of Human Services

)
>( Oregon Department

Application for the
Oregon Project Independence-Medicaid (OPI-M)

Name of individual:
DOB: SSN: Are you a U.S. Citizen or National?

Physical address: County:
City: State: Zip:

Mailing address (if different):
City: State: Zip:

Phone #: Email address:

Ethnicity: Race:
Language(s) spoken:

What is the preferred language for communication

in person, over the phone, or virtually?
Language(s) read:

What is the preferred language for written communication?

Alternative formats requested: None Audio Braille Compact disk
Diskette Large print Oral presentation USB thumb drive

Marital status: Name of Spouse:

Spouse DOB: Spouse SSN:

Primary contact person:

Relationship to individual:

Primary contact phone number:

Primary contact email address:

Office use only:  Branch #: DOR: Prime #:

Is the applicant in the ONE system?| [YES| |NO Case number:

Notes:

Staff Instructions




Financial Eligibility Review:

Please note: The following pages request income and resource information. We
may request additional documentation to verify the information that is provided.

Financial Information:
Income

Please indicate all your gross monthly income and your spouse’s income (if
applicable). Include only your income and your spouse’s income (if applicable). Do
not include income of any other household members. Gross income is the amount
of income prior to any taxes or other deductions (example: Medicare premium)
being taken out.

Income Examples:
e Salaries

e |nterest and dividend payments
e Pensions or other retirement income
e Income from Social Security

Your income type: Gross income:

& P P P hH P

Spouse's income type:

&P & & P

Please note: The Department will review any reported income. We may not count
some of your income when determining eligibility for this program.


JD Tilford
Sticky Note
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Resources

Include any resources you or your spouse own. A resource is something that has
value. Personal belongings such as your clothing, yard equipment, household
furnishings are not included. If additional space is needed, please include the details
on a separate document and include it with this application.

Resource Examples:
e Checking/Savings or other similar accounts
e Cash cards
¢ Annuities, stocks, bonds
¢ |IRAs, pensions, or other retirement benefits
e Real property such as your primary residence, rental properties, etc..
¢ Any motor vehicles such as cars, trucks, trailers, ATVs, boats, etc..

Resource Type: Bank/Institute Name:  Value: ggg(ﬁ?ce;
$
$
$
$
$
$ []
$
$ []
$
$ []

Please check this box if you are providing this information on a separate document.

Please note that the final value of the resource, or how the resource is counted, will
be determined by the Department by following Oregon Administrative Rule.


JD Tilford
Sticky Note
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Do you or your spouse have a prepaid burial or funeral arrangement? YES NO

First and last name of person insured:

Funeral home and location:

What is the current value of the funeral/burial plan? $
How is it funded? Burial insurance Irrevocable trust Lic. funeral provider

Revocable trust Burial fund

Do you or your spouse own a life insurance or burial insurance policy? | |YES NO

First and last name of person insured:

Insurance type (whole life, term, burial):

What is the face value of this insurance plan? $

First and last name of person insured:

Insurance type (whole life, term, burial):

What is the face value of this insurance plan? $

Property transfer

Have you, or other applicants, sold, traded, given away or transferred (including to or
from a trust) any of the following: personal property, cash, real property (land or
building, or Life Estate interest) or the proceeds from a home equity loan within the last

60 months (5 years)?

|:| YES, give us the information below. |:| NO

Property Transfer  |Value at Amount Amount owed |Amount received
description date transfer received to you per month

Are any of the property transfers listed above resulting from a divorce? YES| [NO

If transferred to or from a trust, is the trust irrevocable? YES NO

Attorney's name: Phone number:




)’(Oregon pepartment  Authorization for Electronic | ‘Orf’gon h-h
of Human Services ea

Verification of Resources S\ sthority

IMPORTANT

This form is required if you are: This is because we may need to review for
long-term care or programs based on age or
being blind or disabled. These programs
require electronic verification of resources.

* Receiving or eligible for Medicare.
* Age 65 or older, blind or disabled.
* Requesting long-term care.

Signing this form gives Oregon Health Authority (OHA) and Oregon Department of Human Services (DHS)
permission to electronically verify banking records.

