L

MARY LEE FOUNDATICN

SOUTHPOINTE

1336 LAMAR SQUARE DRIVE

AUSTIN, TEXAS 78704

APPLICATION FOR ADMISSION

PERSONAL INFORMATION

Full Legal Name

Date of Application

Date of Admission

Preferred Name to be used

City State Zip

Address

Height __ Weight Sex Color of Eyes Hair Color
Social Security No. _Phone

Birthplace Birthday Age
Religion Church attends and address (if applicable)
Marital Status - If applicable, date of Marriage/Divorce |

Citizenship Status

Ethnic Heritage Language Spoken or Understood

Identifying Marks

Health Insurance and ID #s (Please provide cards)

Primary:

ID#

Secondary:

ID#

Children (list names, ages and location)

Living situation prior to admission (in family's home/own apartment, etc)




Problems encountered with prior living situation

Describe present behavioral concerns, known triggers and prevention methods

Past Behavioral Concerns

I Health Record

Diagnoses and Medical or Mental Health Conditions:

Allergies

Surgeries

Dietary Concerns

Psychiatric Care and Hospitalization (including any institutionalization)

Dates Name of Hospital Reason for Admission




Does client wear glasses? Date last glasses obtalned:
2 g

Eye Doctor's Name & Address:

List other adaptive aids used by the client

Date of last Dental Exam: Dentist’s Name, Address & Telephone:

Describe oral hygiene of client

Does the client require any sedation for dental work? If yes, document details

Has client been or is client currently under treatment with an Orthodontist? If so, is work
completed? . Orthodontist’s Name, Address and Telephone

If there is a history of seizures or epileptic disorder, please answer the following questions:
At what age did client experience onset of this disorder?

Does client expcriénc_e Grand Mal Seizures? Petite Mal Seizure? or Both

How often does the client experience these seizures?

Do seizures oceur under any particular circumstances?

What was the date (approximate) of last seizure?

Please list all doctors and other professionals who currently see and/or treat the client. (Counselor,
Psychiatrist, PCP, Support Groups etc.)

Name Nature of Service and Frequency of visits
Address

City State Zip

Name Nature of Service and Frequency of visits

Address




City State Zip
Name Nature of Service and Frequency of visits
Address
City State Zip
Narne Nature of Service and Frequency of visits
Address
City State Zip
Name Nature of Service and Frequency of visits
Address
City State Zip
Name Nature of Service and Frequency of visits
Address :
City State Zip
Name Nature of Service and Frequency of visits
Address
City State Zip
Family
Father Birth Date Birth Place
Address City State
Area Code Phone Occupation
Mother Birth Date Birth Place
Address City State
Area Code Phone Occupation
Marital Status of Both Parents
Siblings:
Name Sex __Apge Marital Status
Address City State Zip
Name Sex  Age Marital Status
Address City State Zip
Name Sex___Age Marital Status
Address City State Zip
Name Sex  Age Marital Statis
Address City State Zip




Names of Approved Visitors

Names of people who should not visit

IV, IN CASE OF EMERGENCY CONTACT:

Name Address City State Zip_

Home Phone | Bus. Phone Re]aﬁonship

V. LEGAL COMPETENCY STATUS

Legal Guardian

Power of Attomey

Representative Payee for Social Security

VI.  Financial Arrangements:

A, Income of resident and source (88, S8, etc)

B. Total Tuitiontobe paid§  per month (shared) or § + per month (single)

By Whom

C. Spending Money and purchase of supplies and other needed items to be paid by whom

D. Medical Bills not covered by insurance to be paid by whom,

VIL.  OTHER PROBLEMS OR COMMENTS



VIII. Educational/ Vocational

i Is client attending school now? Grade/Level

Name and Jocation of school:

2. High School Graduvate? Yes_. No : If no, grade reached:.

Name and location of school:

If ves, date of graduation:

GED? Yes No

If yes, date obtained:

3. College Graduate? Yes No If no, level reached (if any):

Name and location of school:

if yes, date of graduation:

Training

‘1. Has client participated in a vocational training program or participated in a job program (DARS,
etc)? (If yes, explain, state location and send a copy of evaluation if possible)

2. Was training program successfully completed?

(Please be specific as to areas of success or difficulty)

3. Competitive Employment

Is client presently employed? (If s0, where?)



