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State of Connecticut
Department of Social Services

W-1LTSS Application for

Long-Term Services and Supports

Apply Faster Online!

Visit www.connect.ctgov
instead of using this form.

Use this form to apply for care in a facility, for community homecare, or room and board payment for a residential care
home/rated housing.
Read the instructions on the following pages and complete the form as directed.

Persons who are deaf or hard of hearing and have a TDDITTY device can contact DSS at 1-500-842-4524,
Persons who are blind or visually impaired can contact DSS at 1-360-424-5040.

ATTENTION!
If you speak another language, language assistance services, free of charge, are available to you.
Call 1-855-626-6632 or TTY: 1-800-842-4524.

Spanish (Espaniol):

ATEMCION: si habla espanol, fiene asu disposicion servicios gratuitos
de asistencia lingistica.

Llame al 1-855-628-6632 (TTY: 1-800-842-4524).

French (Frangais):

ATTENTION : Siwous parlez frangais, des senices daide linguistique
WOUS SOt proposes gratuitement.

Appelez le 1-255-826-8632 (TTY: 1-800-842-4524).

Chinese (8 3):

AR NEEERAERcY FULESREAENEHEE.
BER 1-855-626-8632 (TTY: 1-800-842-4524),

\ietnamese (Tieng V

CHU ¥ Néu ban néi Tidng Viét, cb cde dich vu hd thy ngdn ngl mién
phi danh cho ban.
Goi 50 1-855-626-6632 (TTY: 1-B00-B42-4524).

Polish (Polski):

UWAGA: JeZeli mowisz po polsku, mozesz skorzystad z bezplatnej
pomocy jezykows).

Zadzwon pod numer 1-355-828-8632 (TTY: 1-200-842-4524).

Korean (I3 H )

Portuguese (Portugués):

ATENGAQ: Se fala poriugués, encontram-se dispeniveis servigos
linguisticos, gratis

Ligue para 1-865-528-6632 (TTY: 1-B00-842-4524).

Tagalog (Filipinc):

PAUMAWA: Kung nagsasalita ka ng Tagalog. maaar kang gumanmit
mg mga serbisyo ng tulong sawika nang walang bayad.

Tumawag sa 1-B55-626-0632 (TTY: 1-800-842-4524).

Italian {Italiano):

ATTEMZIOME: Incasolalingua parata sialitaliano, sone disponibili
senyizi di assistenza linguistica gratuiti.

Chiamare il numero 1-855-828-0632 (TTY: 1-300-842-4524).

Russian (Pycokmi):

BHMMAHWE: Ecrw Bhl roBOpUTE HE PYCCKOM RSLIKE, TO BE3M QOCTYTHBE
GECNNaTHRIE YCNyMM NEPSE0AE.
3goHuTe 1-855-628-6832 (renetain: 1-500-542-4524).

Albanian (Shagip):

guhésore, pa pagese.
Telefononi né 1-855-628-6632 (TTY: 1-800-242-4524).

Creale (Kreyal Ayisyen):

ATANSYOM: Siw pale Kreydl Ayisyen, gen sévis &d pou lang ki
disponib: gratis pou ou.

Rele 1-855-626-6632 (TTY: 1-2300-242-4524).

Greek (eAkmara):

MPOZOXH: Av pikdTe ehArpird, o Sidgzor) oog Bpickovtal
uTnpegies yhwomkng uTroompIEng, o1 omoicg TepEgevia Swpedv.
KakéoTe 1-B55-626-6632 (TTY: 1-B00-842-4524).

A £ e T AW o s
b N
1-B00-B55-6632 (TTY: 1-B00-842-4524) T I $7

Arabic (| Ly udy
_-uJ._'_.'. L
B55-626-8632-1 30
(B00-242-4524-1

Do not return these instruction pages with your
application form. Keep for your records or recycle.

Instructions Page 1 of 4




Submit new application online, if possible.
Providers can use the W-1LTSS to apply for state

supp
New applications can be sent to

only for individuals ready to be waivered or already
on the waiver.

Ensure it is sign and benefits marked

If benefits have been terminated for over 30 days,
please reach out to the inbox for further assistance.


mailto:DDS.Waiver@ct.gov

State Of Connecticut Head Of Household
Department Of Social Services Client ID Number
Renewal Of Eligibility

W-1ER (Rev. @i14)

This renewal form is only for current DSS clients who get one or more of the following:
« Supplemental Nutritional Assistance Program (SNAP)
« Cash Assistance (including boarding home payments)
+ Medical Insurance (HUSKY) only if you are:
(1) 65 years old or older,
(2) on Medicare;
{3) determined disabled by D35S and are working;
or
(4) receiving Long-Term Care
If you get HUSKY and you are not in one of these four groups then you cannot renew with this
form. You must renew online at www.CONNECT ct.gov or by phone with our partner Access Health CT at
(855) 805-4325. You can also call (855) 805-4325 and ask for a paper form. Renewing online is fastest.