Person Requesting Benefits

Name:
(First name) (Last name)
Social Security number:‘ ‘ ‘ - ‘ - ‘ ‘ ‘ ‘Birthdate: ’ ‘ / ‘ ‘ / ’ ‘ ‘ ‘ ’
Spouse (Requesting or not requesting benefits?*)
Name:
(First name) (Last name)
Social Security number*: ‘ ‘ - ‘ - ‘ ‘ ‘ ‘Birthdate:‘ ‘ ‘ / ‘ ‘ ‘ / ‘ ‘ ‘ ‘ ‘

* A social security number and signature are required if you are also requesting benefits. A spouse who is not
requesting benefits is not required to give their social security number or sign this form. However, it will help
speed up our decision. If you do not give a social security number and sign this form, we may ask you for up
to five years of banking records.

Authorization

| authorize electronic verification of my resources held at banks and credit unions in order to determine and
redetermine Medicaid eligibility. This authorization will end if you are denied, if your benefits close, or if you
ask us to end it in writing.

If we review for long-term care or programs based on age or being blind or disabled, failure to fill out
and sign this form may result in a denial, reduction or closure of benefits.

Signature of person requesting benefits Today’s date
Signature of spouse Today’s date
For office use only Case number:

MSC 2639 (03/20)



Your rights (what you can expect from ODHS and OHA):

® DHS and OHA will treat you with respect in a fair and polite way.

® What you tell ODHS and OHA we will keep private.

® You can ask for help to apply, fill out forms, or report changes in your preferred language.

® ODHS and OHA will give you information in a format or language you can understand.

® ODHS and OHA will do its best to meet your special needs if you have a disability. DHS and
OHA follow the Americans with Disabilities Act and Section 504 of the Rehabilitation Act.

® Your right to a hearing:

» If you disagree with the decisions OHA or ODHS make about your eligibility for this program,
you have the right to request a hearing.

» You can ask for a hearing if you do not get a decision from us within 45 days.

» You have the right to choose an authorized representative to act on your behalf during the
hearing process.

» You can request a hearing in writing or by letting ODHS know.

» If you want a hearing, you must request it within 90 days of the date on the eligibility notice
you will receive (in the mail or email ). Your deadline to request a hearing does not change

even if you contact us.

Your responsibilities (what you must do):

e Give ODHS and OHA true, correct and complete information.

e Give proof of certain things you report. If you cannot get proof, you must let us contact
other people or agencies for proof when we need to.

e Allow ODHS and OHA staff to visit your home to get information about your case.

e Report changes to ODHS and OHA.

* Help ODHS and OHA get proof if your case is chosen for a review. Cases are chosen at
random to take partin a review.

Individual/Authorized Representative Signature: Date:

Decision Notice




Oregon 500 Summer St. NE, E-24 Salem, OR 97301
t Phone: 503-945-5780
Email: dhs.privacyhelp@odhsoha.oregon.gov

Authority www.oregon.gov/OHA/Pages/index.aspx
MEDICAL ASSISTANCE AND
PREMIUM ASSISTANCE PROGRAMS
Your Information. This notice describes how medical information about
Your Rights. you may be used and disclosed and how you can get
Our Responsibilities. access to this information. Please review it carefully.
You have the right to: A
e (et a copy of your health and claims records
e Correct your health and claims records
e Request confidential communication » See page 2 for
e Ask us to limit the information we share more information on
e (et a list of those with whom we’ve shared these rights and how
your information to exercise them
e (et a copy of this privacy notice
e Choose someone to act for you
e File a complaint if you believe your
privacy rights have been violated )
. . )
You have some choices in the way that
we use and share information as we:  , gee page 3 for
* Answer coverage questions from your family more information on
and friends these choices and
* Provide disaster relief how to exercise them
e Market our services and sell your information
/
)
We may use and share your
Our information as we:
l_JSES G (VI o el manage the health care freatment you receive
VERGEITESY o Run our organization
e Pay for your health services » See pages 3 and 4 for
e Administer your health plan more information on
* Help with public health and safety issues these choices and
* Do research how to exercise them
e Comply with the law
¢ Respond to organ and tissue donation requests and
work with a medical examiner or funeral director
e Address workers’ compensation, law enforcement,
and other government requests
¢ Respond to lawsuits and legal actions

. J
MSC 2090 (2/2014) Notice of Privacy Practices - Medical Assistance ® Rev 20140127 Page 1




When it comes to your health information, you have certain rights.
This section explains your rights and some of our responsibilities to help you.