4. Previous Work History

Employer Address City State

Dates of Emplovment Type of work Reason for Leaving
Name of Supervisor

Employer - Address City. State

Dates of Employment Type of work Reason for Leaving
Name of Supervisor

5. Is cHent interested in seeking employment (if not currently working)? If so, what type of work? What
does he/she need io be successful? ' ' '

6. Transportation & Community Safety- Does this person ride the city bus safely? Are there any
community safety concerns? Does he/she need training or any restrictions?

IX. Goals

When was this client’s difficulties/diagnoses first noticed, and by whom?
(i.e., teacher, doctor, family)




State the nature of the client’s present problems and previous difficulties: (Reason for referral and what
assistance he/she will regularly need from staff)

Describe briefly your goals and expectations for the client and what you hope Mary Lee Foundation-Southpointe
cant accomplish:




Authorization for Emergency Medical Care

To Whom It May Cencern:

This is to certify that 1, the undersigned, consent to the adrinistration of anesthetics, and the performance
o1 whatever surgical procedure is necessary for

{Name of Client)

This Consent is given only to cover those instances, which are considered medical emergencies on the
advice of a physician when there is not sufficient time to notify me.

It is also agreed that Mary Lee Foundation may authorize routine medical and dental work, and
recommended diagnastic procedures — including electroencephalogram and immunizations.

Date Client Signature

Guardian Signature or Witness



B @ Austin Travis County
falal Integral Care

Behavioral Heith & Dreveingmentsl Diabiittor Sorvlon
AUTHOREIZATION FOR RELEASE OF PROTECTED HEALTH ENF{}MATION

Name: __ [2lw; -2 . S8
{Flease print)

| give paraission for Austie Travis Caundy indegral Care to releasa and or shara my protected heal® information (PHI) wity
-~ i _ '—a oY .
fame of Agency/Persor: MUJ\” Lee YOU ﬁf‘e oo
sass VAR LOMOT Scqppre DNVE
DidStin, Th 1470H
Contaei Number:___ ) CCAN N - 2 ; ,
Eail Address: —h’j e i MANICCTRUARANON & réj

‘The sgency { Person Hsted sbova has my permisslon io plok up medications st ATCIC ?hmmmﬁ‘"’"
The Agency i Person listed shove has my parmission to particivate n and allend oy appolntmenis.
ATCIC has parmlssion io laave 2 voice mal! messages at the specified contact pumber for purpeses of follew-ug.

INFORMATION TO BE RELEASED: Chack al! that apply

Demographic MCEOT Assessment Nurse’s Progress Noles -
Peychiafric Evaluation Harrafive Assessments Casewarker's Progress Notes
Crisis Assessiment Admiesier IDischarge Dates LA Resuitsf.ab Resulte
Ciagnosls Review Medication Listing Billing Racords
Daterminagion af Intektectal Psychatherapy Notes Orber:

Disabifity (012} Prascriber's Progress Notes

| understand that ihis authordzation extends o a&fnfaﬂnaﬁnn eontainetd i iy records about mental Mness, devalopmental disabilifies,
chemical or alcoho! dependency, communicable diseases such as HIV and AIDS, gentic injonnation, and any other ypes of pratected
health information, '

INFORMATION TO BE RELEASED SHOULD COVER THE TiME PERIOD FROM_ _ _TO__ ~__lfno
time pericd is given, the Information released will cover six (6] months back fom sionature dale.

THE PURPOSE OF THE RELEASE IS FOR THE FOLLOWING:

. Cnntinulty of Care Dizablitly Benafils At my request

Legal Setiool insurance  Other:

) understand that this authosization is volurlary and | mey refuse io sign this autherization. | further understand that iy seaithy care and tha
paymeni of my heaith care will nat be affected If | do el slgn this ferm. | understand that  can see the protected healh information that will
be disclased. if ihis infurmation is for myself, | can reguest that it ba given to me electronically. This authonzation extends to information
released in electionic, paper, and verbal fosat.

