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DEPARTMENT OF HEALTH SERVICES
Division of Medicaid Services
F-00075LP  (01/2020)
	
	CIP

	IRIS (INCLUDE, RESPECT, I SELF-DIRECT)
AUTHORIZATION

	Completing and signing this form is voluntary; however, no referral to or transfer within the IRIS Program can be processed without the completed signed form. The IRIS Authorization form (F‑00075) has multiple functions and must accompany all referrals to or transfer within the IRIS Program. All information entered must be complete and accurate. Aging and Disability Resource Center (ADRC) or Tribal Aging and Disability Resource Specialist (TADRS) staff completes and submits to the IRIS consultant agency (ICA).

	I. REFERRAL INFORMATION— The referral agent (ADRC OR TADRS) completes all boxes in this section.

	Date – ICA granted read only access to LTCFS
[bookmark: _GoBack]     
	Date – Referral to ICA 
     

	Participant Information



	Name (Last, First, MI)
[bookmark: Text2]     
	Date of Birth
     
	County of Residence
     

	Native American/Alaskan Native 
|_| Yes  |_| No
	Native American/Alaskan Native Affiliation:
[bookmark: Text25]     

	Address
     
	City
     
	Zip Code
     

	Phone Number
     
	Email Address
     
	Best Time to Contact
     

	Established Guardianship
[bookmark: Check42][bookmark: Check43]|_| Yes  |_| No
	Activated Power of Attorney for Health Care
|_| Yes  |_| No
	Activated Power of Attorney for Finance
|_| Yes  |_| No

	Name – Guardian / POA Contact
     

	Phone Number – Guardian / POA
     
	Best Time to Contact
     

	Medicaid Eligibility Established (initial referral only)
|_| Yes  |_| No  |_| Pending
	Medicare or Other Insurance (initial referral only)
|_| Yes  |_| No

	Beneficiary Name (First, MI, Last)
[bookmark: Text23]     
	Medicare Beneficiary Identifier (MBI)
[bookmark: Text24]     

	Monthly Cost Share Amount (initial referral only)
	IRIS Monthly Budget Estimate (initial referral only)

	$
	     
	(enter 0 if no cost share)
	$
	     
	(as noted in LTCFS)

	SSI-E (initial referral only)

	[bookmark: Check39][bookmark: Check40][bookmark: Check41]|_| Receiving     |_| Not Eligible     |_| Declined

	Person is currently enrolled in (check only one)

	|_| Children’s Waiver (CLTSS)

	[bookmark: Check21]|_| Waitlist / No Prior Program
	|_| SSI Managed Care

	[bookmark: Check15]|_| Family Care / Partnership MCO—Specify MCO Name:
	

	|_| IRIS—Specify ICA Name: 
	[bookmark: Dropdown1]

	

	Other Pertinent Information (Check all that apply)

	[bookmark: Check23]|_| In need of Immediate Services
	|_| Has a Protective Placement

	|_| Currently served by CSP
	|_| Relocation / Currently living in non-allowable setting (NH, IMD, CBRF, etc.)

	[bookmark: Check30]|_| Language Interpreter Needed

	[bookmark: Check26][bookmark: Text21]|_| Other—Specify:      

	II. IRIS CHOICE AND RELEASE OF INFORMATION—The referral agent (ADRC OR TADRS) completes Section II. Section II secures participant authorization for the IRIS referral or transfer and also obtains participant authorization for the ADRC OR TADRS and current long term care agency to share the specified participant confidential information with the IRIS consultant agency. The ADRC OR TADRS reviews all information, checks each box as information is shared with the participant. The participant/legal guardian, conservator, or activated power of attorney affixes his/her signature and the date of the signature as indicated. The ADRC affixes their signature and the date of the signature immediately below the participant/representative signature as indicated.

	Name of Chosen ICA
     

	[bookmark: Check17]|_| I am interested in considering becoming an IRIS Waiver participant. I understand I will have the opportunity to meet with a consultant from IRIS who will provide me with additional information about IRIS.
[bookmark: Check18]|_| I understand that a referral to the IRIS consultant agency is not a commitment to enroll in the IRIS program.
[bookmark: Check19]|_| I or my representative may withdraw from IRIS at any time upon request.
[bookmark: Check20]|_| I authorize that the above selected IRIS consultant agency be given access to the following information to help me enroll in IRIS:
· Access to my Long Term Care Functional Screen (LTCFS) information
· Copy of my CARES screen (identifies cost shares and financial eligibility)
· Medical remedial expense details (as needed)
· Current copy of my Individual Support and Service Plan (ISSP) / Member Centered Plan (MCP) (if applicable and available)
· Medical documentation
· [bookmark: Text22]Other – Specify:      	

	Signing this form does not guarantee eligibility for the IRIS Program or the ability to transfer between ICAs.

	SIGNATURE – Applicant
	Date Signed

	
	

	SIGNATURE – Legal Guardian, Conservator, or Activated Power of Attorney
	Date Signed

	
	

	SIGNATURE – ADRC Worker
	Date Signed

	
	

	III. INFORMATION COMPLETED BY

	Name – ADRC OR TADRS
     

	Name – ADRC OR TADRS Worker Completing Form
     
	County
     

	Phone Number
     
	Email Address
     

	IV. IRIS REFERRAL BACK TO ADRC OR TADRS

	Name – ICA
     
	Name – Staff Person
     
	Date
     

	|_| Customer requested withdrawal
	|_| IRIS Program Requested Withdrawal

	|_| ICA Transfer Denied

	Reason: 
	     



