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Maryland Department of Disabilities
Attendant Care Program

The Maryland Attendant Care Program reimburses eligible persons with disabilities for a portion of their attendant care costs.

	ELIGIBILITY CRITERIA.  To be eligible for the program, YOU MUST:

	
1. Be a Maryland resident; and
2. Be between the ages of 18 and 64 (at the time of initial eligibility determination); and
3. Be determined and certified by your physician to have a severe disability that keeps you from performing essential activities of daily living, self-care, and mobility; and
4. Not be receiving duplicative attendant care services; and
5. Have a total gross income (taxable and non-taxable) of less than $119,999 per year;
---------------AND---------------
6. You must be employed; or
7. You must be actively seeking employment; or
8. You must be enrolled in an institution of post-secondary or higher education; or
9. You must be a nursing facility resident who would be able to reside in the community if attendant care is provided; or
10. You must be at risk of nursing facility placement if you do not receive attendant care services in the community.



	Preliminary Screening Instructions. To apply for the Attendant Care Program YOU MUST:

	
1. Complete pages 2 - 5 of this short application. 
2. Complete and sign form on page 6 of this application packet.
3. [bookmark: _GoBack]Upon initial review of meeting the eligibility criteria, your name will be placed on a registry for participation in the program. When resources allow for your enrollment in the program, you will be asked to provide documentation of your finances and your medical eligibility which will require completion by your physician.


	APPLICANT’S INFORMATION (Applicant is the person in need of attendant care service)

	
___________________________________________                           ______-______-_________
Name                                                                                                                 Social Security No.

___/___/______                 _______               (_____)_____-__________               __________________
 Date of Birth                     Age                       Telephone Number                           Marital Status

_____________________________________________________________________
Street Address

___________________________________________________________________________________
City                                                  County                               State                             Zip Code


	WHAT ASSISTANCE DO YOU CURRENTLY RECEIVE?  (Choose all that apply)

	
· _____ I am currently receiving attendant care services that are paid for by one or more of the below program(s) or agency. (Check all that apply)

       ___ Medical Assistance (MA)        
       ___ Medicaid Waiver, specify:   ____ Community Options       ____ Community Pathways/DDA 
       ___Community Personal Assistance Services (CPAS)
       ___Community First Choice
Case management agency and contact: _________________________________________________
Frequency (hours/week): _____________________________________________________________

· ____ I am on the waiting list or my application is pending for one or more of the following programs. (Check all that apply)

        ___Medical Assistance (MA)        
       ___ Medicaid Waiver, specify:   ____ Community Options       ____ Community Pathways/DDA 
       ___Community Personal Assistance Services (CPAS)
       ___Community First Choice

· ____ I pay privately for my attendant care services.

· ____ I do not receive attendant care services.













	WHAT IS YOUR CURRENT STATUS?  (Choose all that apply)

	
___ I am employed. 
If checked, are you enrolled in the Employed Individuals with Disabilities Program (Medicaid Buy-In)?    YES       NO

____ I am looking for work. 
If checked, are you receiving services from the Division of Rehabilitation Services (DORS)?                        YES       NO

____ I am enrolled in college or trade school. (High School does not qualify)
If checked, are you receiving services from the Division of Rehabilitation Services (DORS)?                        YES       NO

____I reside in a nursing facility and will be able to reside in the community if attendant care is provided.
If checked, you may be eligible for additional services to support your transition out of the nursing facility.

____ I am at risk of going into a nursing facility if attendant care services are not received in the community.


	MEDICAL ELIGIBILITY

	
Diagnosis: (Include information on onset of disability, prognosis, and any information that would help to make a determination of eligibility) _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does above diagnosis affect your:
Ability to walk      YES      NO                       Ability to communicate    YES      NO 		
Ability to hear  	  YES 	NO                       Ability to see                      YES      NO
Does your disability require that you use any assistive technology, adapted devices, or durable medical equipment?          YES            NO
If yes, please list: ______________________________________________________________________________________________________________________________________________________________________________________
Is the disability considered temporary?                 YES          NO
If yes, when is the disability likely to improve? _______________ 

Is the disability considered episodic in nature? (Episodic means when an impairment or medical condition varies in frequency, intensity and duration and renders the person unable to engage in major life activities when active.)                   YES          NO
If yes, please clarify the frequency and duration. ______________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________



	ACTIVITIES OF DAILY LIVING
Under each activity, please mark an “X” and indicate whether no assistance, some assistance or full assistance is needed.

