___________ COUNTY BOARD OF DD

INTAKE CHECKLIST – WAIVER SERVICES



TRANSFER FROM                                               COUNTY
ANTICIPATED DATE OF TRANSFER: _____________________

NAME:  _________________________________
SS#:  _________________
DOB: ___________________
ADDRESS:  _____________________________
CONTACT NAME:  _______________________________


         _____________________________
RELATIONSHIP:  ________________________________
PHONE:  ________________________________
PHONE:  _______________________________________
SCHOOL DISTRICT:  ______________________
SENDING COUNTY SSA: _____________________________

(if under 22)







SSA ADDRESS: ____________________________________
WAIVER TYPE:    LEVEL ONE
I.O.



    


(circle appropriate waiver type)




   ___________________________________________________
WAIVER SPAN:  __________________________
SSA PHONE: _______________________________________

WAIVER SLOT #:  _________________________
SSA ASSIGNED: __________________________________
DAILY REPRESENTATIVE:  _________________
INITIAL WAIVER ENROLLMENT DATE:  _______________

 I.


ELIGIBILITY & APPLICATION
DATE & TIME RECEIVED:


                             
Date of request for services

                             
FED (Superintendent Signature Required)

                             
C/OEDI/Score Sheet
# SFL’s_________________ 
                             
Due Process Procedure and County Board Complaint Resolution, included with eligibility letter, if applicable

                             
__________ County Board of DD services described

                            
Release of Information To/From:  __________________
Expires:  _________________
II.


REQUEST COPIES OF PREVIOUS PROGRAMMING INFORMATION


                             
2399
                             
Initial Waiver Packet

-  Application



-  Psychological evaluation
-  Freedom of Choice form

-  Medical evaluation

-  Initial LOC



-  Functional Assessment (attach C, D, E, F)
                             
Most recent Waiver packet




-  Redetermination LOC

-  Freedom of Choice form




-  LOC review form


-  Functional Assessment (attach C, D, E, F)




-  PLOC
                             
Most recent assessments
                             
Most recent QA (3 year) evaluation
                             
Level One prescreen (Level One only)
                             
ODDP (I.O only)
                             
Self Medication Assessment

                             
Current ISP – including current budget
                             
Bill of Rights Review

                             
Psychological                                             (date)
                             
Behavior Reports

                             
Social History/Summary

                             
Acuity Assessment

                             
Patient Liability

III.


COPIES NEEDED
                             
Birth Certificate
                             
Social Security Card
                             
Medicaid Card
                             
Medicare or other insurance card
                             
Ohio ID card

                             
Guardianship letter

                             
Letter from previous County Board to Ohio DODD requesting match transfer

IV.  


SIGNATURES/PAPERWORK TO COMPLETE:
                             
Emergency Information Form
                             
Notice of Privacy Practices
                             
Current Medical (within one year unless applying for adult services)
                             
Free Choice of Provider

Director of SSA reviews information for completeness


__________________________________________________
Director of SSA  



Date