This guthorzation can be sancelad at any time, i witing, ta ATCIC, but the canceliztion wilt not afiact any disclosures already mare price ta
receipt of cancellalion notice. ATCIC cannot conkol how the pratected haglth information will be used by the agency/parsan who receives i
~ under fhis authorization.

Unless cancalled or ofherwise spedified, this autharization will expire ona year from date of signalure.

Other specified expiration date:
Cllent Stgnatura: Date:
Parent/Legal Guardian Signaiure: Dates
Printed Name: Relalicnship:

DISCLOSURE STATEMENT: This infarmation may be disclosed ‘o you from records protecied by Federal confidentiallty nue 42 CFR part 2. The
Federat rules prohibit you fram making sy further disclosure of this Information unless further disclosure Is expressly permitted by the written consent
of the person (o whem it partains or as otherwise permiltied by 42 CFR part 2. A general authorization for the release of medical o other information
is NOT sufficient for this purpese, The Federal rules restrict any wse of the infurmation to criminally investigate of pmseuts any sicohol ar drug
abuse patient.

Pleasa submit request for madical recards to:

ATCIC-Madical Records Depariment For office use only
B.0. Box 3548

Ausstin, Texas 78764-2548 Pracess
{812) 4404073 Fiies

{512) 445-7726 (FAX}
FORM #4000 (Revised 08/19/15)




Texms Dopatment of Aging

dadicaid Ectate Recovery Program Form BBG9
ana Claat¥tly Sarvices Recaipt Acknowladgemecst September 3012-g
Mewe of Apglicant or Individual Medicald I or Social Seousity No.

_ To Pamonz Applving for Long-Térm Came Services Paid by Medicsle

This i an informatlons! notice shly, Tho case mansger ov sligibility speciatist wiil Rk you to wign tels oo to shew the
state has met it oblgution ko [nfami yeu about Medizsld eatete recovery, You do net have to sign this femn. I yau
chooss ot is 2ign K, vous spplication for Madizald sgrvises will not ba denled {or thai resson. However, the sizte Enay
silll file & cfaln agalnet your estste after you dle, unless corisin exempticns or herdokins exist ot that fims,

Mediceld Estxie Rocovery Frograh

Medizaid is 2 govermmsnt progruT $at pays for heaith cans
sarvicez. Sarme of these sarvices ars for paopls as ey grow
otdar. Medicald paya for servioes thet hsalp psople siey in heir
oem homa. 8 slsa pays for people fo mave to o factiiy, such sg 2
nursing o, K that fs what they nesd.

To haly pay for thess long-{amm cero senvices, avary otats s
have a Medicald Estate Recovery Program (MERP). If you
recaive long-ieim czra asrvicas paid for by Medicsid, the slaie of
Texas has the right to aek for some monay back from your
sctate aftar you tis, in some casas, the siate may fnk ask for
anything back. The-sate will never ask for more money back
than # pald for your sarvices.

How doas this program weric?

You are recalving this notice becausa you sra applying for long-
{erm e sgrvicig coverad by MERF, When you die, the stats
will =and a natice to your estais repregentative ar helrs to remind
them that the =tate may ¥e & MERP clabm. The notica will sslc
therm far information =0 that the siaty cax deckie whether if
shauld flla & ciaim, er whether your esisle meets ona of the
excaplions describad betow.,

If the state fles & claim, Texas law sals out which cialg will be

palt frst. Tha stal's MERP cisim wil ba pald after the Tollowing
aapensas are paid first, If thare are any:

«  unpaid expsnses for your imesal and any expansas of
your final Hiness, up to $15,000;

+  unpakf axpenses frem your estale administrator for
managing your astate, or for keaping your asiale intsct,
and any expensss of a guardian who |8 appoinied for you
whie you are alive;

= ungai sacured clalms and tax liens Sled against your
home;

= unpald child support dsbts you owe;
= unpaid state and local toms vou owe; and

An estats i property, such 55 monay, # housa or other things of
valus that a pessan isaves to family mambers or otham (helrs}
wihen he or s dies, MERP dows nat apply {o alf propsrty thet a
person may own. Here ara some sxamples of property that the
state will not eoliect on:

+  iHe Insuranca policies that name & parson to receive tha
payment
»  Baok accounts that are paid on death to another pamson.

