AIDS Medi-Cal Waiver Program (MCWP)

Initial/Ongoing Resource Evaluation


	

SECTION 1
PRIVATE MEDICAL INSURANCE  

	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

INSURANCE COMPANY:       
ADDRESS:
     
CITY/STATE:

     
ZIP CODE:
     

	POLICY/GROUP NUMBER:       
CONTACT PERSON:
     
PHONE NUMBER:
     


	IS CLIENT ELIGIBLE FOR CARE/HIPP: 
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

IF YES, IS CLIENT ENROLLED:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

IF NO, REFERRED:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

	ELIGIBILITY:

    PROVIDED:             AVAILABLE:

DME:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

PSYCHOTHERAPY:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

NUTRITIONAL COUNSELING:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
NUTRITIONAL SUPPLEMENTS:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

MEDICAL TRANSPORTATION:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
	                                         PROVIDED:
  AVAILABLE:

HOSPICE:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
SKILLED NURSING: 
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

CNA/CHHA:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO HOMEMAKER:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO




	LIMITATIONS/EXCLUSIONS/PRIOR AUTHORIZATIONS:       


	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      

	COMMENTS:       
     
	COMMENTS:       
	COMMENTS:       
	COMMENTS:       

	

SECTION 2
MEDICARE  

	MEDICARE:  
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO    FORMCHECKBOX 
 N/A
IF NO, REFERRED:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO


	MEDICARE NUMBER:        
EFFECTIVE DATE:      
PART A:  FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO      PART B:  FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

PART D:  FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      

	COMMENTS:       
	COMMENTS:       
	COMMENTS:       
	COMMENTS:       

	

SECTION 3
MEDI-CAL MANAGED CARE  

	

	 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO  
NAME OF PLAN:       

	POLICY/GROUP NUMBER:       


	CONTACT PERSON:       
PHONE:       

	PHYSICIAN NAME:       
PHONE:       


	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      

	COMMENTS:       
	COMMENTS:       
	COMMENTS:       
	COMMENTS:       

	

SECTION 4
MEDI-CAL  

	MEDI-CAL:  
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

IF NO, REFERRED:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO


	MEDI-CAL NUMBER:       
ISSUE DATE:      

	ELIGIBILITY WORKER:       
PHONE NUMBER:       
	SOC $:         
MEETS MONTHLY SOC THROUGH:

 FORMCHECKBOX 
 ADAP


 FORMCHECKBOX 
 IHSS


 FORMCHECKBOX 
 OTHER:      


	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      

	COMMENTS:          
 
	COMMENTS:       
	COMMENTS:       
	COMMENTS:       

	

SECTION 5

AIDS DRUG ASSISTANCE PROGRAM (ADAP)

	ADAP:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

IF NO, REFERRED:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO


	DOES CLIENT UTILIZE ADAP FOR 

HIV DRUGS :          FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

	PHARMACY:      
	PHARMACY PHONE:      
	PHARMACY CONTACT:      

	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      

	COMMENTS:       

	COMMENTS:       
	COMMENTS:       
	COMMENTS:       

	

SECTION 6

CALIFORNIA CHILDREN’S SERVICES (CCS) 

(Children Only)

	HAS CHILD APPLIED FOR CCS:  
 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO 

IF NO, REFERRED:
  FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO 


	ENROLLMENT DATE:       

	CASE WORKER:        

	CASE WORKER PHONE NUMBER:      

	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      

	COMMENTS:       

	COMMENTS:       
	COMMENTS:       
	COMMENTS:       

	

SECTION 7

IN HOME SUPPORT SERVICES (IHSS)

	IS CLIENT ENROLLED: 
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

IF YES, HOURS AUTHORIZED/MONTH:        


IF NO, REFERRED:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO



	CASE WORKER: 
      
PHONE NUMBER:
      



	IHSS WORKER:    
     
PHONE NUMBER:
     




	DATE OF REFERRAL FOR REEVALUATION OF IHSS HOURS:

DATE:       
DATE:       
DATE:       
DATE:       
DATE:       
	HOURS CHANGED:    FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO   (SEE SERVICE PLAN)

HOURS CHANGED:    FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO   (SEE SERVICE PLAN)

HOURS CHANGED:    FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO   (SEE SERVICE PLAN)

HOURS CHANGED:    FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO   (SEE SERVICE PLAN)

HOURS CHANGED:    FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO   (SEE SERVICE PLAN)



	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      
	CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 

DATE:      

	COMMENTS:       

	COMMENTS:       
	COMMENTS:       
	COMMENTS:       

	

SECTION 8

SIGNATURE

	CASE MANAGER: ______________________________  TITLE: __________________________________  DATE: ______________

CASE MANAGER: ______________________________  TITLE: __________________________________  DATE: ______________

CASE MANAGER: ______________________________  TITLE: __________________________________  DATE: ______________

CASE MANAGER: ______________________________  TITLE: __________________________________  DATE: ______________
CASE MANAGER: ______________________________  TITLE: __________________________________  DATE: ______________




	CLIENT NAME:
	CHART NUMBER:
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