FORMS AND INSTRUCTIONS FOR THE COMPLETION OF THE LEVEL OF CARE PACKET
(ICFMR Waiver Level of Care)

Prior to completing the Level of Care Packet, eligibility criteria for initial and continued enrollment should be established.  In order to be eligible for the waiver the individual shall meet the following criteria: 

· Must be determined to have ICF/MR level of care

· Must have applied for and be eligible for Medicaid (JFS form 7200)

· Must have completed “Request for Medicaid Home and community-Based Services” (JFS form 2399)
· Health and welfare needs met by formal supports, informal supports, and HCBS services must be assured

· Projected annual cost of HCBS services must not cause the aggregate cap to be exceeded

Forms for initial and redetermination requests for the Individual Options and Level I Waivers must have all fields completed as described in the instructions.  Do not leave a field blank.  Place an N/A in field that does not apply.  Black / blue ink or type should be used to complete the forms.  To make a correction draw a single line through the mistake, add the correct information and initial the change.  
For initial enrollment packets the Initial Wavier Application, Freedom of Choice Documentation, Medical Evaluation, and Psychological Evaluation are to be submitted to Ohio Department of DD.  Redetermination packets should include the Redetermination Application and Freedom of Choice Documentation.  Original forms, except the Freedom of Choice Form, should be sent to the Office of Community Medicaid services at least 60 days and not more than 90 days prior to LOC date.  Ohio DODD will notify in writing the individual and county board if the packets are not received with in timelines.  Keep the original Freedom of Choice Form and include a copy in the Packet.   Forms must be mailed, not faxed or emailed to:

Ohio Department of DD

Division of Medicaid Development and Administration
30 East Broad Street, 13th Floor

Columbus, Ohio 43215-2541

Do not use express or overnight mail for delivery on waiver packets.  If there is concern that a packet will not arrive in Ohio DODD office prior to the LOC begin date, fax copies will be accepted with prior waiver manager approval.  Do not send separate cover sheets or letters with packets as these are discarded.  Multiple packets due over a specific time periods can be combined in one large manila envelope instead of individual regular mail envelopes.  This will save on postage as well as Ohio DODD processing time.

Keep a copy of the packet, including assessments and evaluations in the County Board’s official waiver file, so that it is available for Ohio DODD review by the Division of Audits, Facility Licensure/Quality Assurance and /or Office of Accreditation, and by ODJFS Quality Assurance and Audits.

Upon receipt of request for and ICF/MR level of care determination, Ohio DODD shall determine whether the individual has an ICF/MR level of care in accordance with rules.  Individuals determined eligible for waiver services shall receive written notice from the department and waiver services may be initiated on the date indicated by the department.  The department shall also notify the county board.  Individuals determined not eligible for HCBS waiver services shall receive written notice of denial form the department in accordance of rule.  The department also shall notify the county board.

The following pages include forms and instructions needed for Level of Care Packets.  JFS forms 2399, 7200 and an initial enrollment checklist are also included for your convenience.  All instructions and forms related to the Ohio DODD waiver enrollment can be found at http://mrdd.ohio.gov/medicaid/enrollment.htm.
Protective Level of Care Summary & Rule Cite
The individual must meet the minimum criteria for Protective Level of Care as defined in 5101:3308 (C) (2) which is briefly stated from that rule as the individual requires one of the

following:
(a) Supervision of 1 ADL and assistance with 3 IADL’s

OR

(b)Supervision of self-administration of medication and assistance with 3 IADL’s

OR

(c) Due to a cognitive impairment, including but not limited to dementia, the individual requires

     the presence of another person, on less than a 24 hour a day basis for the purpose of

     supervision to prevent harm.

5101:3-3-08 Reads as follows:

B. Definitions
1. Activity of Daily Living (ADL) means a personal or self-care skill performed, with or without

the use of assistive devices, on a regular basis that enables the individual to meet basic life

needs for food, hygiene, and appearance and may refer to the following:
(a) “Mobility” is the ability to use fine and gross motor skills to reposition or move oneself

from place to place, with or without the use of assistive devices. Mobility includes all  of the following:
(i) “Bed mobility,” the ability to move to and/or from a lying position, turn from side

     to side, or otherwise position the body while in bed;

(ii) “Transfer,” the ability to move between surfaces (e.g. to/from bed, chair,

     wheelchair, standing position, etc.); and

(iii) “Locomotion,” the ability to move between locations by ambulation or by other

     means.

