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Enriching lives, preserving dignity.™





	LONG TERM CARE ACCESS PAPER REFERRAL FORM

	Mail to: 642 N Broad St. Phila, Pa. 19130   or Fax to Helpline at 215-765-9066

	SECTION 1 – REFERRAL INFORMATION

	SERVICE REQUESTED:    (   NURSING HOME GRANT       ( LIFE PROGRAM     ( INDEPENDENCE PROGRAM 

                                            (  PCA CARE AT HOME (options)     (  PDA WAIVER          ( ATTENDANT CARE 
                                            (   PERSONAL CARE BOARDING HOME       (   DOMICILIARY CARE    ( COMMCARE  PROGRAM

                                            (   OTHER  
________________________


(SPECIFY)
REFERRAL SOURCE NAME


                                     TITLE


PHONE #


                                AGENCY



             MAILING ADDRESS


                                       CITY


STATE


ZIP CODE



	SECTION 2 – CONSUMER INFORMATION

	                          LAST NAME


FIRST NAME

MI

                             ADDRESS


APT #

                                       CITY


STATE


ZIP CODE


                                       SS#
_ _ _ / _ _ / _ _ _ _
DATE OF BIRTH
_ _ / _ _ / _ _ _ _
PHONE #    _ _ _ - _ _ _ - _ _ _ _
 DIAGNOSES / HEALTH CONDITIONS


                 RECENTLY HOSPITALIZED
(
YES
(
NO
(
UNKNOWN

IF YES, SPECIFY:


DISCHARGE OR ANTICIPATED DATE


                                              HOSPITAL


                 ADDRESS (IF NOT IN PHILA.)




	SECTION 3 – ASSESSMENT SCHEDULING INFORMATION

	LOCATION OF ASSESSMENT

(
CONSUMER’S HOME

(
HOSPITAL

(
OTHER


                           (SPECIFY TYPE:  CAREGIVER’S HOME, DAY CARE, ETC.)
(SPECIFY ADDRESS)
IS THE CONSUMER AWARE OF REFERRAL
(
YES
(
NO

(
UNKNOWN
DOES CONSUMER HAVE A LEGAL GUARDIAN
(
YES
(
NO
(
UNKNOWN


IF YES, SPECIFY:
                 NAME



RELATIONSHIP


PHONE #



         ADDRESS


WILL COMMUNICATION ASSISTANCE BE NEEDED:
(
YES
(
NO

IF YES, SPECIFY:


IS THERE ANYTHING ABOUT ENVIRONMENT (HOME, PETS, NEIGHBORHOOD, ETC.) THAT ASSESSOR SHOULD BE AWARE OF TO PREPARE FOR VISIT
(
YES
(
NO

IF YES, SPECIFY:


IS CONSUMER CURRENTLY RECEIVING MEDICAL ASSISTANCE
(
YES
(
NO
(
UNKNOWN

IF YES, MA RECORD #:


(
UNKNOWN

          MA RECIPIENT #:


(
UNKNOWN

PRIMARY CONTACT FOR SCHEDULING (IF OTHER THAN REFERRAL SOURCE)


                                                        NAME



RELATIONSHIP


PHONE #



         ADDRESS


SECONDARY CONTACT FOR SCHEDULING


                                                        NAME



RELATIONSHIP


PHONE #



         ADDRESS




	SECTION 4 – HOSPITAL AND NURSING HOME REFERRALS ONLY

	IS THIS CONSUMER AN OBRA TARGET?
(
YES
(
NO

(
UNKNOWN


IF YES, SPECIFY OBRA TARGET DIAGNOSIS



HAS MNACHLR BEEN COMPLETED?     (YES
(
NO      IF YES, ATTACH RESPONSE TO THIS REFERRAL



	SECTION 5 – FOR PCA CARE AT HOME APPLICATIONS ONLY

(NOT NEEDED FOR PDA WAIVER OR NH APPLICATIONS OR HOSPITAL REFERRALS)


	IS CONSUMER’S MONTHLY GROSS INCOME OVER $1,809?
(
YES
(
NO
(
UNKNOWN
                             ARE CONSUMER’S ASSETS OVER $8,000?
(
YES
(
NO
(
UNKNOWN
                                       IF YES, ARE ASSETS OVER $40,000? 
(
YES
(
NO
(
UNKNOWN
                                                   


	COGNITIVE STATUS (CHECK APPROPRIATE LEVEL)

	COGNITIVE
	(  CLEAR
	(  OCCASIONALLY CONFUSED
	(  CONFUSED
	(  UNKNOWN

	WITHDRAWN/DEPRESSED
	(  NEVER
	(  OCCASIONALLY
	(  MOST OF TIME
	(  UNKNOWN

	WANDERS
	(  NEVER
	(  OCCASIONALLY
	(  MOST OF TIME
	(  UNKNOWN

	ADL FUNCTIONING (CHECK APPROPRIATE LEVEL)

	BATHING
	(  SELF
	(  WITH ASSISTANCE
	(  TOTAL CARE
	(  UNKNOWN
	

	EATING
	(  SELF
	(  WITH ASSISTANCE
	(  TOTAL CARE
	(  TUBE FED
	(  UNKNOWN

	TRANSFERS
	(  SELF
	(  WITH ASSISTANCE
	(  WITH DEVICE
	(  UNABLE
	(  UNKNOWN

	MOBILITY
	(  AMBULATORY
	(  CANE / WALKER
	(  WHEELCHAIR
	(  CHAIR/BEDBOUND
	(  UNKNOWN

	DRESSING
	(  SELF
	(  WITH ASSISTANCE
	(  TOTAL CARE
	(  UNKNOWN
	

	BLADDER
	(  CONTINENT
	(  OCCASIONAL

     ACCIDENTS
	(  INCONTINENT
	(  CATHETER
	(  UNKNOWN

	BOWEL
	(  CONTINENT
	(  OCCASIONAL ACCIDENTS
	(  INCONTINENT
	(  OSTOMY
	(  UNKNOWN

	TOILETING
	(  SELF
	(  WITH ASSISTANCE
	(  COMMODE
	(  DIAPER
	(  UNKNOWN
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