COUNTY ¢f VENTURA

Human Services Agency

Area Agency on Aging

Home and Community-Based Alternatives (HCBA) Waiver Application

» Para recibir esta informacion en espafiol, por favor llamenos al numero siguiente: (805) 477-7300.
Complete and submit this six-page application to apply for the HCBA Waiver.

Applicant’s Name:

Phone Number:

Date of Birth: Age:

Gender:

Male:

Date of Application Submission:

Married: Yes No

Female:

Transgender Male to Female:

County of Residence: |

Type of Residence (type of housing):
At home
Hospital

Other city:

Date of admission:
Number of consecutive days in the hospital:
Nursing Facility
Date of admission:
Number of consecutive days in the hospital:

Facility name:

Facility city:

Other name:

Transgender Female to Male

Estimated date of discharge:

Estimated date of discharge:

Other — identify type of residence:

Applicant’s Current Mailing Address:

Street:
City:

Apt./Ste/Room:

Date of admission (if applicable):

Zip Code:
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Applicant’s Name: Date of Submission:

Applicant’s Current Physical Address (if different from mailing address):

Street: Apt./Ste/Room:

City: Zip Code:

Healthcare Insurance:
Medi-Cal? Yes No
If “yes”, provide the applicant’s Medi-Cal number / Client Index Number (CIN):

(Medi-Cal identification numbers are found on the Medi-Cal Benefits Identification Card (BIC))

Medicare: Yes No
If “yes”, which part? Part A I:l Part B Part A&B Part D
Other Insurance? Yes No

If “yes”, name of insurance:

Applicant’s Current Medical Diagnosis: What is the applicant’s current medical diagnosis (main

iliness or injury)? |

Additional Medical Need(s):
Check the box(es) that identify the applicant’s current medical needs. Use the blank spaces below to

identify additional medical needs that are not listed. You may provide additional comments on the
back of the application.

Ventilator, identify the number of hours the applicant uses the ventilator each day:

Tracheostomy

Continuous Positive Airway Pressure (CPAP) Device, identify the number of hours the

applicant uses the CPAP each day:

Tracheal Suctioning, identify the number of times per day:

Bi-Level Positive Airway Pressure (BiPAP) Device, identify the number of hours the

applicant uses the BiPAP Device each day:

Oral Suctioning, identify the number of times per day:

Respiratory Treatments, identify the number of treatments the applicant receives each

day:

Nasal Suctioning, identify the number of times per day:
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Applicant’s Name: Date of Submission:

Room Air Mist

Continuous Use of Oxygen

Oxygen as needed

Oral (by mouth) medications

Oral (by mouth) Feedings, able to feed self? Yes No

Urinary Incontinence
Gastric Tube (GT) Medications
Gastric Tube (GT) Feedings

Bladder Catheterizations

Intravenous (V) Medications

Intravenous (1V) Nutrition

Bowel Incontinence

Routine Bowel Care

Urostomy / Colostomy

Chronic Pain Treatment

Pressure Sores / Open Wounds

Skin or Wound Treatments, number of sores / open wounds:

Location of wounds: |

Contractures

Location of contractures:

Some ability to move arms or legs but needs some help with care needs. Briefly explain on
back.
No movement of arms or legs and needs total help with care needs. Briefly explain on back.

Special equipment needs (e.g. wheelchair, lift system, ramp, etc.) Briefly explain on back.

Other |

Other

Other

DHCS 1320 (Revised 06/2023) Page 3 of 5



Applicant’s Name: Date of Submission:

Is this application being submitted for the applicant? Yes |:| No
1. Who has the legal authority to make the applicant’s health care decisions?
Applicant
Other — If “other,” please provide the following information:
Full Name: |
Relationship: Telephone Number:

If applicable, does this applicant have signed documentation for the legal
representative or Durable Power of Attorney for healthcare purposes:
Yes No

If applicable, was the applicant or the representative notified the application

was submitted to enroll him or her in the HCBA Waiver? Yes No

If yes, provide the name and title of the person completing the application:

Full Name:

Title: Telephone Number:

Identify all of the applicant’s current service providers:

Home Health Agency (HHA); provide the following information:

HHA Name:

Number of hours of home health services received each week:

Types of services received: Attendant Care

Certified Home Health Aide (CHHA)
Nursing Services, provided by an: RN LVN
In-Home Supportive Services (IHSS); provide the following information:

Number of IHSS hours authorized per month:

To obtain IHSS eligibility information, contact the County Department of Social Services
office and ask for IHSS intake support.
California Children Services (CCS)

Regional Center; provide the following information:

Center's Name:

Service Coordinator's Name:
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Applicant’s Name: Date of Submission:

Adult (CBAS) or Pediatric Day Health Center; provide the following information:

Number of days per week: Number of hours per day: |
Does the school provide medical care services at school? Yes No
Does the school provide a non-medical attendant during school hours: Yes No

Multipurpose Senior Services Program (MSSP)
MSSP is an HCBS Waiver benefit for Medi-Cal beneficiaries over the age of 65 that
provides general services and nursing support. For further information on this
program, go to:

https://www.dhcs.ca.gov/services/medi-cal/Pages/MSSPMedi-CalWaiver.aspx

Hospice:

Hospice is a Medicare / Medi-Cal benefit for beneficiaries with a terminal diagnosis.

For further information on this benefit, contact the applicant’s primary care physician.

Program of All Inclusive Care for the Elderly (PACE)

PACE is a medi-cal benefit that provides all needed preventative, primary, acute, long-
term care, social and rehabilitative services through one comprehensive program to
eligible seniors, 55 years or older. For further information, call 1-877-633-7223, or go
to https://CALPACE.org.

Senior Care Action Network (SCAN)
SCAN Health Plan is a Medicare Advantage Special Needs Plan that offers health

and long-term care services to eligible Medicare / Medi-Cal beneficiaries over the age
of 65 years. For further information, call 1-877-452-5898, or go to:

https://www.scanhealthplan.com

When complete, mail this application to the following address:

Ventura County Area Agency on Aging
4651 Telephone Rd., Ventura, CA 93003

Or submit the application by secure FAX: (805) 477-7312
As a contracted delegate of the Department of Health Care Services, Ventura County Area

Agency on Aging complies with applicable Federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, or sex.
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HOME AND COMMUNITY-BASED ALTERNATIVES (HCBA) WAIVER AGENCY
COMPLIANCE WITH THE DEPARTMENT OF HEALTH CARE SERVICES’ (DHCS)
NON-DISCRIMINATION POLICY AND LANGUAGE ACCESS

As a DHCS-delegated administrator of the HCBA Waiver, Ventura County Area Agency on
Aging (VCAAA) complies with applicable Federal and State civil rights laws. VCAAA does not
unlawfully discriminate on the basis of sex, race, color, religion, ancestry, national origin,
ethnic group identification, age, mental disability, physical disability, medical condition, genetic
information, marital status, gender, gender identity or sexual orientation. VCAAA does not
unlawfully exclude people or treat them differently because of sex, race, color, religion,
ancestry, national origin, ethnic group identification, age, mental disability, physical disability,
medical condition, genetic information, marital status, gender, gender identity or sexual
orientation.

Ventura County Area Agency on Aging:

e Provides free aids and services to people with disabilities to communicate effectively
with VCAAA, such as:

o Qualified sign language interpreters

o Written information in other formats such as large print, audio, accessible
electronic formats and other formats

e Provides free language services to people whose primary language is not English,
such as:

o Qualified interpreters
o Information written in other languages

If you need these services, call VCAAA at (800) 510-2020 or email lois.vcaaa@ventura.org.

If you believe VCAAA has failed to provide these services or you have been discriminated
against in another way on the basis of sex, race, color, religion, ancestry, national origin,
ethnic group identification, age, mental disability, physical disability, medical condition, genetic
information, marital status, gender, gender identity or sexual orientation, you can file a
grievance with the Department of Health Care Services’ Office of Civil Rights.

PO Box 997413, MS 0009

Sacramento, CA 95899-7413

(916) 440-7370, 711 (California State Relay)
Email: CivilRights@dhcs.ca.gov

If you need help filing a grievance, the Office of Civil Rights can help you. Complaint forms are
available at: http://www.dhcs.ca.gov/Pages/Language Access.aspx

If you believe you have been discriminated against on the basis of race, color, national origin,
age, disability or sex, you can also file a civil rights complaint with the U.S. Department of
Health and Human Services, Office for Civil Rights. You can file electronically through
the Office for Civil Rights Complaint Portal at
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf
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HOME AND COMMUNITY-BASED ALTERNATIVES (HCBA) WAIVER AGENCY
COMPLIANCE WITH THE DEPARTMENT OF HEALTH CARE SERVICES’ (DHCS)
NON-DISCRIMINATION POLICY AND LANGUAGE ACCESS

Or by mail or phone at:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, TTY 1-800-537-7697

You can get a complaint form at: https://www.hhs.gov/ocr/complaints/index.html

ATTENTION: If you need help in your language call (805) 510-2020 (TTY: 711).
Auxiliary aids and services for people with disabilities are also available free of charge.