Get a copy of
your health and
claims records

Ask us to
correct health and
claims records

Request confidential
communications

Ask us to limit what
we use or share

Get a list of those
with whom we’ve
shared information

Get a copy of this
privacy notice

Choose someone
to act for you

File a complaint if
you feel your rights
are violated

e You can ask to see or get a copy of your health and claims records and other health
information we have about you. Ask us how to do this.

¢ We will provide a copy or a summary of your health and claims records, usually
within 30 days of your request. We may charge a reasonable, cost-based fee.

e You can ask us to correct your health and claims records if you think they are
incorrect or incomplete. Ask us how to do this.

¢ \We may say “no” to your request, but we’ll tell you why in writing within 60 days.

e You can ask us to contact you in a specific way (for example, home or office
phone) or to send mail to a different address.

e We will consider all reasonable requests, and must say “yes” if you tell us you
would be in danger if we do not.

e You can ask us not to use or share certain health information for treatment,
payment, or our operations.

e We are not required to agree to your request, and we may say “no” if it would
affect your care.

e You can ask for a list (accounting) of the times we’ve shared your health infor-
mation for six years prior to the date you ask, who we shared it with, and why.

¢ We will include all the disclosures except for those about treatment, payment,
and health care operations, and certain other disclosures (such as any you
asked us to make). We'll provide one accounting a year for free but will charge a
reasonable, cost-based fee if you ask for another one within 12 months.

e You can ask for a paper copy of this notice at any time, even if you have agreed to
receive the notice electronically. We will provide you with a paper copy promptly.

e [f you have given someone medical power of attorney or if someone is your legal
guardian, that person can exercise your rights and make choices about your
health information.

¢ We will make sure the person has this authority and can act for you before we
take any action.

e You can complain if you feel we have violated your rights by contacting us using
the information on page 1.

e You can file a complaint with the U.S. Department of Health and Human
Services Office for Civil Rights by sending a letter to 200 Independence Avenue,
S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting
www.hhs.gov/ocr/privacy/hipaa/complaints/.

e \We will not retaliate against you for filing a complaint.

MSC 2090 (2/2014) Notice of Privacy Practices - Medical Assistance ® Rev 20140127 Page 2



For certain health information, you can tell us your choices about
what we share. If you have a clear preference for how we share your information in the situa-
tions described below, talk to us. Tell us what you want us to do, and we will follow your instructions.

In these cases, e Share information with your family, close friends, or others involved in
you have both the payment for your care
right and choice e Share information in a disaster relief situation

to tell us to: If you are not able to tell us your preference, for example if you are unconscious,

we may go ahead and share your information if we believe it is in your best
interest. We may also share your information when needed to lessen a serious
and imminent threat to health or safety.

In these cases * Marketing purposes
we never share e Sale of your information
your information e Most psychotherapy notes

unless you give us
written permission:

Our
XX How do we typically use or share your health information?
IR [ X300 We typically use or share your health information in the following ways.

e \We can use your health information
and share it with professionals who
are treating you.

Example: A doctor sends us
information about your diagnosis
and treatment plan so we can
arrange additional services.

Help manage the
health care treatment
you receive

E(ample: We us; hee%

I
I
L I
Run our ¢ \We can use and disclose your |
organization information to run our organization | information about you to
and contact you when necessary. develop better services
for you.
¢ We are not allowed to use genetic |
information to decide whether we |
will give you coverage and the price I
of that coverage. This does not apply
to long term care plans. |
Pay for your e \lVe can use and disclose your health |  Example: We share information about
health services information as we pay for your you with your dental plan to coordinate
health services. | payment for your dental work.
Administer e \We may disclose your health | Example: Your company contracts
your plan information to your health plan with us to provide a health plan,
sponsor for plan administration. | and we proviade your company with

certain statistics to explain the
| premiums we charge.