(b) “Bathing” is the ability to cleanse one’s body by showering, tub or sponge bath, or   

any other generally accepted method, and may be performed with or without the use  of assistive devices.

(c) “Grooming” is the ability to perform the tasks associated with oral hygiene, hair care,

      and nail care.

(d) “Toileting” is the ability to appropriately eliminate and dispose of bodily waste, with or

      without the use of assistive devices or appliances. Toileting may include the use of a

      commode, bedpan, or urinal, the ability to change an absorbent pad, and to 
      appropriately cleanse the perineum; and/or the ability to manage an ostomy or  

      catheter;

(e) “Dressing” is the ability to put on, fasten, and take off all items of clothing, including
                  the donning and/or removal of prostheses;

(f) “Eating” is the ability to feed oneself. Eating includes the processes of food   

                 preparation, getting food into one’s mouth, chewing, and swallowing, and/or the 
ability to use and self-manage a feeding tube.
2. “Assistance” means the hands-on provision of help in the initiation and/or completion of a

     task.

3. “Individual” has the same meaning as in rule 5101:3-3-15

     of the Administrative Code.

4. “Instrumental activity of daily living (IADL)” means a community living skill performed, with

     or without the use of assistive devices, on a regular basis that enables the individual to

     independently manage the individual’s living arrangement. For the purposes of this rule, the

     term “IADL” may refer to any of the following:

(a) 
Shopping. “Shopping” is the ability to prepare a shopping list and purchase groceries, clothing, and household items;

(b)
 Meal preparation. “Meal preparation” is the ability to plan nutritional meals and cook any type of food;

(c) 
Environmental management. “Environmental management” is the ability to maintain the living arrangement in a manner that ensures the health and safety of the individual. Environmental management includes all of the following:

(i) House cleaning. “House cleaning” is the ability to make beds, clean the

bathroom, sweep and mop floors, dust, clean and store dishes, pick up clutter, and take out trash;

(ii) Heavy chores. “Heavy chores” means the ability to move heavy furniture and

appliances for cleaning, turn mattresses, and wash windows and walls; and

(iii) Yard work and/or maintenance. “Yard work and/or maintenance” is the ability to care for the lawn, rake leaves, shovel snow, complete minor home repairs, and

paint.

(d) 
Personal laundry. “Personal laundry” is the ability to wash and dry clothing and

household items by machine or by hand.

(e) 
Accessing community services. “Accessing community services” is the ability to

interface with the community. Accessing community services includes all of the following:

(i) Telephoning. “Telephoning” is the ability to make and answer telephone calls;

(ii) Accessing transportation. “Accessing transportation” is the ability to acquire and use transportation; and

(iii) Managing legal and/or financial affairs. “Managing legal and/or financial affairs” is the ability to pay bills, write checks, balance a check book, access insurance and public benefits, and interact with the legal system.

5. “Medication administration” means the ability to prepare and self-administer all forms of over

     the counter and prescription medication.

6. “Supervision” means either of the following:

(a) 
Reminding an individual to perform or complete an activity; or

b) 
Observing while an individual performs an activity to ensure the individual’s health and safety.
PROTECTIVE LEVEL OF CARE REVIEW WORKSHEET

(2-8-09)

Requirements (5101:3-3-08)

Activity of Daily Living (ADL) means a personal or self care skill performed, with or without the use of assistive devices, on a regular basis that enables the individual to meet basic life needs for food, hygiene, and appearance.

Instrumental Activity of Daily Living (IADL) means a community living skill performed, with or without the use of assistive devices, on a regular basis that enables the individual to independently manage the individual’s living arrangement.

Definitions

Supervision: Reminding an individual to perform or complete an activity, or observing while an individual performs an activity to ensure the individual’s health and safety.