Dess MERP affect you?

Thia program will effect only lonp-term care conises vou recsive
afier the sge of 55 and oniy If you fivel Bppdy for feas servives
after March 1, 2005. If you appSed fov thess sarvives balors
fdarch 1, 2005, MERP doss not affect yow, If yixi wers on an
briarast st for sardces befora thed deta but did nof complets an
application fr services unl efier March 1, 2005, MERP doss
affact you,
Thia fullowlrg sarvices and programs s/ affected by MERP:

+  Mwshg Feclity Ca fursing homes)

< [Inlermediale Cars Facilty for individuals with an intellactual
Disablity or Relsted Canditiona {ICFMD)

*  Tha foowing Medlcsld Walver Programs:
s Hawe and Community-basad Sanices (HOS)

¢ Community {ving Assistanca and Suppart Sacvices
{CLASE)

o Texms Home Living (TxHmé) Waiver

o Deaf Blind with Multipls Dlsabilifos (DEMD) Waivar
o Consolideted Walver Programs (CWP)

a  Coramunlly Bazed Allersatives {CBA)

o STARHPLUS Waiver (SPW)

a  Integrated Cars Management Walvar (JCMYY}

e Community Atisndant Services [CAS)

WMERP slso alfacis ha costs of certsin hospitet and prescription
dreg sarvices you recaive. Primary Hums Care (PHC) 1s not
sffacied by MERP.

if you ars not sure whether MERE applos Lo e servicas you
will be recalving, you should ask your Depariment of Aging and
Disabliity Sefvicas (DADS) casa manager, if you are 3 Medicaki
mAanEged cana anrolles, you shauld ask your sevice coordinalor
with the hesith plan fram whiich you receive your sarvices,

Ara there any times when the stais wili not ask for
money back? st v s i
Yes; the state will not ak for money back efler you die it

= Yaur spouse ig stil alive.

= Yau have a child undar aga 21.

= You have a child of eny ag= who is blind or
permanently and totally disabiad.

= Your unmarvied adult child lves fudl-ma In your homa
for at laast one vesr befora you die.

+  The valua of vour estale is $10,000 or less,

»  Tha amount of your Medicaid costs was $3,000 or lass.

= The cost of seliing your property Is mare than the
pregarty [ worth.




Dioes the state tneke any sxcentions for hardship?

Yea, B sleie inay rot fite = MERF diaim 1o ask for motey bask
whien Bils would cauze an uridue herdehin for the belrs. The
si5te may gt £ hardship walvar whan:

= The ssizisz poparty |e a famfy businass, farm or rench i
2t fsegt 12 manths bafora you dis and 2 tha men source
of Incame for your helre.

* ‘Your hote would need fnsncls! pestsiance fiom the
goverriment i tha state Bee 2 MERP csim.

»  Your heks will b atls @ etop gaifing Srancal acsstancs
frogn he govammant i the shais doas net it & MERE
chaim

o You s recelving serdices a8 the reeult of baing 8 otna
viclim,

Thats aio dther cireumstencas thet may craste u hardship,

One typs of hardship applies [uet tn your hame. if ons or moms of
your halrs has a family inceme under 2 ceriain amount, MERP
rray grant a hardehlp wabear for up to $100,008 of yorz homa
valis.

Iri 2014, this incoma limil, for one person ia $32,878. For 2 family
of four, It is $57,050. Those figurms ars adjustsd sach year. To
get & walver based o an undus hardship, veur heire must ask
for [t and provida proof of the hardship,

Wi the state aver raduea the amount owed?

Yz, f you or somisons eise spande maney to maintln your
hiome while you are it 8 nurzing faclfity, thesa costs can be
daducied from the MERP claim. if you or someana slsa spands
monay to pay for cané that heips you liva at homs longes beiom
sntering & nursing hames, thase costs can be daductsd us wek,
‘our hedrg entest have recsipte 1o show whal was spant o0 yow
homa or satvices whan they ask the state to dedur:t?hese
amounts fom the MERP claim.

