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ADRC or Tribal ADRS Referral to Income Maintenance for Long-Term Care Services

Instructions: Completion of this form is voluntary, however this form must be completed by the aging and disability resource center (ADRC) or Tribal ADRS and sent to income maintenance when a person is receiving QDWI/QMB/SLMB/SLMB+ or does not currently have full benefit Medicaid and is requesting enrollment or referral to a long-term program. 

Agency information

Date of referral to income maintenance:      	

[bookmark: _Hlk215736550]RFA/case number:      	

ADRC or Tribal ADRS staff name:      	

ADRC or Tribal ADRS staff email:      	

ADRC or Tribal ADRS staff phone number:      	

Referral information

Referral for:
|_| Family Care   |_| IRIS   |_| PACE   |_| Partnership   |_| MA only   |_| MAPP   |_| Medicare Savings Program
|_| Divestment   |_| Asset assessment

Type of application process requested:
|_| Face to face   |_| Phone   |_| Mail

Long term-care functional screen eligibility determined on date:      	
If the person was previously determined functionally eligible, please include the first date on which the person was determined functionally eligible:      	

Applicant is currently enrolled in (If applicable):
|_| Medicaid waiver program   |_| MAPP   |_| Institutional Medicaid   |_| SSI   |_| BadgerCare plus   |_| MAPP 
|_| Medicare Savings Program   |_| Katie Beckett

Name (Last, First, MI):      	

Date of birth:       	 Medicaid ID:      	

Address – Street:      	

[bookmark: _Hlk215735882]City:      	 State:      	 ZIP code:      	

Phone number:      	 Email:      	

Marital status:
[bookmark: Check3][bookmark: Check4][bookmark: Check5]|_| Single   |_| Married   |_| Divorced   |_| Widowed   |_| Separated   |_| Legally separated

Living arrangement:
|_| Own home/apartment   |_| Nursing home   |_| ICF-MR   |_| CBRF   |_| AFH   |_| RCAC   |_| Unhoused
|_| Other, specify:      

County of residence:      	 County of responsibility:      	

Protective placement: |_| Yes   |_| No
Protective placement county of venue (if applicable):      	

Anticipated program start date:      	

Special housing amount in substitute care, rent only room and board costs: $     	

Medical remedial expenses, attach F-00295 if applicable: $     	

Contact information

Name (Last, First,):      	

Relationship to applicant:
|_| Guardian of person |_|   Guardian of estate   |_| Conservator   |_| POA-health care   |_| POA-finance
|_| Medicaid authorized representative   |_| Family member   |_| Other, specify:      	

Address – Street:      	

City:      	 State:      	 ZIP code:      	

Phone number:      	 Email:      	

Included documentation

The following forms are attached:

|_| Long-Term Care Program Enrollment and Referral F-03395	
|_| Medical and Remedial Expenses Checklist Form F-00295
|_| Declaration Regarding Transfer of Resources Form F-20919D
|_| Medicaid Asset Assessment Form F-10095
|_| Wisconsin Medicaid for the Elderly, Blind or Disabled Application Form F-10101
|_| BadgerCare Plus Application Form F-10182
|_| Medicaid/BadgerCare Plus verification documents
|_| MADA Form F-10112 and ADDD Form F-14014
|_| Guardianship, POA, Representative Payee documentation
|_| Other, specify:      	
