classification islimited to
the time period that Medicare continues to pay for the 80% cost of stay. Assessments are
completed only when the Assessing Services Agency (ASA) has received notice from BFI that a
Medicaid application has been filed for nursing facility Medicaid. Thisisconsidered an initia
assessment and 60-day appeal applies. Thisisatime limited medical digibility determination up
to no more than 80 days of Medicare or other third party coverage for SNF level of care. Updates
or conversions do not apply to this category of assessments. Please note that an Advisory planis
not applicable for this type of assessment. Consumers transferring from the hospital to SNF level
of care who require Medicaid for reimbursement because Medicare or any other third party payor
isnot available MUST be assessed and determined medically eligible prior to admission to the
SNF unit or facility.

Medicareto Medicaid conversion: If aperson wants to stay in the nursing facility at the end of
the Medicare benefit stay, (can be up to 100 days maximum), an assessment must be completed to
determine medical digibility for Medicaid to pay at the 100% level. The Assessing Services
Agency (ASA) must have received notice from BFI that afinancial nursing facility Medicaid
application has been filed or the consumer must aready be a nursing facility Medicaid recipient
prior to the SNF stay. For consumers with Community Medicaid, for whom a BFI notice has not
been received, who are requesting to stay in the NF, the assessment will be considered aninitial
and the outcome will be Advisory. The 60-day appeal appliesto thistype of initial assessment.

20-day M edicare/ Medicaid to Nursing Facility Medicaid: If aperson wantsto stay in the
nursing facility at the end of the Medicare benefit stay, when a20 day Medicare/ Medicaid copay
assessment has been compl eted, an assessment must be compl eted to determine medical
digibility for Medicaid to pay at the 100% level. Thisis considered a reassessment because the
initia assessment was completed on Day 20 or later during the Medicare stay and the 10-day and
60-day appeal applies because the person was anursing facility Medicaid recipient for the copay
and deductible.

17. 30-day Community Medicaid: Community Medicaid provides up to 30 days of nursing facility

care without requiring that the recipient’ s financia eligibility be reviewed for nursing facility
level of care. Eligibility isvalid for only 30 days and the assessment expires unless the
applicant has applied for afinancial review. If noticeis received from BFI of the financial
review, a conversion assessment must be done to indicate continued medical eligibility. If a
consumer appeals the outcome of a reassessment following a 30-day Medicaid eligibility
period, Medicaid will NOT continue reimbursement to the nursing facility during the appea
because nursing facility Medicaid was NOT the reimbursement source. It was Community
Medicaid. This assessment expires at the 30-day date. This 30-day end date does not equate
with reassessment date. If the Assessing Services Agency (ASA) receives notice from BFI

Bureau of Elder and Adult Services 7/1/01



MED Version 3.0 8

18.

19.

20.

21.

22.

23.

that the consumer requested afinancia change to NF Medicaid, the conversion of the original
will be viewed as an initial NF assessment.

Advisory nursing facility assessment updated to Medicaid: Personinitialy requests an
assessment for admission to anursing facility. Advisory medica eligibility isdetermined and is
valid for up to 30 days. If the assessor receives notice within 30 days of the assessment date that a
Medicaid financial application has been filed at BFI, and the consumer was determined medically
eigible for NF, an update may be done. If the consumer was denied medical eigibility at the time
of the Advisory assessment, a face-to-face reassessment, reimbursed by Medicaid must be
completed within 5 days of receipt of the LTC message form. Person can be located in the home,
hospital, out of state or the nursing facility. Thisis considered an initial assessment and only the

60-day appedl applies.

Advisory Medicareto Private Pay nursing facility: If the person choosesto stay in the nursing
facility and private pay at the end of the Medicare or other third party payor SNF stay in the
nursing facility, an assessment must be completed to determine advisory medical eigibility, as
mandated by State statute. In these situations the mandated assessment has been deferred until
the end of the SNF stay. In order to comply with the State statute an Advisory assessment
must be completed. If the consumer choosesto remain in the NF or return home with
servicesin place, after the SNF benefit ends an assessment MUST be completed. Medicd
eigibility isadvisory and valid for up to 30 days. No appeal to advisory assessment outcome. If
the assessor receives notice within 30 days of the assessment date that a Medicaid financid
application has been filed at BFI, an update may be done.

Continuing Stay Review: Federd requirement for nursing facilities to review residents quarterly
for “continued” medical need for nursing facility (NF) care. Nursing facilities cannot terminate
medical eigibility. Nursing facility informs consumer that an assessment will be completed to
determine continued medical digibility for NF care. Nursing facility refersto Assessing Services
Agency (ASA) for determination of medical eligibility for current Medicaid recipients. The 10 and
60-day appeal appliesto reassessments and thisis considered a reassessment of continued medical
eigibility for NF care.