Assistance: The hands on provision of help in the initiation and/or completion of a task.

Checklist: Refer to complete definitions as defined in 5101:3-3-08

1. ______ Requires supervision of one ADL

_____ Bathing

_____ Toileting

_____ Dressing

_____ Eating

_____ Grooming includes the ability to perform tasks associated with oral

hygiene, hair care, and nail care

_____ Mobility includes all of the following: All 3 must be checked to check

mobility as an ADL requiring supervision.

_____ Bed Mobility

_____ Transfer

_____ Locomotion

AND

_____ Requires assistance with three IADLs

_____ Shopping

_____ Meal Preparation

_____ Personal Laundry

_____ Environmental Management. All 3 must be checked to check

environmental management as an IADL requiring assistance:

_____ House Cleaning

_____ Heavy Chores

_____ Yard work and/or maintenance
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_____ Accessing Community Services. All 3 must be checked to
check assessing community services as an IADL requiring assistance:

_____ Telephoning

_____ Accessing Transportation

_____ Managing legal/financial affairs

(If both are met, the individual has met the Protective Level of Care criteria)

OR

2. 
_____ Requires supervision of self-administration of medication

AND

_____ Requires assistance with three IADLs

_____ Shopping

_____ Meal Preparation

_____ Environmental Management. All 3 must be checked to check 
           environmental management as an IADL requiring
          assistance:

_____ House Cleaning

_____ Heavy Chores

_____ Yard work and/or maintenance



_____ Personal Laundry
_____ Accessing Community Services. All 3 must be checked to 
check accessing community services as an IADL requiring assistance:

_____ Telephoning

_____ Accessing Transportation

_____ Managing legal/financial affairs

(If both are met, the individual has met the Protective Level of Care criteria)

OR

3. ___
Due to a cognitive impairment, including but not limited to dementia, the

Individual requires the presence of another person, on less than a 24 hour a day basis for the purpose of supervision to prevent harm.

(If met, the individual has met the Protective Level of Care criteria)
 ODMR/DD HCBS WAIVERS 
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Instructions for Completion of 

Initial and Redetermination Applications 

MEDICAID DEVELOPMENT AND ADMINISTRATION 

Patrick Stephan, Deputy Director 
30 East Broad Street, 13th Floor 
Columbus, OH 43215-2541 
614-752-9508 
This document contains instructions for completion of the following forms: 
· Initial Level of Care Eligibility Determination 
· Redetermination: Significant Change In Condition 

· Redetermination: No Significant Change In Condition 

· Freedom of Choice Documentation 

· Functional Assessments 

· Required Evaluations 

· LOC Date Change Cover Sheet  
GENERAL INSTRUCTIONS 
o Use the attached forms for initial and redetermination requests for the Individual Options and Level 1

   Waivers. 

o Do not use these forms for enrollment on the Ohio Home Care Waiver or the Transitions Waiver  

which is administered by the Department of Job & Family Services, or the PASSPORT Waiver, which is administered by the Department of Aging, or for ICFMR facility Level of Care, which has a separate process. 

o Complete all fields as described in these instructions. Do not leave fields blank. If not applicable, 
   select or enter N/A. 

o It is strongly recommended that you use the fill-able forms from the ODMR/DD website or use black 
or blue ink to print neatly when completing the forms. Do not use correction fluid or correction tape to make corrections. Make corrections by drawing a single line through the mistake, add the correct information and initial the change. You may reproduce the forms in exact form for computer use. On request, MDA will provide a Word version of each of the forms. 

o Send the application 90 – 60 days prior to waiver start date, along with a copy of all other required 
   documents to the address below. 

Ohio Department of MRDD 

Medicaid Development and Administration 

30 East Broad Street, 13th Floor 

Columbus, OH 43215-2541 

http://mrdd.ohio.gov/medicaid/enrollment.htm 
o Maintain a copy of the entire packet in the county board’s official waiver file, so that it is available for 
ODMR/DD review by the Division of Audits, Facility Licensure/Quality Assurance and/or Office of Accreditation, and by ODJFS Quality Assurance and Audits. 

o All instructions and forms related to ODMR/DD waiver enrollment can be found at the website listed 
   above.
 APPLICANT INFORMATION - Instructions Apply to All Applications
	Name 
	Enter the first name, middle initial and last name of the individual applying for waiver services. Use the individual’s given name as it appears on legal documents, not a nickname. 