If yaur extata has dabte such asg funaral costi, logal cants or 8
home morigage, those coslz ace peid first before MERP s paid,

Ferm BRiy
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Yhet hagpoom i | give awey or transfor my eoeuts bafars
moving Inie & nirsing home?

Giving sway reswees i no compeneation, or miusing o
aezapt ncome, or reduding ncoma vou coidd mesive beform
maving Into » nursing heme may result ko

* @ penzly agninet you for not paying for nursing faclity or
CFMD feckily earvicen when you wors shie to 6o 20, or

=z decision by ihe sbels hak you se baliphla for wabmer
progrem eavices o sixim wuppodad Bving centor garvices,

Tha sinte may Tack-back™ up (o 80 months bafcs you appisd
for nurslng home, ICEAID ar walvar services o datonning whan
waur lncoms wae reduced s reacuices wers rensfsered, To
detarming how long you may be penslized {or prsvented from;
recalving atireing horme cave pald for by Madicald), the stata Wil
divide the value of your raneferred seests by the averngs coat
of nussing homa care sald for by a privete-pay petlant. The stats
vl calceitats the penally paried In tsnma of how leng ago you
tranefemad assois ond fiow long you mfuaed b scoept come
ar reducad your bcoms,

How een § gal mors infarmation on WBadicaid aststs
rOCOVEryT
For more datzlied inforrmalion on this program, call the agency's
foll-frem rumbor at 1-BOS-841-6356. Thia ling 1a ensawvered from
8:00 a.m, through S:106 pan., Monday through Friday, Voleamar
'z avaiiable 24 hours 2 day.
You may glse smsf your quasfions 1o
marpiEidads.ctats huus,

You may =iso vislt the DADS websile g

wvew diads. state tx, ue/servicesfestate_racovenyl,

Medicaid N or Sactsl Senudty Me,

11 have recelved and undarstand the Information about MERE,

Frinted Nama - Indtiduel Shriatm ~Dais
&S — Brsan | Relasonsnip o Ineicua Signee Ti=te
{# ol individualy
T Frinted Name - Cise Manager Sgnawre Ty

D Form 8031, MERF Recalpl Acknawledgemant, was provided o the noivicual or responaibla parson and the person chase nof io sign the foon.




ZTEXAS ot FOTS.E

Dapanment of Aging
and Disability Services

ideniificstion of Proferences
Laeal Cass Mumber

Kuma of Individiel o Racsive Services

The Local Inislisciual sd Devalopmeantsl Dbty Authonly (LIDDA}  Sendoes and suppors are mondded Saeed cuon gvallebilfty,
repveseniaiva provided the pdmary comespondend with on Explenetion

wiachs Devpivpmunis! i arvicas Suormis.
of in &l e % Disahiities 3 and i thae inchvidual's name i agted fo the Home 2nd Commurdty-based
Sendrms of Tarss Home LVng intovest 4, 1 is the responsibliy of the

When corpisiad, tis jomm servas as documentation of statad arimery eorrespardent o keap tha LIDDA informed of chenges 'o hie ue

prefarances far services and suppers a2 Indiczted an this foam, har contact information.
indicats the individiual's prefersiiesis) by ssivctng ot least ane of the follawing:
[ Home end Community-based Servces (HCS) Prograrm T

The indbvidual's name wil bs addad io the HOS interest iist.
ar
] Remown the ladividual's name from the HES Intecest Bet.
Thwe individual’s nzme will be remeved from the HCS Intarest list affeciive the daig the primary comespandent signs tis e,
Taxas Homw Living (TxHmb} Program
(3 thendividual's name wil be added o the TeHML inisrest lst.
or

1 Ramove the individual’s nams from the TxHmL intevast ksl )
Tha individual's nama will be removed from e TxHmk Inferast list affective the date the primarny correspondant signe this form,

Stats Supported Living Sentar (SSLT)
[} {Check only ¥ tha individusd wants [ha sarvice wihin ihe next 30 days.)
The pmeess 1o deteanine admiasion slighity will bagin Immadistaly,

Community-Basgd Inbsrmediste Care Fasithy for individualy with Eniciactus] DlazhRity JICFAIDY
{Thetk only i the indvidual wants the service within the naxt 30 days.}
The process o dalernine sdatssion vlighiiity will bagin immadiataly,

LIDDA Commmuntly Services snd Supporiz
{1 {Chack unly If Bws Individual wenis the sarvics within tive next 30 dsys.} .
The ghgibifty determination process will begin B5 oot 35 possibla as iocal resourrea sllow.