Extraordinary Circumstancesto Nursing Facility Medicaid: Medicaid currently paying for
nursing facility care on a person who is not medicaly digible. The nursing facility requests an
assessment to determine medical digibility based on asignificant change in the consumer’s
condition. For NFswho are requesting a significant change assessment, the referral should include
the person’slast two MDS assessments with the referral request. One of the MDS assessments
submitted must be asignificant change MDS. The 10 and 60-day appea applies to reassessments
and thisis considered a reassessment of medical digibility for nursing facility care.

Katie Beckett: An option for children under 18 to get services under Medicaid if they are
determined medicaly eligible for nursing facility, psychiatric hospital or hospital level of care.

Nursing Facility Private Duty Nursing: For 0to 21 year olds who are current Medicaid
recipients and are determined medically igible for nursing facility care that they receive at home
or in the community versusin afacility.
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24. Congregate Housing Services Program: People who want to access this program are assessed
by the CHSP provider.

25. Brain Injury (TBI): People who have an acquired brain injury who are in need of speciaized
services beyond nursing facility level of care. People must meet the nursing facility digibility
criteria PLUS additional criteria. Please refer to Section 67 for additional criteria.

26. Medicaid Home Health: For consumers age 21 or older who are current Medicaid recipients and
who require prior authorization of Medicaid Home Health services according to Section 40.02-3D.

27. PDN Medication Services: Section 96.02-4D of the Maine Medical Assistance Manual allows
for medication administration or monitoring services for a person who qualifies for the
Community Support Services, Section 17, for Persons with Severe and Disabling Mental 111ness.
The Provider Agency may determine medical eligibility for thislevel of services.

28. PDN Venipuncture Only: Section 96.02-4E of the Maine Medical Assistance Manual alows
for venipuncture services when an individual requires only venipuncture services on aregular
basis, as ordered by a physician. The Provider Agency may determine medical eligibility for this
level of services.

29. Consumer Directed HBC: Consumers 18 years and older who want to access the State funded
consumer directed home based care program. The Authorized Agent who administers the
consumer-directed programs compl etes the assessment and the authorized plan of care.
Consumers must be determined cognitively capable to direct personal care services. If the
assessment is completed by the Assessing Services Agency (ASA), the plan of careis Advisory
only and the assessment is valid for 30 days. A copy of the completed MED form will be
forwarded to the HCCA for consumer-directed programs. When there is awaiting list, consumer
must be reassessed if their name comes up on the waiting list after 30 days from the assessment
date. Services cannot begin until the consumer has successfully completed skills training and
hired a personal care attendant. The assessment will then be converted and given 90-day
eligibility from date of original assessment. Initial and reassessments are conducted according
to policy. 10-day appeal appliesto both initial and reassessments for this State funded program.

A.7 Gender: Enter "1" for Maleor "2" for Female.
A.8 Race/Ethnicity: Ask the person what best describes their race or ethnic background. Enter
the race or ethnic category within which the person places self. Thisis an optional question,

which can be left blank if the person prefers not to answer.

A.9 Birth date: Useall boxes. For aone-digit month or day, place a zero in the first box. For
example, January 2, 1918 should be entered as 01-02-1918.

A.10.a Marital Status. Choose the answer that best describes the person's current marital status.

A.10.b. Citizenship: Choose one answer from “1” U. S. Citizen, “2" Legal alien, or “3” Other.
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A.11 Primary Language: Code for the language that the person primarily speaks or
understands. Enter "0" for English, "1” for French, “2” for Spanish, or “3” Other for any
language other than English, French, or Spanish. If the primary language is none of the
3 listed languages, specify the language in the space provided.

A.12 Current Income Sourcesfor Applicant and Household: Check al sources of income for
the person and the household. In order to determine whether application to Medicaid as a potentia
funding source is feasible, and should be checked in A.13, the assessor will have to inquire about
person and household asset amounts and other pertinent financial information. The assessor will
need to know annual household income, amount of personal assets, and person’sincome to
determine potential reimbursement sources. Household income is utilized when cost-sharing is
calculated for some State funded programs. The assessment will be considered incomplete if
these boxes are not completed. Actual financial information collected from the consumer
SHOULD not be documented in thisbox. Itisa’check off the box’ field to indicate the income
sources and whether the assets are greater than $2000.00 for the applicant and/or household
members. The form was designed to prevent the sharing of confidentia financia information with
anyone who received a copy of the completed MED form. The appropriate form for documentation
of financial information is the financial assessment form and in most cases should be used to review
and document financial information so the consumer receives the best outcome based on both their
medical and financial status.