This form is only to renew eligibility for the benefits you get now or to add new members of your
household. You must fill out the form and sign and date page 6 for it to be complete.

Call us if you need help filling out this form or getting proof: (855) 626-6632. To apply for help that you do
not get now, apply online at www. CONNECT .ct.gov. You can also ask us to mail you a paper application.

Do you need a reasonable accommodation or exira help getting benefits because of a disability or

impairment? [J¥ [N. If yes, what kind of assistance do you need?

Section 1: Head Of Household (you)

First Name Middle Hame Last Name (Maiden Name) Best Fhone & Uiher Fhone &
Home Sireet Address City State ip Code
Mailing Address (If Different) City State Zip Code

Section 2: Household Members
* List members of your household starting with you.
= |f you want to add a person to your household, ist them here and in Section 4.

Name Date of | How Related | Gender Marital Buyicook food | Renew or Add

(First, Middle, Last) Birth to You (M ar F) Status* | with you? household member
1 Myself Self [COrRenew [JAdd
2 Oy O [COrRenew [JAdd
3 Oy [N [COrRenew [JAdd
4 Oy O [CORenew [JAdd
5 Oy O [CORenew [JAdd
6 Oy ON CRenew [JAdd

*Marital Status: N = never mammied M = mamied D =divorced 5 =separated W = widowed

W-1ER Page 1of 8




Complete renewals online, if possible
Submit or upload verifications with renewal
Send 40 days prior to the due date

Separate renewal needed for every benefit if renewal
1s due at a different date. If on same date, one
renewal is sufficient

Paper renewals go to the scanning center.
Ensure to include the DSS cover sheet

Send renewal even if you do not receive a renewal
form in the mail



EZ]"‘;‘W State of Connecticut Governor Ned Lamont | _

DEPARTMENT OF SOCIAL SERVICES

Welcome to ConneCT! Page Help | ;Habla espanol? | Access Health CT

N\
Am | Eligible?

See if you may qualify to receive medical benefits, help buying food,
and/or cash assistance.

Apply For Benefits
For a fast and easy way to apply for benefits.

\

MyAccount

Securely access your account and view information about your DSS
benefits.

Mail Documents to DSS

5SS NOW
Get Applications and Forms Frequently Asked Questions

DSS forms are available to print here. Find answers to the most commonly asked questions about New to ConneCT?
ConneCT and Access Health CT. Create an Account

Natch Videos about ConneCT and MyAccount

Renewing your HUSKY Coverage?

If you are a HUSKY A, B or D member and it's time to renew your coverage, please click here to submit
an application. Due to changes in federal law, you will be asked to provide new information. You will be o 1 REG'STER

considered for HUSKY Health and other insurance affordability programs offered through Access Health : : DN H
cT ¢ i Register Online to Vote | = »8 Online to

7=VOTE

\

55 Farmington Avenue, Hartford, CT 06105-3724

Home | CT.zov Home _61.9—01’

State of Connecticut Disclaimer . Privacy Policy, and Web Site Accassibility Policy. Copyright © 2002-2021 State of Connecticut.




!'a;av State of Connecticut O| Governor Ned Lamont | _

DEPARTMENT OF SOCIAL SERVICES m

ConneCT Home = Mail Documents to DSS Print | Pagg Help | ;Habla espaniol?

Mail Documents to DSS

To send documents to D35, you will need & document cover sheet. Include one cover sheet for each envelope of documents you send to DSS. Please note: If you are making an
application, & cover sheet is not necessary. You can mail only your application.

—My Personal Information

Please complete the below information, and then click Continue.
First Name :
Middle Initial
Last Name |

Client 1D -
Case Number :




< ;"; State of Connecticut .
fag: ' L)) . .
i Department of Social Services Case Number 987654321

i N 1

B H
e ] FastLink
(Rev. 11/13) Client ID :123456789

{Genaral Covar Shaet)

This address must DSS ConneCT SCANNING CENTER

display in window PO BOX 1320
of return envelope. Manchester CT, 06045-9968

IMPORTANT: YOU MUST FILL OUT AND SEND THIS COVER SHEET WITH ALL DOCUMENTS
RETURNED TO DSS. FAILURE TO SEND COVER SHEET MAY RESULT IN SERVICE DELAY.

Instructions:

1. | Fill out the information below.

First Name:John

Last Name: Doe

Date: | f

Number of Pages | am returning (including this cover sheet) : __

. Fold this cover sheet so that the return address (above) shows through the return envelope
window.

Note: Please send photocopies of your documents. DO NOT send original documents.

