














Bathing and personal hygiene

Going to the bathroom

Dressing and grooming

Memory and understanding

Getting up and down and moving 
around your home

Meal preparation

Housekeeping

Medication management

Shopping

Transportation



     

 

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 I 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. 



     

Part 2 — How can I 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 later. 

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

• If 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 I 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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You can get this document in other languages, large print, braille or a format you 
prefer. Ask staff in the local office to help you. We accept all relay calls or you can  
dial 711. 


 


Representative Choice Form 
 


 
I may use this form to choose: 


• A consumer employer representative and/or 
• A client representative. 


Consumer employer representative 
I understand that if I choose to receive in-home services provided 
by a homecare worker, I must be able to either: 


• Manage the employer duties listed below or 
• Choose someone to manage them for me. 


 
Employer duties 
The consumer employer’s duties, or the consumer employer 
representative’s duties, include: 


• Locating, screening and hiring a qualified homecare worker 
• Supervising and training the homecare worker 
• Scheduling the homecare worker’s work, leave and 


coverage 
• Tracking the hours worked and verifying the authorized 


hours the homecare worker completes 
• Recognizing, discussing and trying to correct any work 


problems with the homecare worker 
• Terminating an unsatisfactory homecare worker and 
• Following all employer responsibilities required by law to 


ensure the workplace is safe from harassment.  
 


I understand that: 
No one paid to provide me services can be my consumer  
employer representative. If it is determined that my consumer 
employer representative cannot perform the duties, I must 
choose a new one. If I select a consumer employer 
representative, any decisions should still be made with me. 


 


 
 


 
Client 
      


Date comp. 
      


Case number 
      


Prime number 
      


Date of birth 
      


SSN (last 4) 
     


Branch code 
      


Worker 
       


Worker phone 
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Consumer employer representative information 
Check one of these boxes: 


 I choose to manage my own employer duties. 


 
______________________________________________             
Signature of consumer employer      Date 


 


 I choose to have a consumer employer representative. 


 Name:       (first, middle, last) 
 Date of birth:       Relationship to me:       


 Street address:       


 City, state, ZIP:       


 Phone number(s):       (specify type: cell, work, home) 
 
 


By signing below, I accept responsibility, on behalf of the client, for the employer 
duties listed on page 1, under “Consumer employer representative.” If I cannot or 
choose not to continue these duties, I will notify the person I have been helping 
and that person’s case manager.   


 


______________________________________________             
Signature of consumer employer representative, if any  Date 


 


 


 


 


 


 


 


 


 







  Page 3 of 4 
  SDS 0737 (Rev. 05/18) 


Client representative 
I understand that I can appoint someone to help me make long-term care decisions. 
For example, a person I choose may help me decide where to live, who to use as my 
provider, and make decisions that will keep me safe. I would use this person if I want 
support or am no longer able to make decisions for myself. 


I do not have to name anyone. If I do not choose someone and it is determined I can 
no longer make decisions for myself, APD will appoint a client representative for me. 
APD will use this priority order: 


• Guardian or other legal representative 
• Spouse 
• Majority of adult children 
• Parent 
• Majority of adult siblings 
• Any adult relative or friend 
• Advocacy agency or individual 


Unless I give other instructions, APD will use the person I choose only if a doctor or 
other health professional determines that I am no longer able to make decisions. 


If I choose to name a client representative, I understand that no matter who I choose 
and how much I want them involved: 


• If I disagree with my chosen decision-maker, APD will listen to me first. 
• I have the right to contest decisions I disagree with that my client representative 


makes on my behalf. 
• APD will encourage and support me to be included whenever my client 


representative makes decisions on my behalf. I understand APD wants me in the 
driver’s seat when it comes to planning my services. 


I may revoke or change my chosen client representative(s) at any time. 


I understand: 
I do not have to choose a client representative. If I do not choose a client 
representative and my health or safety is at risk, APD may appoint one for me.  
The use of a client representative: 


• Does not mean I am incompetent 
• Does not take away my legal and civil rights. 
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Client representative information  
Check one of these boxes and sign below. 


 I do not want to choose a client representative. 


 I do want a client representative, but cannot identify anyone at this time. 


