
Ohio Department of Job and Family Services
HOME CHOICE - ELIGIBILITY CHECKLIST
(To be completed at time of assessment)
	Name 
     
	Date of Birth (MM/DD/YYYY)
     

	Medicaid # (12 digits)
     
	Anticipated discharge date 

     

	Facility Name

     
	Facility Phone Number
     

	Facility Address
     

	Type of Facility  (check one)
	  FORMCHECKBOX 
 Nursing Facility
	 FORMCHECKBOX 
 ICF-MR
	 FORMCHECKBOX 
 Hospital
	 FORMCHECKBOX 
  Other

	LENGTH OF STAY
Has the consumer met the 6 month minimum continuous length of stay requirement?
 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No 

	If no, is it anticipated that the minimum stay will be reached prior to discharge? 
 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

	Has consumer had other stays?
 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No
	 If so, list facility name and dates below

	
	Stay 1  
	Facility Name
      

	
	
	Date of Admission
      
	Date of Discharge
      

	
	Stay 2
	Facility Name
      

	
	
	Date of Admission
     
	Date of Discharge
     

	NOTE: Participants must have a 6 consecutive month length of stay in a long term care facility (hospital, NF, ICF/MR).

It may include stays in multiple facilities.

	MEDICAID ELIGIBILITY
Has the consumer had at least one Medicaid claim during their institutional stay? 
 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

	LEVEL OF CARE
Has an institutional level of care been assigned? 
 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

	If so, check type

 FORMCHECKBOX 
 ILOC
 FORMCHECKBOX 
 SLOC 
 FORMCHECKBOX 
 ICF/MR

	RECOMMENDED HCBS PROGRAM / DISPOSITION

	Consumer is referred to County Board of MRDD

(check all that apply)
 FORMCHECKBOX 
  IO waiver waiting list

 FORMCHECKBOX 
  IO waiver enrollment

 FORMCHECKBOX 
  Initiation of Transition Coordination Services
	Consumer is referred to ODA 

 FORMCHECKBOX 
  PASSPORT waiver enrollment

	
	Consumer is referred to County Board 

 FORMCHECKBOX 
  Alcohol, Drug Addiction and Mental Health Services

	Individual is referred to ODJFS (check all that apply)
 FORMCHECKBOX 
  State Plan Services

 FORMCHECKBOX 
  Transitions Carve-Out waiver enrollment

 FORMCHECKBOX 
  Transitions MR/DD waiver enrollment

 FORMCHECKBOX 
  Ohio Home Care waiver enrollment
	HOME Choice Denial (check all that apply)
 FORMCHECKBOX 
  Did not meet level of care

 FORMCHECKBOX 
  Discharge prior to meeting length of stay requirement
 FORMCHECKBOX 
  Success Project referral

 FORMCHECKBOX 
  Waiver needed. No slot available


	Consumer Name

     
	Medicaid # (12 digits)

      

	QUALIFIED RESIDENCE*

	Has the consumer found housing?
 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

	If yes, is the housing a qualified residence?
 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

	If no, is it anticipated that the consumer will move into a qualified residence at the time of discharge?
 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

	* Qualified Residents/Types of Supported Housing include

	· A residence owned or leased by the individual or the individual’s family member.  Qualified units have an individual lease, lockable access and egress and include living, sleeping, bathing and cooking areas over which the individual or individual’s family has domain and control;    OR 


	· A residence in a community-based residential setting in which no more than four unrelated individuals reside (e.g., adult foster home, adult family home, assisted living facility, non-ICF/MR residential facility, Type 1 mental health residential facility, Type 2 mental health residential facilities, group home for children, family foster home, medically  fragile foster home, or pre-adoptive infant foster home for children.


	EMPLOYMENT

	 FORMCHECKBOX 
 Interested in employment
	 FORMCHECKBOX 
 Not interested in employment

	 FORMCHECKBOX 
 Currently employed
	 FORMCHECKBOX 
 Other      

	Additional Comments

     

	Recommended approval for HOME Choice ?
 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

	COMPLETED BY

	Name  (Please print)

     
	Phone Number 

     
	Date

     

	AGENCY NAME
	 FORMCHECKBOX 
 ODA
PSA Region       
	 FORMCHECKBOX 
 ODMR/DD
County       
	 FORMCHECKBOX 
 ODJFS/CareStar
Region      

	Send completed form to:
HOME Choice, Central Intake Unit

ODJFS/ Bureau of Community Services Policy (BCSP)
Fax Number: 614-466-6945
or

Email:  MFP@jfs.ohio.gov
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