Specific to the indivdiual noted in the
cover sheet

Jiiia

123456789 NMN




!ene!ts !ummary

For more information about your benefits, click the u.on

Medical Benefits EDG Head of Household

Medicaid for Adults

—Recently Received Documents

Below are the documents we have recently received from you. Please note: Documents that have been reviewed may not impact your case status right away

Document Type Document Category Document Status Document Received Date
W-1348FL Miscellaneous Reviewed 12/08/2023
5262 Miscelianeous Reviewed 12/08/2023
ONAP Applications and Renewals Reviewed 02/2712021
ONAP Applications and Renewals Reviewed 02/07/2017
RPO Miscellaneous Reviewed 02/072017

View Additional Documents

—Document Upload-
Click here to upload your documents

—Your Notices

You currently do not have any available notices to view

You are currently enrolled to recieve paperiess notices. To disenroll, click here

—Request A Hearing

To request a hearing for this case, click here

—DSS Data Sharing Consent

Data Sharing allows DSS clients to obtain the full range of help for which they are eligible
If you do not want your data to be shared, you can opt-out by clicking here




STATE OF CONNECTICUT
: DEPARTMENT OF SOCIAL SERVICES

W-265 REPORT OF ADMISSION OR DISCHARGE
(Rev. 6/17) RATED HOUSING FACILITY/RESIDENTIAL CARE HOME

Client Name: Client ID#:

Facility Name: Vendor ID#:

Facility Address: Facility ph#:
ADMISSION  Date of Admission:

Admitted From: COHome CHospital CISkilled Nursing Facility/Chronic Disease Hospital

OOther Rated Housing Facility OJICF/IDD OOther Setting/Institution
Please provide the name and address of the home, institution or facility from which the
individual was admitted:

[JBISCHARGE

[CINotice of Permanent Discharge Date of Discharge:

CINotice of Temporary Discharge Date of Discharge:

If a temporary discharge, is the individual expected to return by the last day of the
month following the month of discharge?| Yes| No

If no, when is the individual expected to return

Are you holding the bed for this individual? | Yes| No

Discharged to: OOHome CIHospital CISkilled Nursing Facility/Chronic Disease Hospital
OOther Rated Housing Facility JICF/IDD COOther Setting/Institution

Please provide the name and address of the home, institution or facility to which the
individual was discharged:

Completed by: Date:
Frint Name
—

Signature

This form is not a request for assistance. Please notify the Department of Social
Services (DSS) within 10 days of any changes in living arrangements for DSS
clients.

To order additional forms, send request on your agency letterhead to:

DSS, Document Center, 55 Farmington Ave., Hartford, CT 06105 FAX: (860) 424-4954
Please include a complete mailing address, form number and the quantity needed.
Please note forms cannot be mailed to P.O. Boxes.

Persons who are deaf or hard of hearing and have a TTD/TTY device can contact DSS at
1-800-842-4524 . Persons who are blind or visually impaired, can contact DSS at
1-860-424-5040.




CLA’s only

W-265 is needed when there is a new admission,
transfer or discharge.

One form for admission and one for discharge

Ensure to put Vendor ID#, admission or discharge
date and it is signed by authorized rep



STATE OF CONNECTICUT
DEPARTMENT OF SOCIAL SERVICES Always

complete
REPORT OF ADMISSION OR DISCHARGE P
(R, 61T RATED HOUSING FACILITY/RESIDENTIAL CARE HOME

G;ant Mame Client 1D#

Facility Name: Vendor ID#

%acllny Address Facility ph#: )
DMISSION Date of Admission: Admission

Admitted From: COHome CHospital CSkilled Mursing Facility/Chronic Disease Ho info Dﬂl‘_n.n'

OOther Rated Housing Facility CICFADD OOther Setiing/Institution
Please provide the name and address of the home, institution or facility from which the
individual was admitted

[JDISCHARGE

COMNotice of Permanent Discharge  Date of Discharge

COMotice of Temporary Discharge  Date of Discharge

If a temporary discharge, i1s the indnidual expected to retum by the last day of the
month following the month of discharge?| Yes| No

If no, when is the individual expected to return Discharge

Are you holding the bed for this individual? | Yes| INo info only

Discharged to: OHome COHospital DSkilled Mursing Facility/Chronic Disease Hospital
COther Rated Housing Facility CICHIDD COther Setting/Institution

Please provide the name and address of the home, institution or facility to which the
individual was discharged

Completed by Date:
PrinfName

e

Signature

This form is not a request for assistance. Flease notify the Department of S0
Services (DSS) within 10 days of any changes in living arrangements for DS
clients.

