Ohio Department of Job and Family Services

HOME CHOICE - INFORMED CONSENT
	Consumer Name (Last, First, MI)
     
	Medicaid # (12 digits)
     

	I understand that enrollment in the HOME Choice program is my choice.  I also understand that I may be asked to participate in a Quality of Life Survey after I have been enrolled in the program.

 FORMCHECKBOX 
     I agree to participate in the HOME Choice program.

 FORMCHECKBOX 
    I do not want to enroll in the HOME Choice program at this time.  I understand that I may reapply if my needs or circumstances change.
RESPONSIBILITIES

I understand and agree to the following conditions and responsibilities as a participant in the Ohio Home Choice program:

I will move from the nursing facility, ICF/MR or hospital to a qualified community residence.  A qualified community residence is:

· A residence owned or leased by me or my family; or 

· A residence in the community in which no more than 4 unrelated people reside.

I will have been in the nursing facility, ICF/MR or hospital at least 6 months before I move.

I will be eligible for Medicaid for 30 days prior to my move.

I may receive up to $2,000 to help buy the things I need once I move.  I understand that ODJFS will deposit this money into an account under my name with the HOME Choice Financial Management Service.
· Funds can be used for furniture, start-up groceries, personal items, applications for apartments, security deposits, utility deposits, etc.

· Funds cannot be used for televisions, radios, uniforms, or memberships.
· Funds can be used before or after I move up to 365 days post discharge.

· Unused funds will be returned to ODJFS.

 I may receive Transition Coordination services prior to my move.  Transition Coordination services includes: 

· Help getting benefits such as SSI and food stamps

· Help finding a place to live

· Help with finding a doctor, pharmacy and other community resources.

· Help with buying things I’ll need once I move.

I will receive services from either a Medicaid waiver or Medicaid State Plan on the day I move.

I may be eligible for the following demonstration services as determined by the program administrators for up to 365 days after I move.
· Independent living skills training,

· Community support coaching,

· Social work /counseling services,

· Nutrition services, and

· Community transition services (assistance in the purchase of necessary goods and services needed for relocation).



	Consumer Name  (Last, First, MI)
     
	Medicaid # (12 digits)
     

	I may also be eligible for supplemental services which include computers and service animals.

I understand that my HOME Choice Demonstration and Supplemental Services will end on day 366 of my participation in the program but I will be able to continue to receive my waiver or state plans services as long as I meet the required eligibility requirements.

I understand that I will participate in the development of my service plan and will be available to meet with my transition coordinator and case manager as required.

I will be available to meet and communicate with representatives from the HOME Choice program for up to two years after I discharge from the long-term care institution.  I realize that my services plan and health outcomes will be monitored and reviewed by representatives from the HOME Choice program.  I will notify the HOME Choice program if I move during the follow-up period.


	Consumer Signature
	Date

     

	Legal Guardian Signature
	Date

     

	Authorized Representative (if consumer unable to sign)

     
	Date

     

	Relationship To Consumer

     
	Address

     

	Case Manager Signature
	Date

     

	GUARDIAN’S RESPONSIBILITIES
I understand as the guardian of person for a consumer who is participating in the HOME Choice Program that I agree to the following:

· To be a resident of the State of Ohio

· To participate in discharge planning

· To be available to participate in a service planning meeting at least annually

· To comply with all probate court required reporting requirements

Please describe the level of contact you have had with this consumer over the past six months.

 FORMCHECKBOX 
  face to face visits
if so, how many      
 FORMCHECKBOX 
  telephone contacts
if so, how many      
 FORMCHECKBOX 
  telephone, email  or other contact with the facility regarding care  if so, how many      
 FORMCHECKBOX 
 telephone, e-mail or other contact with other professionals regarding care  if so, how many      


	Legal Guardian Signature
	Date
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