	SPOUSAL PAY PROGRAM ELIGIBILITY DETERMINATION TOOL

	Consumer:      
Prime #:      
SPL:         Date:      
	HCW/Spouse:        Provider #:      
CM:      
Branch:      
	Yes
	No

	Is the individual determined eligible for Medicaid benefits?
	[bookmark: Check21]|_|
	[bookmark: Check22]|_|

	Does the individual meet all eligibility requirements for in-home services as described in OAR 411-030-0040?
	[bookmark: Check23]|_|
	[bookmark: Check24]|_|

	Is the individual completely dependent on others (Full Assist) in at least 4 of 6 ADLs based on a recent assessment?
	[bookmark: Check25]|_|
	[bookmark: Check26]|_|

	Full Assist in 4 of 6 ADLs?
	Yes
	No
	Central Office (CO) will review available information for each ADL to ensure that the proper assist level is selected.

	· Bathing and Personal Hygiene
	[bookmark: Check1]|_|
	[bookmark: Check2]|_|
	

	· Toileting (Elimination)
	[bookmark: Check3]|_|
	[bookmark: Check4]|_|
	

	· Dressing and Grooming
	[bookmark: Check5]|_|
	[bookmark: Check6]|_|
	

	· Eating
	[bookmark: Check7]|_|
	[bookmark: Check8]|_|
	

	· Cognition
	[bookmark: Check9]|_|
	[bookmark: Check10]|_|
	

	· Mobility (Ambulation)
	[bookmark: Check11]|_|
	[bookmark: Check12]|_|
	

	Would this person require nursing facility level care in the absence of Medicaid in-home services (OAR 411-015-0100(1)(2))?
	[bookmark: Check13]|_|
	[bookmark: Check14]|_|

	[bookmark: Text31]Does the individual have a qualifying debilitating medical condition as described in OAR 411-030-0080(2)(c), and is this information documented in Oregon ACCESS (OA)? Condition/Diagnosis:      
	[bookmark: Check15]|_|
	[bookmark: Check16]|_|

	Do the service needs for this person exceed in extent and duration the usual and customary services rendered by one spouse to another?
	[bookmark: Check17]|_|
	[bookmark: Check18]|_|

	Does the spouse provider meet all requirements for enrollment as a HCW in the Consumer-Employed Provider Program and is authorized to provide Medicaid in-home services as described in OAR 411-031-0040?
	[bookmark: Check19]|_|
	[bookmark: Check20]|_|

	Is it verified that the HCW/spouse is not designated or functioning as a Consumer Employer Representative (CE Rep/737 Form), and/or if required (based on the consumer’s cognitive needs), an approved CE Rep has been designated as described in OAR 411-030-0040(4)(5) and documented in OA? CE Rep:      
	[bookmark: Check27]|_|
	   |_|

	Is the HCW/spouse legally married to the individual applying for Spousal Pay Program services (OAR 411-030-0020(53))?
	[bookmark: Check28]|_|
	[bookmark: Check29]|_|

	Does the HCW/spouse demonstrate the capability & health to provide the principal services, including the majority of service plan hours (at least 51% of available hours), for which payment has been authorized? 
	[bookmark: Check30]|_|
	[bookmark: Check31]|_|

	Put Service Plan in Pending Status in OA, send to CO to Review (OAR 411-030-0080(2)(i))

	Central Office Review and Approval Required (Completed by CO Staff)

	Ttl. Alwd. Hrs.. ADL/IADL
	Ttl. Excpt. Hrs.
	Ttl. Asgn, Hrs. ADL/IADL

	Eligibility Determination
[bookmark: Check32][bookmark: Check33]Pending: |_|Yes  |_|No
[bookmark: Check34][bookmark: Check35]Approved: |_|Yes|_| o
Effective Dates: __/0__/202_ --__/__/202_
	Central Office Approval: The Department has determined that consumer (name) (Prime # ) is eligible for the Spousal Pay Program based on their functional needs’ assessment and Spousal Pay Program eligibility criteria (OAR 411-030-0080(2)(i)). Spousal Pay Program benefit approved with the Begin Date of __/__/202_ and End Date of __/__202_. 