To order additional forms, send request on your agency letterhead to:

0SS, Document Center, 55 Farmington Ave., Hartford, CT 06105 FAX: (860) 424-4954
Please include a complete mailing address, form number and the quantity needed.
Flease note forms cannot be mailed to P.O. Boxes

Persons who are deaf or hard of hearing and have a TTDITTY device can contact DSS at
1-B00-842-4524. Persons who are blind or visually impaired, can contact DSS at
1-860-424-5040




"‘* e_,; STATE OF CONNECTICUT — DEPARTMENT OF SOCIAL SERVICES
ﬁ‘j_‘_—llg_S,P AUTHORIZATION FOR DISCLOSURE OF INFORMATION
Hame of DSS Client Client ID or 8.5, #

| authorize DSS to disclose the information indicated below to: (name and address of person to receive information)

Agency name only!

for the following purpose(s):

{If you do not wish to state a purpose, you may write “at my request.”
Type of Information DSS is Authorized to Disclose (check all that apply):

[ PHI {other than mental health, substance abuse and HIV-related records) [ mental health records”
[ substance abuse treatment records™ O HIV related information™*

[ 0ss application and documentation relating to benefits applied for, received or receiving
[ other

(Please specify)
+ | understand that my refusal to sign will not affect my ability to obtain services or benefits from DSS.

+ | understand that | may revoke this authorization at any time by nofifying DS5, in writing, except if a disclosure
has already been made in reliance on it.

+ | understand that the infermation | authorize a person or entity to receive may be re-disclosed and no longer protected
by privacy regulations.

This authorization expires on or upon - {If use or disclosure of
(Date) {Ewent)

PHI is for research, including the creation and maintenance of a database, write “end of research study” or “none.”)

X Date:
Signature of DSS Client or Person with  Legal Autherity to Sign for Client
{Attach copy of designation as Conservator! Power of Attorney! Guardian)

Printed Name of Persen Wheo Signed

Hote to Recipient of Information:

*  The confidentiality of psychiatric records is required under chapter 899 of the Connecticut general statutes. This
material shall not be fransmitted to anyone without written consent or other authonzation as provided in the
aforementioned statutes.

** Alcohol andior Drug Treatment Records: This information has been disclosed to you from records protected by

Federal confidentiality rule (42 CFR Part 2). The Federal rules prohibit you from making any further disclosure of this

information unless further disclosure is expressly permitted by the written congent of the person to whom it pertaing or

as otherwise, permitted by 42 CFR Part 2. A general authorization for the release of medical or other information is

MNOT sufficient for this purpose. The Federal rules restrict any use of the information to criminally investigate or

prosecute any alcohol or drug abuse patient.

“** HIV Related Information: This information has been disclosed to you from records whose confidentiality is protected

by state law. State law prohibits you from making any further disclosure of it without the specific written consent of the

person to whom it pertains, or as otherwise permitted by state law. A general authorization for the release of medical or
other information is NOT sufficient for this purpose.

Persons who are deaf or hard of hearing and have a TTDITTY device can contact DSS at 1-800-542-4524.
Persons who are blind or visually impaired can contact D55 at 1-860-424-5040.




» Signed by individual or guardian with current date

» Ensure that guardianship paperwork is submitted to
DSS.

» Form should have agency name only
» Only needed when there is a new guardian or AREP




W-1685 STATE OF CONNECTICUT - DEPARTMENT OF SOCIAL SERVICES

(Rev. 3/03) MEDICAL INSURANCE INFORMATION
For Worker's D New Insurance HOH Name Client 1D#
Use Only: D Change in Insurance |:| Aftached is a copy of the Medical Insurance Card (front and back)

Client Approved for Coverage Group S05 Medicaid For Working Disabled D Yes D Mo
Premium purchase requested? [ ves ] Me
Premium currently being paid by DSS?  [] Yes [] No  If Yes, to whom?

This form asks questions about medical insurance coverage for you and your family. This information is required for our
computer file. We also need this information to determine whether we can pay for medical insurance premiums on your behalf.

Fill out a separate form for each policy. Please provide as much information as you can and return it to the local
Department of Social Services office no later than .

Client Name Customer Service Phone

Insurance Company Mame

Insurance Company Address

What medical services are covered by this policy? Check all that apply:
[ Hospital [ DoctorMedical/Surgical [ Prescription [ Vision/Optical [ Dental [ Long Term Care

Policy Mumber Group Number

|= this a Long-Term Care Partnership Policy? Oves [OhNo

Policy Effective Dates: Start Stop

Premium Amount & per Premium Effective Date:

IF THE INSURANCE 15 HELD BY SOMEONE OTHER THAN YOURSELF, PLEASE FILL IN THE FOLLOWING:
Policy Holder's Name Social Security Number,

Policy Holder's Date of Birth

Policy Holder's Address

IF THE INSURANCE 1S THROUGH EMPLOYMENT, COMPLETE BELOW:
Employer. Phone £

Employer's Address

LIST ALL PERSONS COVERED BY THIS MEDICAL INSURANCE POLICY BELOW:

List any major illness/ Worker's Use Only:

Name Date of Birth Sex injury within last year Client Iy #

1

2

3

4.

5

E.

| give permission to the Department of Social Services, the Connecticut Medicaid Agency, or any health insurer, provider, or
any other entity providing services to me or my family under the Medicaid program fo release information about me or my
family as necessary for the delivery of Medicaid program services and the administration of the Medicaid program, as
permissible by federal or state law.