MSC 2090 (2/2014) Notice of Privacy Practices - Medical Assistance ® Rev 20140127 Page 3



How else can we use or share your health information? We are allowed or required to share your

information in other ways — usually in ways that contribute to the public good, such as public health and research. We have

to meet many conditions in the law before we can share your information for these purposes. For more information see:
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

Help with
public health
and safety issues

Do research

Comply with the law

Respond to organ and
tissue donation
requests and work
with a medical
examiner or funeral
director

Address workers’
compensation, law
enforcement, and
other government
requests

Respond to lawsuits
and legal actions

¢ \We can share health information about you for certain situations such as:
e Preventing disease
e Helping with product recalls
e Reporting adverse reactions to medications
e Reporting suspected abuse, neglect, or domestic violence
e Preventing or reducing a serious threat to anyone’s health or safety

e \We can use or share your information for health research.

¢ \We will share information about you if state or federal laws require it,
including with the Department of Health and Human Services if it wants
to see that we’re complying with federal privacy law.

¢ We can share health information about you with organ procurement
organizations.

¢ \We can share health information with a coroner, medical examiner, or funeral
director when an individual dies.

e \We can use or share health information about you:
e For workers’ compensation claims
e For law enforcement purposes or with a law enforcement official
e With health oversight agencies for activities authorized by law
e For special government functions such as military, national security, and
presidential protective services
¢ \We can share health information about you in response to a court or
administrative order, or in response to a court order.

| OHA may use or release protected health information (PHI) from enroliment forms to help determine what programs
you are eligible for or what kind of coverage you should receive.

IIl.  OHA follows the requirements of federal and state privacy laws, including laws about drug and alcohol abuse and
treatment and mental health conditions and treatment.

lIll. OHA may use or release substance abuse records if the person or business receiving the records only has a specialized

agreement with OHA.

IV. If OHA releases information to someone else with your approval, the information may not be protected by the
privacy rules and the person receiving the information may not have to protect the information. They may release
your information to someone else without your approval.

MSC 2090 (2/2014) Notice of Privacy Practices - Medical Assistance ® Rev 20140127
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Our Responsibilities

e We are required by law to maintain the privacy and security of your protected health information.

e We will let you know promptly if a breach occurs that may have compromised the privacy or security
of your information.

¢ \We must follow the duties and privacy practices described in this notice and give you a copy of it.

e We will not use or share your information other than as described here unless you tell us we can in
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you
change your mind.

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you. The new
notice will be available upon request, on our website, and we will mail a copy to you.

Approved by Suzanne Hoffman, COO 2-14-2014

This Notice of Privacy Practices applies to the Oregon Health Authority and its business associates,
including the Oregon Department of Human Services.

To use any of the privacy rights listed above you can contact your local OHA office.

To request this notice in another language, large print, Braille or other format call 503 -378-3486,
Fax 503-373-7690 or TTY 503-378-3523. It is available in English and translated into Spanish, Russian, Vietnamese,
Somali, Arabic, Burmese, Bosnian, Cambodian, Korean, Laotian, Portuguese, Chinese, large print, and Braille.

OREGON HEALTH AUTHORITY

Privacy Officer, 500 Summer Street NE, E-24,
Salem, OR 97301

Email: dhs.privacyhelp@odhsoha.oregon.gov
Phone: 503-945-5780

Fax: 503-947-5396

MSC 2090 (2/2014) Notice of Privacy Practices - Medical Assistance ® Rev 20140127 Page 5
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Oregon Department JAPEiE
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Within Reach

Client Complaint Information

We want to help you with any complaint you may have with the Department of Human Services. You
may tell your complaint to your worker or a manager. For assistance in reviewing a problem you may
be having with a ODHS program or service you may also contact:

Governor’s Advocacy Office

500 Summer Street NE, E17 Salem,
OR 97301

Phone: 1-800-442-5238 (TTY 711)
Email: DHS.info@odhsoha.oregon.gov

Complaints Involving Discrimination

ODHS follows and observes state and federal civil rights laws that prohibit discrimination.

