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Brain Injury Waiver Application		Date:				

	1. Participant Information

	Name:
	
	DOB: 
	

	Gender:
	   M          F
	Medicaid #:
	
	Medicare #:
	

	Address:
	

	Town:
	
	State:
	Maine
	Zip:
	

	Phone Number:
	
	Marital Status:
	



	2. Current Residence or Facility Information (as applicable)

	Facility Name:
	

	Street Address:
	

	Mailing address, if different:
	

	City:
	
	County:
	
	State:
	ME
	Zip:
	

	Social Worker/Discharge Planner’s Name:
	

	Phone #:
	
	Fax #:
	

	Email address:
	

	Admission date: (mm/dd/yyyy):
	

	Current (MED Assessed) level of care: 
	



	3. Person/Agency Making Referral (if applicable)

	Name of Person/Agency:
	

	Street Address:
	

	City:
	
	County:
	
	State:
	ME
	Zip:
	

	Phone #:
	
	Fax #:
	

	Email address:
	



	4. Legal Representative, Guardian, Power of Attorney
(Provide a copy of paperwork to OADS with this application)

	Name:
	

	Street Address:
	

	City:
	
	County:
	
	State:
	ME
	Zip:
	

	Phone #:
	
	Alternate Phone #:
	

	Relationship to Client:
	





	5. Emergency Contact (i.e., Guardian, closest family member)

	Name:
	

	Street Address:
	

	City:
	
	County:
	
	State:
	ME
	Zip:
	

	Phone #:
	
	Alternate Phone #:
	

	Relationship to Client:
	



	6. Preferred Living Arrangements

	Is the individual in need of housing?
	____Yes  ____ No     

	Living Preference:
	Consumer’s Choice
	Guardian’s Choice
(if applicable)
	Comments

	With relatives/caregiver in their residence
	☐	☐	

	 -Relative’s Name:                                                                 Phone:                                                   
 -Address:                                                                                                                                                

	Alone in apartment
	☐	☐	

	Alone in own home
	☐	☐	

	In 8-bed or less group home 
(8 unrelated individuals) 
	☐	☐	

	Nursing Facility
	☐	☐	



	7. Information about Brain Injury and Diagnosis

	Date of Injury:
	
	Age at time of Injury:
	

	Description of Event that Led to Injury:

	

	Description of How the Injury has Impact Daily Life and Current Needs:

	

	Current Diagnosis:
	1.

	
	2.

	
	3.






Comments:

	8. Areas of Support Needed (check all that apply)

	Part A. Risks/Challenging Behaviors/Critical Support Needs

	 Lack of orientation to:
 self
 time
 place
Difficulty navigating inside residence
 Disorientated outside residence
 Unsafe in the residence
 Unsafe in the kitchen
 Unsafe in the community
Traffic/Pedestrian
 Unable to safely occupy own time
 less than one hour
 less than three hours
 less than 8 hours

	 Ineffective/unsafe response in emergency 
 Falls
 Medication/treatment non-compliance
 Difficulty with Memory
 Short Term Memory
 Long Term Memory
 Impacts Daily Tasks
 Difficulty with Expressive language
 Difficulty with Receptive language
 Unable to control eating
 Inappropriate dress
 Significant lack of motivation/initiation
 Impulsive consumption/collection

	 Wanders – without clear direction of where he/she is going
 Elopes – purposely tried to leave unnoticed
 Unaware of personal boundaries
 Unaware of social cues
 Intrusive to others space
 Unable to manage interpersonal conflict
 Verbally abusive
 Taking others property
 Property destruction
 Physical assaults
 Lethal threats to self
 Lethal threats to others

	Describe above checked items:























	
	



	Part B. Health & ADL/IADL Support Needs

	 INCONTINENCE
 bladder
 bowel
 requires direct support for toileting
 requires cueing/monitoring for toileting

	 EATING
 swallowing issues
 special diet
 requires direct support for eating
 requires cueing/monitoring