Commurity First Choice (GFC) Servicas
[ ¢Chisck oaiy t the Idividusl wants the sarvice within the next 38 days.)
The afgikity determination procsss will begin as soon 2s possibls as local resaurcas atiow.

P Frimary Corvespondent for Iniaraxt | st
Mame frequired)

Araa Code snd Telephane Na. {tequired)

Ksiling Acdress {racuired}

Attermale Teiephone No. (required, # avaliabic)

Slgnaturs — Primiary Cosrespandent Cata
{Raquired ¥ the individual's narme is To be removed tmm the HES or TxHmL imterest dst.)

T Eianature — LIRSA Feprsenaive (requed)

Tiitg — LIDA Hepresaniatve (reqlired) Onta




exss Dagectmert of Agitey
and Drsabiity Serdoes

Valvar ProgremiPrograms Spcional
Yerificetion of Freedom of Chelce/Veriivaciin de |lbra opcidn

Forn 80T
Saptember 2012

Hgma o indviduaiMNombre g8 i presoii

TARE ID/ALn. ds Mentiicasdn

Medicald HoRm, g Madicaly 1 )
[HES angd Tribel Only) i

Addrzen [Shewm, City, B, ZF Codelirecridn (cale, cluded, ashids vy oidigo pesial)

A2 7 suciplent or potent resipient of Redicald funded
sariesx, | undemstand thal | have § shotoe batenan the walver
progrie | haws gatectnd and the apolizahls fstititions;
pragresn fram which 2 18 wabved,

§ harves bean infomed of the sardcos avaliabla through the
wlver 5 | have saluctad, The vervites | worid recsive
through this walver progrus will bs dentiffed on my servics
plar.

| hnve raceived information 2bout e typaa of InsHiwtiorel
sarvices avaliabls to ma,

Broviding that | mest the etighlity reguiremaents, | have buen
given the cheles of stther inatitsiional or home and

communih-baced servicas end | choase the foilowing:

Cormmunity Living Asalsinnce and Support Services
]
{CLASS)

[ Consclldated Welver Pragram [CWP)

] Deat BBrd with Multipte Disablfites (DD
[ Wome and Communtty-Fased Services [HOS) Pregram

iritarmadizts Care FacHity for Individuals with en
intaRactust Disahllity or Relsted Condisna ICERI
{sstitutional Programn

] Huraing Faciity {NF) institutionsl Program
] Tazas Hema Living (ExHmL) Progrars

] oer

for tha following raascn:

Como bansficiark ¢ paalbie banaflciano de pervicion fnendadoa
o masdio do Mediosld, enfends qua i2ngo uns eptién ente ai
progama ppcional gue he selgvcionade v o) oroyrans insbiucionst
guz ma hublera comepondide,

Ha han lnformads ds log servicks disponiblet por meda del
pragrama opsional que ho seiectionads. Los seviclss aue mecibirlg

bajts asta programa opcand asiardn indicades en mié pizn da
servidon,

He recibide informackin sabm los fipoe de sarvicus inetitucinnzles
yue puadg racibir,
Siernpie y cuancs yo feas loe requisiics da slegibilidad, ma han

dadp in epdén de selasdonar antre pervicios insiutionszing y da
apxrya en e hogar y-eit la comunidad, ¥ escolo o siguients:

[] Servickoa de Anays y Astitencia para Vivie en la Comunitad
{CLASS}

Frograma Gpidonat Comblaada (CWP)

Programa E}pderﬂ‘ de Personas Sordodegss con
Diseapacidades Miftples (DBMO)

Programa de Servicios ar of Hogar v ania Comunidad {(HCS)

0000

Programa institucional da Canires de slandin Intemedia
péra personas con una discaracidad intalecial o un
padecirmienta redaciorado (ICFAID)