All applicants and clients that qualify for services will receive assistance and will not be denied based
on age, race, color, national origin, sex, religion, political beliefs or disability. Complaints concerning
discrimination (being treated differently than others) by the Supplemental Nutrition Assistance Pro-
gram (SNAP) can be filed with ODHS or the federal office for the USDA Office of Civil Rights.

For Supplemental Nutrition Assistance Program (SNAP):
U.S. Department of Agriculture
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, D.C. 20250-9410
202-690-7442 (fax)
program.intake@usda.gov

Filing federal complaints involving other ODHS programs:

U.S. Department of Health and Human Services
Office for Civil Rights

2201 6th Ave. M/S: R/X-11

Seattle, WA 98121-1831

1-800-368-1019 (telephone)
OCRComplaint@hhs.gov

Discrimination complaints may be filed with ODHS:
Oregon Department of Human Services
Customer Service & Discrimination Complaints
500 Summer Street NE, E- 17
Salem, Oregon 97301-1079
1-800-442-5238 (telephone)
dhs.info@odhsoha.oregon.gov

You can get this document in other languages, large print, braille or a format you prefer. Contact DHS-OHA at
503-378-3486 or email dhs-oha.publicationrequest@state.or.us. We accept all relay calls or you can dial 711.

DHS 9001 (04/22), Recycle prior version
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OPI-M Decision Review Guide

Eligibility Case Manager (ECM) Instructions:

- Review the questions listed below on page one and two of this document. Based
on your answers, potential denial language for OPI-M will be generated on page
two of this document.

- If the individual is not eligible for OPI-M, staff must copy and paste the denial
language generated on page two of this document into the OPI-M decision notice
starting on page three of this document.

- For denials specific to income or resource, the ECM must include the individuals
financial information and the OPI-M income and resource limits in the denial
language. (Limits can be found on CM Tools...)

- ECMs are responsible for ensuring the denial language is correct.

Non-Financial Criteria Review

Individuals under the age of 60 must meet the following two additional requirements
for this program:

1. The individual must be determined disabled by the Social Security
Administration. If the individual does not have this determination, they are
required to go through the PMDDT process. This must be completed before an
MED review.

PMDDT Process Completed N/A

2. The primary need for assistance is driven by physical needs. If the individual
has a mental/emotional/substance abuse disorder or the need for assistance is
unclear, an MED review must be completed. If the individual is determined
eligible for services under the ODDS program, they are not eligible.

MED Review Completed N/A

All individuals must meet the following requirements:

1. Meet citizenship or permanent residency requirements

2. Live in a home that meets in-home service living arrangements per OAR
411-030-0033

This page is intentionally left blank.





Assessment Criteria Review

An assessment of the individual’s care needs is required to determine if the need
for assistance falls within Service Priority Level 1-18, per OAR 411-015-0010.

Assessment Completed

Has the following eligibility criteria been met?

Financial Income Criteria Met*:  Yes No
Financial Resource Criteria Met*: Yes No
Non-Financial Criteria Met: Yes No
Assessment Criteria Met: Yes No

*If the individual does not meet the eligibility criteria for income, resources, or both you
must enter their countable income/resources identified in the financial review and enter
the current income/resource limits in the denial language below.

Denial language (copy & paste this language into the decision notice below):

This page is intentionally left blank.





Local branch address

\¢ Oregon
Oregon Department &g 1 h
)C)f Human Services ]@t

Authority
Oregon Project Independence - Medicaid Ading and
. . eople with
(OPI-M) Decision Notice Disabilities
Name:
The Oregon Department of Human Services (ODHS) is taking the action(s) below. Date sent:

If you have any questions, please contact your local branch.

, e : , Prime number:
If you disagree with this action, you have the right to ask for a hearing.

Read parts 1 and 2 on page 2 and 3 of this form for more information.

As of your request for long-term care services provided by the Date of birth:
Oregon Project Independence - Medicaid program has been select

Case manager:
On your Oregon Project Independence - Medicaid benefits will

be: select Contact phone:

Distribution: one copy to the individual and record | Print Notice Clear Notice
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Your Hearing Rights

What you can do when you do not agree with this decision:

* You have the right to challenge this decision by requesting a hearing. Hearings are held by the Office of
Administrative Hearings, which is independent from the Department of Human Services (DHS) or Oregon
Health Authority (OHA).