[Note: RE: A.12, refer to APPENDIX A for information on nursing facility financial
eigibility, transferring assets, and Medicaid estate recovery. Refer to APPENDIX B, C and D
for information on financial €igibility criteria for individualsin a nursing facility or at home
under the Elderly Waiver or Adultswith DisabilitiesWaiver ]

A.13 Current or Potential Payment Source: Please code aresponse in each box for the current or
potential payment sources for long-term care services needed. |dentify the primary payor for the
program the person is considering (e.g., elderly waiver, nursing facility, home-based care). Include al
payment sources that are viewed as potential sources of reimbursement for the services necessary to
meet the person's needs. Then, further determine if Medicare may also be areimbursement source in
the setting being considered. Refer to the appropriate programs for information on their financia
eigibility requirements. For item j (other), code with a"0" if the payment sourceis not used. This
includes private pay and refersto the client'sincome and assets as the first payor source, after
Medicare, for long-term care services.

The code in each box will reflect averified eligibility, anticipated eligibility, or ‘not eligible’ payment
source for the consumer.

EXAMPLES.

Record “ 0" if, based on income and/or asset information, financial eligibility for Medicaid seems not
indicated.

If the consumer has avalid Community Medicaid card then “1” for eligible should be recorded in 13a.
If adefinite financial eligibility determination has not been made, but an application has been filed with
BFI, aswith any receipt of aLTC message form (123), 13b, 13c or 13d should be “2” for eligibility
pending.
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If an assessment is done and the consumer is medically eligible for the waiver and you anticipate the
consumer to be financialy eligible with the information given to you, you would put a“ 3” for eligibility
anticipated in 13b or 13c

Unknown should only be used if you are unable to get any financial information from the consumer or
responsible party. Another example when “4” isthe appropriate code may be when the information is
so unclear that the assessor cannot make an educated determination as to what financial category might
be appropriate. Be sure to offer outreach services to assist the consumer with completion of aMedicaid
financial application and alert the HCCA that outreach services are recommended.

Remember that all consumers denied waiver services based on medical eligibility are not automatically
eligible to continue to receive aMedicaid card. Do not rely on BFI to confirm a waiver consumer’s
continued Community Medicaid eligibility at the time of the reassessment. BFI needsto receive the
denial of medical eligibility outcome for NF level or waiver care to begin the review of continued
financial digibility. Thusuntil BFI receives the outcome of the assessment you are completing, BFI

will not be aware that medical eligibility has been denied and the hotline will provide you with
erroneous information. Use 13 “b” for the Elderly and ADW Waiver recipients and “c” for the
Physically Disabled Waiver recipients.

0. Not €eligible - The person is not financially eligible for this program and financia eligibility is
not anticipated at thistime.

For itemj (other), code with a"0" if the payment source is not used.

1. Eligible- The personisfinancialy eligible for this program or insurance. Eligibility refers only
to the applicant's financia eligibility to be on the program.

For itemj (other), code with a"1" if other payment source (such as 3 party, long-term care
insurance, private pay) is used.

2. Eligibility pending - An application has been filed at the BFI regional office for this program or
insurance. A determination of financial eligibility has not been reached as of the assessment start
date.

3. Eligibility anticipated - An application has not been filed, but based on initial financial
information collected, eigibility is anticipated and the application will be filed.

4. Unknown - Financia digibility is unknown for this payment source.

[Note: Thiscoding differsfrom the MDS 2.0 coding.]

A.14 A.Location at Time of Assessment & B. Usual Residence: Enter the corresponding
number for the location of the person on the assessment start date. Also enter corresponding
number for Usual Place of Residence.

A.15 Usual Living Arrangement: Check all appropriate boxes for who lives with the person at
his/her current residence. If person is being assessed for nursing facility eligibility while at
the hospital, check appropriate box for his/her residence prior to hospitalization.

A.16 Number in Household (incl. applicant): Enter the number of people who live in the
applicant's household including the person. For those applicants who live in an institution or
residential care facility, enter ‘01’ in the boxes.

A.17 Responsibility/Legal Guardian: Before completing thisitem, be sure that you are
familiar with the following information. Check all that apply.

Bureau of Elder and Adult Services 7/1/01



MED Version 3.0 12

A Primer on Powers of Attorney, Guardianship and Related Issuesfor Long Term Care
Assessor s

Among consumers of long-term care, there are frequently legal arrangements such as durable
powers of attorney and guardianship. These legal arrangements may affect who makes the choice of
what kind of care the person will receive, as well as who has access to information. It isimportant
for people working in the long term care field to understand the subtle differences between these
different kinds of arrangements, in order to ensure that both consumer’ sright of choiceis preserved
and that informed choices are made.