Client Signature Drate

THIS INFORMATION IS AVAILABLE IN ALTERNATE FORMATS. PHONE (800) 842-1508 OR TDLVTTY (800) 842-4524.




W-1685

O

* Only if the individual has private insurance,
other than Medicare

» Submit copy of insurance card front and back




W-248 State of Connecticut- Department of Social Services
(Rew. 404)

Legally Liable Relative (LLR) Form
for Institutionalized Children Receiving Medicaid Long Term Care Services or
Medicaid Home and Community Based Waiver Services

Applicant/Recipient Name

Parent(s) Name(s). Phone#-

Parent(s) Address

If your child iz receiving Medicaid long term care services or Medicaid Home and Comimunity Based Waiver
Services, we may require you to contribute to your child's cost of care. This amount cannot exceed the amount of
assistance paid to or on behalf of the child by the Department of Social Services.

In order for us to determine your share of the cost of your child's care, we need the following information:

1. The father's net adjusted taxable income for the last calendar year; if
applicable: [Affach a copy of your 1040 tax form to werfy your net
adjusted taxable income.)

The mothers net adjusted taxable income for the last calendar year; if
applicable: (Affach a copy of your 1040 tax form fo veriy your net
adjusted taxable income.)

The joint net adjusted taxable income of the father and mother for the
last calendar year; if applicable: [Affach a copy of your1040 fax
form to venfy your net adjiusted faxable income.)

If you are divorced or legally separated and are under a court order to
pay support please indicate your monthly court ordered support
payment: (Attach a copy of your court arder venfying the
payment amount.)

Any in-kind support provided by the parent(s) during the last calendar
year while living with the child, along with verification of such support,

which is over and above that provided fo a healthy child. Examples of
in-kind support include, but are not limited to, the following:

cost of medical supplies which are not coverad by insurance or
Mexdicaid;

cost of special diet;

cost of special transportation;

cost of adaptations to a home fo accommodate the special need
of the child;

other (pleass indicate specific service)

List below the people living in your household. Place a check mark { 4) next to the names of those dependent on
you for support

4 Mame of Household Members Age Relationship

THIS INFORMA TJON IS AVAILABLE IN ALTERNATE FORMATS. PHONE (800) 842-1508 OR TDOITTY
(B00) §42-4524.




Only for children, up to age 21.

Submit with parents or guardians most recent tax
returns

Bank statement showing the child’s SSI or SS deposit
Statement showing how the child’s income is spent

“\0\"2’ a C/7/°/O,

i

Smile



(o, State of Connecticut
&% ﬁ% Department of Social Services

Medical Report

(For Title XIX Disability Determination)
(New 1/16)

Dear Medical Provider:

The patient named on page 2 has applied for assistance with the Department of Social Services
(DS5) and has acknowledged physical and/or mental health problems. Please complete the
questions on this form in the space provided so we can decide whether he or sheis eligible for this
assistance. To qualify, the patient must have a severe mental or physical impairment, or a
combination of impairments, that precludes substantially gainful employment andis terminal or
expected to last for at least 12 months.

In addition to completing these questions, please provide objective medical evidence, including
copies of any diagnostic test results, that pertain to the diagnosed condition(s). We cannot grant
benefits without this objective medical evidence. If you recently submitted this information to the
social Secunty Administration, or if your progress notes provide this information, you may substitute
copies of those materials. A form W-303A, “Permission to Share Medical Information,” was provided
to the patient to sign so that you may release his or her medical information, but feel free to use your
own authorization formif you prefer.

Please retum the completed form to) Colonial Cooperative Care
PO Box 2040
Manchester, CT 06045

Phone: 860-885-0630
Fax: 860-8685-0631

To bill DSS for your services, refer to the instructions on form W-513, “Request for Medical Payment,
which was also provided to your patient.

Thank you for taking the time to provide information on behalf of your patient.




I TN State of Connecticut
ﬂ*ﬁkﬁ}; Department of Social Services
) ._I-;\:q:l‘ .¢_.E§"ﬁ§ﬁ'_,__'-1
g Medical Report
W-200MED (For Medicaid for the Employed Disabled)
(New 1/16)

Dear Medical Provider:

The patient named on page 2 has applied for assistance with the Department of Social Services
(DSS). He or she has acknowledged physical and/or mental health problems and is requesting
Medicaid benefits. Please complete the questions on this form in the space provided so we can
decide whetherhe or she is eligible for these benefits. To qualify, the patient must have a severe
mental or physical impairment, or a combination of impairments, that precludes substantially gainful
employment and is terminal or expected to last for at least 12 months.

In addition to completing these questions, please provide objective medical evidence, including
copies of any diagnostic test results, pertaining to the diagnosed condition(s). We cannot grant

benefits without this objective medical evidence. If you recenily submitted this information to the
Social Secunty Administration, or if your progress notes provide this information, you may substitute
copies of those materials. A form W-303A, “Permission to Share Medical Information,” was provided
fo the patient to sign so that you may release his or her medical information, but feel free to use your
own authorization formif you prefer.