	 MOBILITY
 uses wheelchair
 uses walker
 uses cane
 requires direct support for moving
 requires cueing/monitoring for moving

	 BATHING AND DRESSING
 requires direct support for bathing
 requires cueing/monitoring for bathing
 requires direct support for dressing
 requires cueing/monitoring for dressing
	 SLEEP
 awake at night
 sleeps less than 6 consecutive hours at night
 CPAP
 BIPAP

	 List any Specialized Nursing Care Issues
 
 
 
 
 
 
 

	 IADLs (check item if help needed with this task)
 household chores
 money management
 laundry
 shopping
 cooking

	Comments:



	9. Medications

	Name of Medication
	Reason Prescribed
	Dosing Amount and Directions

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	





Complete this application and fax along with all items listed below to:
[bookmark: _GoBack]Brain Injury Services @ (fax) 207-287-9229
-or-
(mail to:)
DHHS - OADS
Attn: Elizabeth Hardink
Brain Injury Services
41 Anthony Avenue, SHS #11
Augusta, Maine 04333-0011


	· Brain Injury Waiver Application
· Release of Information
· Clinical Assessment and ABI Checklist
· Power of Attorney, Representative Payee, or Guardianship Documents (if applicable)
· Brain Injury Waiver Choice Letter


















[image: ]ACQUIRED BRAIN INJURY (ABI)
NEUROPSYCHOLOGIST/PHYSIATRIST CHECKLIST



THIS CHECKLIST IS A GUIDE TO ASSIST IN THE WRITING OF THE CLINICAL ASSESSMENT. THIS FORM MUST BE ACCOMPANIED BY A WRITTEN CLINICAL ASSESSMENT.





	SUBMITTING FACILITY INFORMATION

	FACILITY NAME
	CURRENT DATE
	ADMISSION DATE

	FAX NUMBER
	PHONE NUMBER

	PRINT NAME/LICENSURE/TITLE OF PERSON COMPLETING FORM

	CONSUMER INFORMATION

	LAST NAME
	FIRST NAME
	M.INT.
	DATE OF BIRTH
	MAINECARE NUMBER

	
	(Circle Yes or No)

	1
	THE INDIVIDUAL HAS A DIAGNOSIS OF ACQUIRED BRAIN INJURY
	Y
	N

	
2
	THE INDIVIDUAL HAS RECEIVED AN ASSESSMENT BY A QUALIFIED NEUROPSYCHOLOGIST AND/OR LICENSED PHYSICIAN WHO IS BOARD CERTIFIED, OR OTHERWISE BOARD ELIGIBLE IN PHYSICAL MEDICINE AND REHABILITATION. PLEASE ATTACH ASSESSMENT.
	Y
	N

	3
	THE INDIVIDUAL  IS NOT IN A PERSISTENT VEGETATIVE STATE
	Y
	N

	4
	THE ASSESSMENT POSITIVELY INDICATES THAT THE INDIVIDUAL  IS ABLE TO DEMONSTRATE POTENTIAL FOR:

	CHECK ALL THAT APPLY
	Physical Rehabilitation
	Y
	N

	
	Behavioral Rehabilitation
	Y
	N

	
	Cognitive Rehabilitation
	Y
	N

	5
	THE ASSESSMENT POSITIVELY INDICATES THAT THE INDIVIDUAL SHOWS EVIDENCE OF:

	CHECK ALL THAT APPLY
	Moderate to Severe Behavioral Disability
	Y
	N

	
	Cognitive Disability
	Y
	N

	
	Functional Disability
	Y
	N

	
6
	THE ASSESSMENT AT LEAST RESULTS IN SPECIFIC REHABILITATION GOALS, BASED UPON THE FINDINGS OF THE ASSESSMENT, DESCRIBING TYPES AND FREQUENCIES OF THERAPIES AND EXPECTED OUTCOMES AND TIMEFRAMES.
	Y
	N

	ATTESTATION

	NEUROPSYCHOLOGIST/PHYSIATRIST SIGNATURE (REQUIRED):
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