Powersof Attorney A power of attorney isadocument in which one person (called the principal)
gives another person (called an agent or attorney-in-fact) the power to make decisions or handle
transactions on his or her behalf. If the document is not a durable power of attorney, it does not
continue in effect after the principal becomes incapacitated.

A durable power of attorney isapower of attorney, which continuesin effect after the principal
becomes incapacitated. Its purposeisto ensure that there will be an agent in place to act on the
principal’ s behalf after the principal becomes incapacitated. The powers of attorney seen in the
long-term care context will usually be durable powers of attorney. A durable power of attorney will
include the following kind of language: “This power of attorney shall continue in effect following
the incapacity of the principal,” or “This power of attorney shall become effective upon the
principal’ s incapacity.”

Durable powers of attorney may delegate authority to make financial decisions, health care
decisions, or both. Depending on the wording, the powers granted may be comprehensive or they
may be limited and specific in scope. In addition, some durable powers of attorney are effective
from the moment they are created, while others do not grant any authority to the agent unless certain
events occur (for example, until the principal’s physician certifies that the principal is no longer able
to make his or her own decisions).

Because durable powers of attorney vary in scope, assessor s and other s should read the power
of attorney from start to finish in order to ascertain whether the agent has authority to access
information on the consumer’slong term car e status and to participate in choices about care.
It may be necessary, from time to time, to consult legal counsel about the scope of authority under a
durable power of attorney.

Durable power s of attorney are attractive to people because they are private and do not require the
approval or involvement of a court. (Contrast Guardianship, below.) Even moreimportant, the
durable power of attorney allowsthe person to exercise choice and remain in control for as
long aspossible. When the principal executes a durable power of attorney, sheisnot giving
up her right to make her own decisions. Rather, the principal isappointing a kind of deputy,
who makes decisonswhen sslheisunableto. Thismeansthat the principal still hastheright
to receive notices, assessments, and other relevant infor mation concer ning eligibility and
health careissues generally. Notices should be sent to both the principal and the agent. The
principal also retainstheright to make hisor her own choiceregarding thetype of careto be
received and the setting in which toreceiveit. If the principal and agent disagree concerning
this choice, the principal’s decision governs.
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This can be troubling to assessors, care providers and others, when the principal appearsto be
impaired mentally and makes choices that may, in the opinion of others, endanger him or her. There
may even be awritten opinion from a doctor or other clinician that the person is incapacitated.
Nevertheless, if the principa has not been found by a court to be incapacitated, assessors, providers
and others should continue to inform the person concerning the consumer’ s long term care status
and to involve the person in decision making. Depending on the circumstances, areferral might be
appropriate to adult protective service. The result may ultimately be that a guardian is appointed to
override the power of attorney and make informed decisions on the consumer’s behalf.

A person has the right, after executing a power of attorney, to revoke the arrangement. When this
happens, assessors should from that point on send notices only to the person and stop sending
notices to the agent, who no longer has alegal right to receive such notices. Again, wherethereis
concern that the person isin fact incapacitated and not making informed choices, areferral could be
made to adult protective services.

Guardianship A guardian is a person appointed by the probate court to make health care,
residential and other personal decisions for another person (called award) who is found by the court
to be incapacitated. A guardian has asimilar kind of authority as a parent has over aminor child.
Under full guardianship, the ward loses the right to make his/her own decisions. (Contrast Powers
of Attorney, above.)

Some guardianships are limited guardianships. This means that the guardian can only make certain
kinds of decisions for the ward. The ward continues to make her own decisions in other areas of her
life. Anexampleisaguardianship under which the limited guardian is permitted to make medical
decisions for the ward but not decisions concerning placement.

It isimportant that assessors and others, faced with a situation in which the person has a guardian,
ask to see the court papers that describe the scope of the guardianship. Either the* Adjudication of
Incapacity” or the “ Letters of Guardianship” should be reviewed. These should be made available
by the guardian, but can also be obtained from the probate court. The guardianship order may not
allow the guardian to make decisions about long term care and placement choices.

Generally, assessors should send notices to both the guardian and the ward. An exception should be
made where the guardian expresses concern that such notices will be harmful to the ward (for
example, by causing agitation) and asks that notices be sent only to the guardian.

Related Issues There are several other types of legal arrangements which are seen in long-term
care settings that assessors and others should understand. These arrangements, while useful for
some purposes, do not authorize people other than the principal to make long term care choices for
themselves.

A living will is adocument which states what type of care the person wantsto receiveif gheisin a
terminal condition and unable