Please return the completed form to] Colonial Cooperative Care
PO Box 2040
Manchester, CT 06045

Phone: 860-885-0630
Fax: 860-865-0631

H

To bill DSS for your services, refer to the instructions on form W-513, “Request for Medical Payment,
which was also provided to your patient.

Thankyou for taking the time to provide information on behalf of your patient.




6o
This is needed only when an individual has not been
determined disabled by Social Security.

This is a temporary disability determination.

The W-300T19 form is for individuals who are not
working.

The W-300MED is for individuals who are working.

Either form must be submitted with the W-303 and W-
303a forms.

The medical packet is completed and sent to the address
noted on the main form.

The main form is completed by the physician and/or
disability specialist (if the individual has several doctors,
multiple copies can be sent).

1



MEDICATID COVERAGE GROUPS AND ACTIONS

Medicaid L - Action Needed for Waiver Enrollment for Action Needed for Waiver Enrollment
Coverage Description of Medicaid Groups Case M for Provid
ase Manager or Providers
Groups
B0l | Husky B - CHIP Program Not Husky. %’f;f_l;;:fﬁfpgg?rwm er@ct gov. Initial T19 appl to DDS. Waiver(@ct.zov
) . Initial T19 appl to DDS. Waiver[@ct. gov.
B02 | Husky B - CHIP Program. Not Husky. Waiver packet to PRAT Initial T19 appl to DDS Waiver{@ct gov.
) . Initial T19 appl to DDS. Waiver[@ct. gov.
B03 | Husky B - CHIP Program. Not Husky. Waiver packet to PRAT Initial T19 appl to DDS Waiver{@ct gov.
Husky A DCF group under age 18, eligible for adoption Initial T19 appl to DDS. Waiver[@ct. gov.
Dol assistance or foster care payments. Waiver packet to PRAT Tnitial T19 appl to DDS Warver{@ct gov.
Initial T19 appl to DDS. Waiver[@ct. gov.
D2 Husky A DCF medical coverage group. Waiver packet to PRAT Tnitial T19 appl to DDS Warver{@ct gov.
Husky A DCF coverage group under 21, for subsidized Initial T19 appl to DDS. Waiver[@ct. gov.
D03 adoption Waiver packet to PRAT Tnitial T19 appl to DDS Warver{@ct gov.
Husky A DCF coverage group, between 18 and 21 vears Initial T19 appl to DDS. Waiver[@ct. gov.
D04 and leaving foster care. Waiver packet to PRAT Tnitial T19 appl to DDS Warver{@ct gov.
Husky A- DCF coverage group. State f!'ded I\,-[edicajd_ Initial T1% appl to DDS. Warver{@ct. gov.
coverage. Limited to selected community based Behavioral Waiver packet to PRAT
DO Health Services. Tnitial T19 appl to DDS. Waiver[@ct gov.
Husky A Children Receiving Title IV-E Subsidized Tnitial T19 appl to DDS. Watver{@ct gov.
D10 Guardianship Waiver packet to PRAT Tnitial T19 appl to DDS. Waiver[@ct gov.
Tnitial T19 appl to DDS. Watver{@ct gov.
D11 Husky A. Children Receiving Title IV-E Foster Care. Waiver packet to PRAT Tnitial T19 appl to DDS. Waiver[@ct.gov
Husky A extended medical assistance for 12 mos. After Tnitial T19 appl to DDS. Watver{@ct gov.
X031 exceeding income limits. Waiver packet to PRAT Tnitial T19 appl to DDS. Waiver[@ct gov.
Husky A extended medical assistance for 12 mos. After Tnitial T19 appl to DDS. Watver{@ct gov.
F04 exceeding income limits due to child support. Waiver packet to PRAT Tnitial T19 appl to DDS. Waiver[@ct gov.
Husky A presumptive eligibility for kids while pursuing Tnitial T1% appl to DDS. Warver{@ct gov.
F06 other eligibility. Waiver packet to PRAT Tnatial T19 appl to DDS. Waiver{@ct.gov.
W-1E application to DDS. Waiver/@ct. gov.
X7 Husky A for Parents and Caretakers/ families. Waiver packet to PRAT W-1E application to DDS. Waiver{@ct.gov.
X10 Husky A for newborns Applies to newboms/infants only. Applies to newboms/infants only.
F10/F11 | Husky A for newborns for first 12 mos. Applies to newborns/infants only. Applies to newboms/infants only.
Husky A for children 1% & 20 who do not receive S5I or Seek 55A and/or complete Medical packet with | Seek S5A and/or complete Medical packet
F12 S5DL AFDC income & asset requirements. T19 app to DDS. Waiver(@ct gov. with T19 app to DDS. Waiver({@ct. gov.
Husky A Children Receiving Non-Title IV-E Foster W-1E application to DDS. Waiver@ct gov.
X25MD25 | Care/Subsidized Guardianship Warver packet to PRAT W-1E application to DDS. Waiver(@ct.gov.
Husky A for medically needy children under 21 years of Tnitial T19 appl to DDS Waiver{@ct gov.
Fo5 age. Waiver packet to PRAT Tnitial T19 appl to DDS. Warver([@ct gov.