If you want a hearing, you must request it on time.

* You can also talk with a manager. You can call a local office phone number listed at
https://www.oregon.gov/DHS/Offices/Pages/index.aspx. Your deadline date to request a hearing (part 1
below) does not change even if you are in contact with a manager or are trying to reach one. If you still
need further assistance, you may contact the Governor's Advocacy Office at 1-800-442-5238.

Part 1 — Ask for a hearing.

What must | do to get a hearing? For food benefits and medical eligibility, you can ask for a hearing on form
MSC 0443, by phone, in writing, or by asking a DHS employee in person. For other benefits, you must fill out
an Administrative Hearing Request form (MSC 0443) and return it to a DHS or OHA office. You can get this
form at a DHS or OHA office or on the web at https://apps.state.or.us/Forms/Served/me0443.pdf. Your local
office can help you with a hearing request. You may request a hearing at any time if you disagree with the
current amount of your food benefits. You have 90 days to request a hearing for food benefits, medical
eligibility, and for TANF reductions for not cooperating with your case plan. For medical service denials: if
you are a fee-for-service member you have 60 days from the date of notice to request a hearing; if you are
enrolled in a Coordinated Care Organization (CCO), once the appeal is completed through your CCO you
have 120 days from the date on the Notice of Appeal Resolution letter to request a hearing. In other
situations, DHS must receive your request within 45 days from the date on the notice.

Note to military personnel: Active duty service members have a right to stay (delay) these proceedings
under the federal Servicemembers Civil Relief Act (SCRA). For more information, you may contact the
Oregon State Bar (1-800-452-8260), the Oregon Military Department (503-584-3571) or the nearest legal
assistance office, legalassistance.law.af.mil.

Who can help with my hearing? For food benefits and for medical programs, anyone may represent you. In
all other programs, you must represent yourself or have a lawyer or a legal assistant (supervised by a Legal
Aid attorney) represent you. You may call the Public Benefits Hotline (a program of Legal Aid Services of
Oregon and the Oregon Law Center) at 1-800-520-5292 for advice and possible representation.

What are my other hearing rights? At the hearing, you can tell why you do not agree with the decision.

You can have people testify for you. The laws about your hearing rights and the hearing process are at
OAR 137-003-0501 to 0700, 410-120-1860, 410-141-0264, 461-025-0300 to 0375, ORS 183.411 to 183.470
and ORS 411.095.

What happens if there is no hearing? If you do not ask for a hearing on time, or if you withdraw the
hearing request or miss your hearing, you may lose your right to a hearing. This notice will be
the final DHS or OHA decision (called a “final order by default”). You will not get a separate final
order by default. The case file, along with any materials you submitted in this matter, is the
record. The record is used to support the DHS decision upon default. You may appeal the final
order by default by filing a petition in the Oregon Court of Appeals (ORS 183.482). If you do not
ask for a hearing, this appeal must be filed within 60 days of the date this notice becomes a final
order, by default. If you withdraw a hearing request or miss your hearing, the appeal deadline is
set out in the dismissal order.

(Page 2 of 3





Part 2 — How can | keep getting benefits until my hearing?

* You can ask for your benefits to stay the same until the hearing decision (“continuing benefits”). For food
and medical benefits, use form MSC 0443, phone, write or ask a DHS employee in person. In other
programs, you must ask on the Administrative Hearing Request form (MSC 0443).

* You must ask your branch for continuing benefits by either the “effective date” on the notice, 10 days
after the date of the notice, or (for medical only) 10 days after receipt of the notice. You must ask by
whichever date is /ater.

* If you keep getting benefits but lose the hearing, you must pay back the benefits you should not
have received.

* |f you don't keep getting benefits and win the hearing, DHS or OHA will give you the benefits you
should have received.

Part 3 — Can | have an expedited hearing?