	County 
	Enter the county board that will be responsible for the delivery of HCBS waiver services, even if a council of government (COG) administers the waiver. 

	Client # 
	Enter the 7 digit ODMRDD Client number 

	Date of Birth 
	Enter the month, day and year of the applicant’s date of birth, in mm/dd/yyyy format. 

	SSN 
	Enter the enrollee’s 9-digit Social Security Number. 

	Address 
	Enter the street address, city and zip code where the individual will receive mail when enrolled on the waiver. 

	Guardian 
	Enter the name of the individual’s guardian, if the individual has a court-appointed legal guardian. If not, write “N/A”. If you place a guardian name on the application, you must have the same guardian signature on the Freedom of Choice form. 

	Guardian’s Address 
	Enter the street address, city and zip code of the individual’s legal guardian, if the individual has a guardian. Otherwise, write N/A. 

	Waiver Type 
	Check the box for the waiver which the individual is applying. Check only one box. 


The following instructions apply to: 
· Initial Level of Care Eligibility Determination and 
· Redetermination: Significant Change In Condition 
ICF/MR WAIVER LEVEL OF CARE DETERMINATION 
	1.Protective Level of Care 
   OAC 5101:3-3-08 and 
   5101:3-3-07(C)(1) 


	Circle Yes or No to indicate whether the individual meets Protective Level of Care. The individual must meet the minimum criteria for Protective Level of Care as defined in rule. 

	2a. 2. Diagnosed condition that      establishes the individual’s developmental disability, age 6 and above 

OAC 5101: 3-3-07(C)(2) 
	Enter the diagnosed condition that establishes the individual’s developmental disability. Indicate all conditions that apply. 

o   If “mental retardation” is indicated, the individual must have mild, moderate, severe or

         profound mental retardation. 

o   Attach a medical evaluation completed by an Ohio licensed physician and a
         psychological  evaluation signed by an Ohio licensed psychologist or a psychiatric 
         evaluation signed by a licensed psychiatrist that verifies the individual’s diagnosed 
         condition. 

o   The diagnosis and date of onset is critical to establish the developmental disability. 



	2b. 2b. Developmental delays   assessed  for individuals birth through age five 
	o  Indicate all developmental delays that assessments have identified for this individual, only  

       for individuals from birth through age five (5). 



	33.  Manifested before 22? 

   OAC 5101:3-3-07(C)(3) 
	o Circle Yes or No to indicate whether the disability was manifested before the age of 22. 



	54.  Continue indefinitely? 

      OAC 5101:3-3-07(C)(4) 
	o Circle Yes or No to indicate whether the disability is likely to continue indefinitely. 



	5. Substantial functional  

    limitations 

   OAC 5101:3-3-07(C)(5) 
	Circle ‘yes’ or ‘no’ for each of the seven questions in this section. Base these answers on a completed functional assessment. Use the correct functional assessment for the individual’s age group. Keep the functional assessment on file. Do not submit the assessment form. 

	66-7. Skill acquisition 

OAC 5101:3-3-07(C)(6) and (C)(7) 
	Skill acquisition means the individual could benefit from services and supports specifically designed to promote the individual’s acquisition of skills and decrease or prevent regression in the performance of those major life activities where substantial functional limitations have been identified. Circle yes or no to indicate whether the individual could benefit from services and supports to promote the acquisition of skills in each area of substantial functional limitation marked in item 5 above and is willing to participate in an individualized plan of services and supports. 

	88. Level of Care Recommendation 
	The Service Support Administrator must check a box to indicate which Level of Care is recommended for the individual. The Service and Support Administrator must print and sign name and date the recommendation indicating his/her title. 