Coverage groups

Wo1 — Waiver medical. Renewed yearly. Income limit
$2,001 (3x’s the amount of SSI). Asset $1,600.

So5 — Med-ConneCT. Income limit $85,000. Asset
$20,000 ($30k for married couples). Verifications every
6 months.

So1 — Cash. Renewed yearly. Income limit is computed
on an individual basis, using the standards of basic
needs. Asset $1,600.

Ho1 (Husky A) — Waiver medical for children (up to age
21). Renewed yearly. Asset limit $1,000. Income
determination based on parents' income.

Husky D/A switches- email DDS.Waiver@ct.gov




MED-Connect

Medicaid for Employees with Disabilities,
(Sos)
* Premium invoices are sent monthly

* Spouse’s income counted when
determining premium amounts.
Household size affect premiums.

» If countable income is below 200% of the
Federal Poverty Level (FPL) there is no
premium cost.

* If countable income is over 200% FPL,
the premium cost is based on 10% of
income above the limit.

» Certain assets are exempted under the
S05 coverage group.

Please email DDS.Waiver@

Med-Connect & Spend Downs

__________________________________________________________________________________________ @

Spend down

Spend down (S99) is when an

individual’s income exceeds the Husky

C limit.

» Individual’s can use certain medical
expenses to reduce their income.

» Submit medical expenses that you
want to be applied to your spend-
d}(:wn with a DSS spend down cover
sheet.

* Spend down must be met for
Medicaid to remain active.

* 6-month review period.

» May need to establish a pooled trust
to qualify for Medicaid.

ct.zov with any questions.



mailto:DDS.Waiver@ct.gov

Over Income vs Over Asset

__________________________________________________________________________________________ @

Over Income

This means that the individual’s income
exceeds the Husky C limit (this is how much
an individual receives each month, work,
pension, rental income, etc.).

+ DSS may place them on a spend down
(S99) with a high deductible.

What you can do:

. Check to ensure the income amount listed
is correct.

* There aren’t many options for individuals
over income. Communicate with us to
assist with next steps.

Over Asset

This means the individual’s assets exceed
the program limit. (This is how much mone
the 1ndividual has stored overall, bonds, cash,
bank accts, life insurance, etc.)

» DSS will discontinue benefits.

What you can do:

» If the individual is employed, ensure that
they are on the right coverage group (Wo1
vs S05)

 Check to ensure the asset amount(s) listed
is/are correct.

 There are several options available to
reduce assets or maintain assets without
impacting the individual's benefits.
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DDS Maintaining Medicaid Eligibility equals Waiver Eligibility

| Updatad Dacambar
i I

Maintaining Medicaid Benefits is really Important!
You must complete your DSS redetermination of eligibility on time!
Your DDS Waiver services are at risk of being discontinued if Medicaid Eligibility is not
maintained.

Medicaid requires an annual redetermination application. You must complete it as soon
as you get it. It is called “State Of Connecticut Department Of Social Services

Renewal Of Eligibility W-1ER". It is due 40 days before your Medicaid expires, if you do
not do this before the 40 days you will be discontinued from benefits and forced to
reapply for Medicaid. If you are receiving any services from DDS such as; a day program,
case management, etc. These services are paid through Medicaid and it is really
important to maintain that benefit.

Link to redetermination form: https://portal.ct.oov/DSS (Search-Results S earchieyword=W-1E in
English & Spanish

Medicare Savings Program

If you have applied for the Medicare Savings benefit fwaiver (aka QMB or Q01)you also
have to do a redetermination application separately each year. If you do not do the
application the benefit will be taken out of your monthly Social Security check.

Medicare Savings program English & Spanish - https://portal.ct.gov/D5S fSearch-
Results ?SearchKeyword=MSP




Fact Sheet

» Various information
© Where to send premium payments

o Asset reduction information
o Spend down

o DSS Cover sheet information
o Scanning Center address

o DDS Waiver Unit Contacts




MyAccount

Guide

@ conNEcTICUT

Social Services

Create a MyAccount

Creating a MyAccount is quick and easy. Your account lets you log in
safely, save your progress, and manage your information anytime.

Just follow these steps to set up your account and get started!

Getting Started: Setting Up MyAccount

www.connect.ct.gov

In the "MyAccount” box on the right side of the page, click "Create an
Account." This will take you to the "Setting Up MyAccount” page.