1

Frogramna Institucions! g Caniros pera Convalesientas (NF)

3

Frograma de Taxas pars Vivie an Casa (TxHmL]
[0 ot

por Ias slguisetes razanas:

Wi

Signeture ~ IndvidusiLugely Altharzed

Repiwsanintive Mafe/Fachs
Firma da |4 persona 0 e reprscacispnie iagalments avtodsdo
Signatum - Agancy Representaiive Oetefi-ache
Finna ool raprassnianie dad depariemends
Agsacy fismae Corersgs Sode {HTS and Tebknl. Omiy)

Nambs d=l depsriaments
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MARY LEE FOUNDATION
SOUTHPOINTE

PHOTO RELEASE FORM FOR PUBLICATION

I, do / de not (please circle) hereby give my
consent to the Mary Lee Foundation to take my picture, for use in publications for public
educational purposes, and for the Mary Lee Foundation website and Facebock page, with all
identifying information deleted.

Client or Guardian Signature

Yes No

Date



K g Austin Tl County
Jintegrai

thor iegshh@, pima pememig)mm T

m&m N WA FDUWJ&"?” oy Cods OHCK
e e ot WK

Provide Compary Phone Number: & {7,044 1- Fax Number;
Wame of Contact Person: T i6 1A Re&
E-msil address: %miwwve-?’w R A s DY
]

R
Individeal Keme:
Eute of Bivih: CARE W
Move in Date:

Addrens and name of Groop Home wheee Individual is residing:
meﬂmnbuefﬂmwhmhﬁﬁdufiinwiding:

Fhysician Name aod Lic #
Dt of bt phywical exsmipation:

Ummhmnupyﬂm and ICAP Booklet & Scoring
Notification of Offer:

ICEIDD Pravider Signatere:
Dite of Sigantare:

Matification of Acceptance:

Provider Chosea by:
Individual Printed Name:
Individusl TAR Signature:
Dste of Signnture:

Contect Farson: gitigan bgbuigirons@iatsie ore for further asnistance
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Marv Lee Foundation
ICF Paviment Explanation and Agreement

Severny Teyiis
Sined {963

A

Resident Name:

Date of Admission:

Date of Agreement:

An Intermediate Care Facility {ICF) 1s paid a daily rate for each resident, determined by Texas
Health and Human Services Commission (HHSC), depending on his/her Level of Need, which is
determined by the Local Authority. This daily rate pays for all the expenses of the facility. Some
of these expenses are: room and hoard, casec management, nursing, bookkeeping, direct care
staff, meals, medical bills not covered by other insurance (ic. Medicaid, Medicare, etc.), personal
hygiene items, 1tems for behavior management plans, bastc furnishings and maintenance.

This amount the facility i1s paid either comes 1) completely from Medicaid, 2} from Social
Security and Medicaid or 3) from the resident’s Applied Income/Co-pay (earnings from a job,
Soclal Security, other income sources) and Medicaid.

1. If the resident is receiving SSI, when the resident is admitted to the facility, the amount of
SSI he/she receives from Soctal Security will drop down to $30 per month and
Department of Aging and Disability Scrvice (DADS) will supplement the resident with a
Personal Needs Allowance (PNA) of $30 per month. ‘The resident will not pay for ICF
services at all, as Medicaid will completely cover the cost. The $60 he/she receives per
month will be strictly for the resident to receive in a weekly budget and Special Requests.

2. Ifthe resident is receiving SSDI or RSDI, when the resident is admitted he/she will likely
continue to receive the same amount from Social Security. However the resident keeps
only $60 for their PNA, strictly to be used for the resident to receive in a weekly budget
and Special Requests. Any amount from Social Security over $60 will go toward paying
for his/her living expenses in the ICF. The portion of the daily rate due from the resident
1s relerred to as Applied Income or Co-pay and it is calculated by HHSC.

L)

If the resident 1s working and receiving SSI, the SSI will likely be terminated or reduced
to §0. If the earnings from working are high enough then HHSC will calculate an
Applied Income due [rom the resident. The resident will retain $60 PNA from net earned