	99. Proposed Date for Waiver Services to Begin 
	Indicate the month, day and year the county board wants waiver services to begin. MDA will attempt to honor this date, but there is no guarantee that it will be the actual date set. In no case will the level of care effective date be prior to the date that a completed Initial ICF/MR Waiver Level of Care application or a completed Redetermination application is received by the MDA office. 


Initial Level of Care Eligibility Determination

 Use this form when completing a Level of Care packet for an individual who is not already receiving ODMR/DD HCBS Waiver services for the waiver type requested. If the individual has been receiving Home Care Waiver services or Passport Waiver services, treat the application as an initial eligibility determination. 
Redetermination: Significant change in condition 

Use this form when completing a Level of Care packet for an individual who is already receiving ODMR/DD HCBS Waiver services and when the individual’s physical or mental condition, or functional abilities change to an extent that there is some question about whether the individual’s Level of Care may have changed. This form should also be submitted when the individual turns 6 or 16 years of age. 

Redetermination: No significant change in condition 

Use this form when completing a Level of Care packet for an individual who is already receiving ODMR/DD HCBS Waiver services and whose condition has not changed to the extent that a different Level of Care could be warranted. 
Freedom of Choice Documentation 

Complete this form and send a copy with ALL Initial and Redetermination waiver applications. 
If an individual does not choose HCBS Waiver Services, do not send the form to the Department, as there will not be a waiver application submitted. Place the form in the applicant’s file at the county board.

	A. Selection of HCBS Waiver 
	Check the appropriate box. 

	B.   B. Applicant Responsibilities 
	Review each item with the applicant. 

	C. Signature boxes 
	Obtain the signature and date for the applicant and/or legal guardian and the Service and Support Administrator. The authorized representative cannot sign in lieu of the applicant. 


Functional Assessments 

The Functional Assessments contained available on our website reflect the ICF/MR Level of Care criteria for waiver services, found in OAC 5101: 3-3-07. This rule specifies that each individual must have three limitations of the possible seven major areas of life activity (six for children) to qualify for ICF/MR Level of Care. Each Functional Assessment lists the areas of life activity and gives the criteria for determining whether an individual has a functional limitation in the life area. Because the criteria are specific to the individual’s age group, a different Functional Assessment applies to each age group. Functional Assessments for all age groups can be found on the ODMR/DD website. 
Required Evaluations 

The process for determining ICF/MR Level of Care is found in OAC 5101:3-3-155. Specifically, the rule states evaluations must include: 

(a) Diagnosis, including medical, psychiatric and developmental diagnoses, including dates of 
onset, if the date of onset is significant in determining whether the individual has a developmental disability; and 

(b)  Review of current functional capacity. 

Evaluation of the individual’s current functional capacity and any other pertinent evaluations should be maintained in the individual’s file by the county. Documentation of diagnosis must be submitted with both the Initial ICF/MR Waiver Level of Care and the Redetermination : Significant Change packets. 
Incomplete Applications 

In the event additional information is required in order to determine ICF/MR Level of Care, a 20-letter will be issued to the county board and a copy sent to the client and/or guardian. If the requested information is not received within the specified time period, the initial or redetermination application can be denied. In no case will the level of care effective date be prior to the date that a completed Initial ICF/MR Waiver Level of Care application or a completed Redetermination application is received by the MDA office. 
LOC Date Change Cover Sheet 
Complete the redetermination process and send the LOC Date Change Cover Sheet along with the Redetermination Application and Freedom of Choice form to the Waiver Unit. 
The LOC date change may occur any time during the waiver span. However, the new LOC start date must be prior to the end date of the current LOC. In no case can the span dates extend beyond 365 days.
	EXAMPLE 

	LOC Dates: 
Current LOC 7/1/05 to 6/30/06 

New LOC 9/15/05 to 9/14/06 
	Required PAWS: 
7/1/05 to 9/14/05 – Revision 

9/15/05 to 9/14/06 - Redet 


Changing the LOC dates may affect a Prior Authorization request previously submitted to the department. Submission of a new Prior Authorization request may be necessary.

Submit a PAWS document to fiscal to end date the current LOC and a second PAWS to cover the new requested span dates.
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