MyAccount

it a information abo

Important

Once you create your account, keep your account details safe to avoid being
locked out of your account.

If you do get locked out, call MyAccount IT at 1-877-874-1



MyAccount
EREWEL
Guide

c CO N N ECT IC UT How to renew benefits on MyAccount

Social Services

Submitting a Renewal

Renewals are important because they help individuals and families
continue receiving the benefits they need while verifying that they still
meet eligibility requirements.

Follow these steps to complete a renewal online!

Info
@ If your MyAccount is linked to your client ID and your renewal is due in 40 days,
you will see a link on your MyAccount homepage to renew online.

Go to https://www.connect.ct.gov

In the "MyAccount” box on the right side of the webpage, click
"Access Now" and log in to go to your MyAccount homepage.

2




Resources

O

o DDS.Waiver@ct.gov (DDS/DSS assistance for providers and CMs)
e DDS-DSS.Issues-Provider@ct.gov (for providers)
e DDS-DSS.Issues@ct.gov (for CMs)

o  Status updates on new apps and renewals

o Questions/case errors

« DSS Benefit Center at 1-855-626-6632 (after 15t and 274 option is listed press#2 for an LTSS
representative)

O questions, report changes, status, etc.
» DSS ConneCT Helpdesk 1-877-874-1612
o Forgot User ID/Password resets
o Issues associating cases
o Report website issues
+  DSS MED-ConneCT Premium and Payment Address
o 1-800-656-6684
o DSS Premium Payment Processing Center
PO Box 150445
Hartford, CT 06115-0445
Checks payable to: Commissioner of Social Services
» DSS Video Guides

o Videos that guide individuals on how to create a MyAccount, associate cases, complete a PRF form (SNAP), do
an online renewal, report changes, etc.

o https://portal.ct.gov/DSS/Common-Elements/How-to-A

ly-for-Services/Video-Guides-for-DSS-Clients



mailto:DDS.Waiver@ct.gov
mailto:DDS-DSS.Issues-Provider@ct.gov
mailto:DDS-DSS.Issues@ct.gov
https://portal.ct.gov/DSS/Common-Elements/How-to-Apply-for-Services/Video-Guides-for-DSS-Clients

Resources

» Med-Connect Information

o https://portal.ct.gov/DSS/Health-And-Home-Care/Disability-Services/Med-Connect-Medicaid-
for-Employees-with-Disabilities/Med-Connect-Medicaid-for-Employees-with-
Disabilities/Eligibility

» Spend down Information

o https://portal.ct.gov/DSS/Common-Elements/Medicaid-Spend-Down-Information-and-Forms

o https://portal.ct.gov/-/media/Departments-and-Agencies/DSS/Brochures/Medical-Medicaid-
Medicare/spndown.pdf

*» Medicare
o What is Medicare?

Q https:/ / www.mediqare. gov/what-medicare-covers/vour-medicare-coverage-
choices/whats-medicare

o What Medicare covers
0 https://www.medicare.gov/what-medicare-covers
» Direct Express (SSI/SSA) statements
o 1-888-741-1115
o https://www.usdirectexpress.com/

e http://MyPlaceCT.org
o All resources available in the community



https://portal.ct.gov/DSS/Health-And-Home-Care/Disability-Services/Med-Connect-Medicaid-for-Employees-with-Disabilities/Med-Connect-Medicaid-for-Employees-with-Disabilities/Eligibility
https://portal.ct.gov/DSS/Health-And-Home-Care/Disability-Services/Med-Connect-Medicaid-for-Employees-with-Disabilities/Med-Connect-Medicaid-for-Employees-with-Disabilities/Eligibility
https://portal.ct.gov/DSS/Health-And-Home-Care/Disability-Services/Med-Connect-Medicaid-for-Employees-with-Disabilities/Med-Connect-Medicaid-for-Employees-with-Disabilities/Eligibility
https://portal.ct.gov/DSS/Common-Elements/Medicaid-Spend-Down-Information-and-Forms
https://portal.ct.gov/-/media/Departments-and-Agencies/DSS/Brochures/Medical-Medicaid-Medicare/spndown.pdf
https://portal.ct.gov/-/media/Departments-and-Agencies/DSS/Brochures/Medical-Medicaid-Medicare/spndown.pdf
https://www.medicare.gov/what-medicare-covers/your-medicare-coverage-choices/whats-medicare
https://www.medicare.gov/what-medicare-covers/your-medicare-coverage-choices/whats-medicare
https://www.medicare.gov/what-medicare-covers
https://www.usdirectexpress.com/
http://myplacect.org/

* You can find these forms and the training online at

Medicaid Provider Training (ct.gov)

DDS.Waiver@ct.gov
Q) W
)”. ,@/ ~(



https://portal.ct.gov/dds/searchable-archive/operationscenter/providers/medicaid-provider-training?language=en_US
mailto:DDS.Waiver@ct.gov
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