You may have the right to an “expedited hearing” for any of the following types of benefits or situations:
* Expedited or emergency food benefits

 JOBS and Pre-TANF payments

» Temporary Assistance for Domestic Violence Survivors (TA-DVS) eligibility and payments

* In a medical case, you have an immediate need for health services and standard timeline for the appeal
process could jeopardize your life or health or ability to attain, maintain, or regain maximum function

» DHS or OHA denied your request to keep getting benefits until your hearing.

DHS and OHA do not discriminate against anyone. This means that DHS|OHA will help all who qualify and
will not treat anyone differently because of age, race, color, national origin, gender, religion, political beliefs,
disability or sexual orientation. You may file a complaint if you believe DHS or OHA treated you differently
for any of these reasons. MSC 0447 (10/19)
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Assessment Criteria Met:

		23:    Yes 
         Yes              

Yes              

Yes              

		24:    No 
         No              

No              

No             

		20: Off

		18: Assessment Criteria Review

		19: An assessment of the individual’s care needs is required to determine if the need for assistance falls within Service Priority Level 1-18, per OAR 411-015-0010.

		21: Assessment Completed

		1: Non-Financial Criteria Review

		2: Individuals under the age of 60 must meet the following two additional requirements for this program:

		13: All individuals must meet the following requirements:



		Text55: OPI-M Decision Review Guide

		Text57: We have reviewed your eligibility for the OPI-M program. You are not eligible for this program at this time. The reason(s) for this decision (including Oregon Administrative Rule numbers) is provided below.

		Text58: We have reviewed your eligibility for the OPI-M program. You have been determined eligible for this program.  A case manager will work with you to develop a plan that meets your needs.

		The reasons for this action including the Oregon Administrative Rule numbers are: 

		Denial Language: 

		IncomeYes: Off

		IncomeNo: Off

		ResourceYes: Off

		ResourceNo: Off

		NonFinancialYes: Off

		NonFinancialNo: Off

		AssessmentYes: Off

		AssessmentNo: Off

		Text65: Has the following eligibility criteria been met?

		Text63: Eligibility Case Manager (ECM) Instructions:

		Text64: - Review the questions listed below on page one and two of this document. Based on your answers, potential denial language for OPI-M will be generated on page two of this document.

- If the individual is not eligible for OPI-M, staff must copy and paste the denial language generated on page two of this document into the OPI-M decision notice starting on page three of this document. 

- For denials specific to income or resource, the ECM must include the individuals financial information and the OPI-M income and resource limits in the denial language. (Limits can be found on CM Tools...) 

- ECMs are responsible for ensuring the denial language is correct. 

		Text66: Denial language (copy & paste this language into the decision notice below):

		Button67: 

		Button68: 

		Prime number: 

		Text70: This page is intentionally left blank.

		Text33: *If the individual does not meet the eligibility criteria for income, resources, or both you must enter their countable income/resources identified in the financial review and enter the current income/resource limits in the denial language below.  






OPI-M Application Staff Instructions

Financial Review

Finding Information in the ONE System:

You can quickly search the ONE system to find a person's
information.

If the individual has been approved for benefits in ONE within 45 days
of the application for OPI-M, then the income gathered in ONE can be
used for OPI-M eligibility and has been verified using the Reasonable
Compatible process for medical benefits.

To see their income, click "View", then "Data Collection", and select
"Income" and "Income Summary". This information can be copied
onto the application.

To see their resources, click "View", then "Data Collection", and
select "Resource" and "Resource Summary". This information can
also be copied onto the application. However, if "Asset Verification"
was not completed in the ONE system, the individual will need to fill
out form MSC 2639 - Authorization for Electronic Verification of
Resources. This will allow for Asset Verification to be completed
outside the ONE system.

Information Not in the ONE System:

All income must be provided on this application.

All resources must also be provided on this application. Asset Verification
will need to be done outside the ONE system, and the individual will need
to fill out form MSC 2639.

The income and resource information are manually entered into Oregon
ACCESS.

If any of these situations apply and additional support is needed, please
contact OPIM.Support@odhsoha.oregon.gov.

Trusts
Annuities
Resources over the resource limit, but the individual has a spouse

Disqualifying Transfer





		Text71: OPI-M Application Staff Instructions
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