	MOBILITY
	

	No Assistance needed
	Some Assistance needed
	Full assistance needed
	If assistance is needed, explain how your diagnosis affects your ability to perform this activity.

	
	Your ability to walk and get around your home/community
	
	
	
	

	
	Your ability to access your community 
(Ex: drive, use public transportation)
	
	
	
	

	
	Your ability to transfer from bed or chair
	
	
	
	

	

	PERSONAL CARE
	Your ability to use the bathroom
	
	
	
	

	
	Your ability to complete grooming tasks
	
	
	
	

	
	Your ability to dress and change clothes
	
	
	
	

	
	Your ability to feed yourself
	
	
	
	

	

	HOUSKEEPING
	Your ability to prepare a light meal (Ex: make a sandwich, prepare a salad, use the microwave)
	
	
	
	

	
	Your ability to grocery shop
	
	
	
	

	
	Your ability to take medications
	
	
	
	

	
	Your ability to perform light chores and maintain a household
	
	
	
	

	

	OTHER
	Your ability to talk or text using a phone
	
	
	
	


	
	Your ability to plan your day & make your own decisions
	
	
	
	

	
	Your ability to manage appointments and apply for services
	
	
	
	

	
	Your ability to handle money (Ex: making purchases, budgeting, paying bills)
	
	
	
	


	FINANCIAL ELIGIBILITY (Include financial information for you and your spouse, if applicable.)

	(A)       Total Adjusted Gross Income from my most recent IRS Tax Form $_____________________

             Total Adjusted Gross Income from my spouse’s most recent IRS Tax Form $_____________

              ---------------OR---------------
(B)       Income Tax Filing Status Declaration

 I, _________________________________,  and/or my spouse, _____________________________, in accordance with the Internal Revenue Service Regulations, am/is/are not required to file an Income Tax Return for the year ending December 31, ________, due to insufficient income.  

The above statement is accurate to the best of my knowledge.
            _________________________________                                     __________________
            Applicant’s Original Signature                                                       Date

            _________________________________                                     __________________
            Spouse’s Original Signature                                                            Date
Spousal signature only required if the spouse is not required to file an Income Tax Return.

	 (C)    Annual Gross Income (Select all that apply)

	____ Social Security Disability Insurance
	$

	____ Supplemental Security Income
	$

	____ Workers Compensation
	$

	____ Public Assistance (Specify) ______________
	$

	____ Veterans Benefits 
	$

	____  Spousal Income
	$

	____ Other (Specify) __________________________
	$

	(D)   Total Annual Gross Income (add all sources of income listed above)
	$

	(E)   Allowable Deductions

	____ Monthly Medical Expenses
	$

	


	DEPENDENT INFORMATION

	Total Number of Persons Dependent on the Above Income (D)    ______
Specify Number (check all that apply):
____ Spouse                                       ____ Number of Dependent Children
____ Parent(s)                                    ____ Other (Specify Relationship)_________________


	





ORIGINAL SIGNATURES REQUIRED

____ I understand that the information provided on this application is self-reported and does not meet all requirements for Attendant Care Program enrollment.

_________________________________________			       ______________________
Applicant’s Original Signature                                                                   Date



____ I understand that all information on this application is self-reported and will only be used as preliminary screening tool for the Attendant Care Program. 

_________________________________________			       ______________________
Applicant’s Original Signature                                                                   Date



____I understand that once space becomes available on the Program I will receive a blank ACP application and must be determined fully eligible for participation in the Program before enrollment which will include providing supporting documentation.

_________________________________________                                  ____________________
 Applicant’s Original Signature                              			          Date
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NAME OF APPLICANT: ______________________   DATE OF APPLICATION: ________________