 For future decision-making, I choose the following persons to make long-term care 
decisions for me if I am unable: 


My first choice is: 


 Name:       (first, middle, last) 
 Date of birth:       Relationship to me:       


 Street address:       


 City, state, ZIP:       


 Phone number(s):       (specify type: cell, work, home) 
  


My second choice is: 


 Name:       (first, middle, last) 
 Date of birth:       Relationship to me:       


 Street address:       


 City, state, ZIP:       


 Phone number(s):       (specify type: cell, work, home) 
  


My third choice is: 


 Name:       (first, middle, last) 
 Date of birth:       Relationship to me:       


 Street address:       


 City, state, ZIP:       


 Phone number(s):       (specify type: cell, work, home) 
 


______________________________________________             
Signature of client        Date 
 


For APD office use only 


 No client representative identified. APD will appoint one if needed.  
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	Service Options: Service Options
	Text22: Oregon Project Independence - Medicaid (OPI-M) provides limited, non-medical, assistant to optimize an individuals natural supports and personal resources in an effort to promote quality of life and independent living while helping individuals remain in their home.The following service options may be available to support your in-home plan. Working with your Services Case Manager, indicate which service options you would like to include with your in-home plan. Your Services Case Manager can explain the benefits and availability of each service option.  
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	Text113: (Example: Weekly shopping - no other supports. Taking 30m a week.) 
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	Summary: Service Plan Summary for 
	PC1: You have chosen to receive services through Oregon Project Independence - Medicaid (OPI-M), including the following benefit options: 
	Individual Name: (Enter name you would like us to use)
	Prime#2: Prime:
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	SO1: 
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	Text75: Your Services Case Manager will work with you to coordinate and authorize your chosen benefit options.
	Homeplan: ■ You have chosen to receive in-home care from a HCW or agency caregiver. You will will receive the following paid hours of support every two weeks:          . These hours will begin once you have chosen a Medicaid provider and they have received authorization to work from your Services Case Manager. Your provider may be eligible for reasonable mileage reimbursement if they need to take their own vehicle to shop on your behalf.
	Homeplanhrs: 0
	HDMtext: ■ You have chosen to receive home delivered meals (HDM). You can receive up to two meals a day. You and your Services Case Manager have determine you will need       meals a month. 
	HDM1: 0
	Agreement: Service Plan Agreement
	Assessment Msg: This service plan helps to meet your needs. It adds to your existing supports without replacing them. Above is an overview of your chosen benefit and service options. If the service plan does not meet your needs, please contact your Services Case Manager. You have the right to an appeal if you continue to disagree with your service plan.    
	Siging Msg: Signing your service plan means you have participated, reviewed and received the provided information. OPI-M is an in-home benefit only. It does not provide services in a residential or nursing facility setting. It is important for you to sign this page and return it to your Services Case Manager as soon as possible. 
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	SCM Signature: ___________________________________________________________________________________Services Case Manager Signature                                                    Date                Phone #
	sigdate2: 
	Text1: 
	Sig2: 
	Makemost: Making the Most of Your In-Home Services
	makemost: Personal choice is very important to Aging and People with Disabilities (APD). However, APD cannot always honor your preferences. Medicaid can only cover the minimum necessary to meet your needs. We can only provide hours for the specific Activities of Daily Living (ADLs) and Instrumental Activities of Daily Living (IADLs) defined in rule. There are things APD cannot pay your provider to do. 
	makemostexample: ■ For example, APD cannot authorize hours for pet care, companionship, yard work or to cover just in case situations.
	wepayfor: Activities we can pay a provider to help with include:
	ADLscovered: Activities of Daily Living (ADLs):
	IADLscovered: Instrumental Activities of Daily Living (IADLs):
	Providers can do: Your paid provider can help you by:
	Hands-on: ■ Physically assisting you with some or all of an activity. 
	Cueing: ■ Providing verbal or visual clues to help complete some or all of an activity. 
	Stand-by: ■ Providing immediate support if you have a history of being unable to complete an activity.
	Monitoring: ■ Providing intervention when needed if they observe an immediate need.
	Reassurance: ■ Encouraging and supporting you during times of abnormal physical and emotional stress.
	Redirection: ■ Refocusing and engaging in desired activities.
	Support: ■ Help set up your environment to maintain your independence.  
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