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EXECUTIVE OFFICE OF ELDER AFFAIRS

HOME CARE PROGRAM APPLICATION

APPLICANT:____________________________________________________ DOB:







                             
SPOUSE: ______________________________________________________ DOB: 







Address: _________________________________________________     City/Town: ____________________

	INCOME

 Do not complete Income Section 

 For MassHealth clients.
	
	A. APPLICANT
	
	B. SPOUSE

	
	
	Monthly
	Annual
	
	Monthly
	Annual

	
	
	
	
	
	
	

	a. Social Security
	
	
	
	
	
	

	Medicare/Part B
	
	
	
	
	
	

	b. Rental (Rental Worksheet)
	
	
	
	
	
	

	c. Interest
	
	
	
	
	
	

	d. Dividends/Annuities
	
	
	
	
	
	

	e. Pensions:
	
	
	
	
	
	

	f. Other:
	
	
	
	
	
	

	g. Other:
	
	
	
	
	
	

	      Monthly Subtotals
	
	
	x 12 =
	
	
	
	x 12 =
	

	     Annual Totals
	
	
	
	
	
	

	h. TOTAL
	
	


Please read the following and sign below to attest to these statements:

· The above information is true to the best of my knowledge and belief.

· If eligible, I agree to pay a monthly co-payment for services not to exceed 

.

· If I do not pay the monthly co-payment, my services may be terminated.

· I understand that my monthly co-payments may increase each year. I will be informed in writing at least 30 days before the fee is increased. 

Signatures:


Applicant:  __________________________________________________
Date: 


 __



__

Spouse:  ____________________________________________________
Date: 




________
Witness/Representative:  _______________________________________
Date:








CM/RN:  ____________________________________________________
Date:









_________________________________________________ Determination Date: ______________________

_________________________________________________     Notification Date:  ______________________

This document is also available in other accessible formats upon request.

Elder Affairs 7/2003 HCP 1-A

HCP Application  

	FINANCIAL INSTITUTIONS

	Name
	
	Address
	
	Amount

	
	
	
	
	$

	
	
	
	
	$

	
	
	
	
	$


Comments : ______________________________________________________________________

________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

FOR ASAP USE:

ELIGIBILITY:


FINANCIAL:
Applicant
Spouse


(
1. Voluntary/NonMedicaid


AGE:  

(
Eligible



           
(   
Eligible


(
2. Cost Sharing/Fixed






(
Ineligible                              
( 
Ineligible


(
3. Cost Sharing/Utilization


FIL:     

(
Eligible 




    
(
Eligible


(
4. Respite/Overincome






(
Ineligible 




(
Ineligible


(
5. Over income




     
NEED: 

(
Eligible 


       

(  
Eligible















(
Ineligible 




(
Ineligible

Comments:






____


































_____
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EXECUTIVE OFFICE OF ELDER AFFAIRS

HOME CARE PROGRAM APPLICATION FOR MASSHEALTH MEMBERS

APPLICANT:____________________________________________________ DOB:







                             
SPOUSE: ______________________________________________________ DOB: 







Address: _________________________________________________     City/Town: ____________________

MassHealth Card #     ___  ___  ___  ___  ___  ___  ___  ___  ___  ___  

  Sequence #   ___  ____

MassHealth RID#

___  ___  ___ - ___  ___ - ___  ___  ___  ___  - ___  
  Spousal Waiver:
   Yes       No

  





  














  Spend-Down:
   Yes
     No
Signatures:


Applicant:  __________________________________________________
Date: _____________________
Spouse:  ____________________________________________________
Date: _____________________

Witness/Representative:  _______________________________________
Date:








CM/RN:  ____________________________________________________
Date:









_________________________________________________ Determination Date: ______________________

_________________________________________________     Notification Date:  ______________________

FOR ASAP:





Applicant
          Spouse
   1.  ELIGIBILITY 
AGE: 
(   Eligible
           (    Eligible





(   Ineligible
           (    Ineligible




FIL:
(   Eligible
           (    Eligible





(   Ineligible
           (    Ineligible




NEED: 
(   Eligible
           (    Eligible





(   Ineligible
           (    Ineligible

   2.  ANNUAL REDETERMINATIONS

DATES:


SIGNATURES:

_____________________________             ___________________________________________________________

This document is also available in other accessible formats upon request.
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