Espaiol (Spanish)

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia
linguistica. Llame al (805) 510-2020 (TTY: 711).

Tiéng Viét (Vietnamese)

CHU Y: Néu ban néi Tiéng Viét, cé cac dich vu hd tro ngén ngtr mién phi danh cho ban.
Goi s6 (805) 510-2020 (TTY: 711).

Tagalog (Tagalog—Filipino)

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa (805) 5610-2020 (TTY: 711).

o= 0] (Korean)

FOl: = E AH8StA|= 42, 20| X MH[AE REE 0|84 =

A& LICH.(805) 510-2020 (TTY: 711)HOZ M3t FAHA|L.

FE2+s(Chinese)

AR MREFERERSX, EAUREEGSESEIRE, FXE (805) 510-2020
(TTY: 711),

Swjbtnptu (Armenian)

NFSUNYNFR™3NFL Grb hununwd Gp hw)tpblu, www dtg wuygdwn wpnn Gu
unpwdwnnyt) (Gaquywl wowygnipjwl Swnwjnipjnitbutp: Quuqwhwntp (805) 510-
2020 (TTY (hGnwuwnhw)* 7717):

Pycckun (Russian)

BHUMAHWE: Ecnn Bbl roBOpuTE Ha PyCCKOM A3blke, TO BaM AOCTYMNHbI 6ecnnaTHble
ycnyrn nepesoga. 3BoHute (805) 510-2020 (tenetaunn: 711).

(Farsi)

el ) p O8Q)) &) ey ) g S (o SR i e A g
(805) 510-2020 (TTY: 28 olad 777( L. 2L e ab) b,
H#EE (Japanese)
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HOME AND COMMUNITY-BASED ALTERNATIVES (HCBA) WAIVER AGENCY
COMPLIANCE WITH THE DEPARTMENT OF HEALTH CARE SERVICES’ (DHCS)
NON-DISCRIMINATION POLICY AND LANGUAGE ACCESS

FEEE HAZBZZINDHE., BRHOSHEIEZ ZAB W74 £9(805) 510-
2020 (TTY: 711) £ T, BBEFICTITEE S W,

Hmoob (Hmong)

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau
koj. Hu rau (805) 510-2020 (TTY: 711).

YATH (Punjabi)

s 26 7 3 Uardt 93 9, 31 g -39 AOfesT AT 3073 Bl Hes Qusau J)
(805) 510-2020 (TTY: 711) 3 A& 4|

4 2 (Arabic)

(805) 510-2020 & 2 s, laalls &l 1 55 4y salll daeLsall ladd (8 calll Y Gaanii i€ 13): 4 pala
(TTY: 711) (oS 5 muall Ciila o8

&Y (Hindi)

poTe gr: e 39 fogd Siaa g2 ar 3 foaw HTST TEIIT AT 39 ga | (805)
510-2020 (TTY: 711) W &id 0|

AN g (Thai)

B ﬁ”\ﬁ]mmmﬂ’mﬁ\lmﬂﬁ]maﬁuﬁﬁﬂs[‘l}}U%ﬂ’l‘i‘d’mL%ﬁaVI‘ldﬂ‘lw’lvlﬁW‘? s (805) 510-
2020 (TTY: 711).

1204 (Cambodian)

[pUWs0: U SOHIASOW O0i- 801, UNONSwalsS/O0 INws SAs|00u
AOGOSODININIUIOHONY G S16000 (805) 510-2020 (TTY: 711)

WwI39290 (Laoation)

tU0g99UL: o9 BIVCEONWITI 990, NILOINIMFoBCTHDGIVWIFY, LoadicSye,
clvIvenlvivion. ws (805) 510-2020 (TTY: 711).

Mein

Waac-mbungh: Se gorngv meih gongv mien waac nor, maaivzuqc cutv nyaanh gunv
korh waam mingh tuax (805) 510-2020, (TTY: 711) yiem wuov maaih mienh tengfaan
waac bunmeih hiuv duv.

YkpaiHcbka (Ukrainian)

YBara: Akwo BaM notpibHa gonomora B MoBHOMY A3BiHKY (805) 510-2020 abo TTY:
711. JonomixHi 3acobu Ta nocnyrn gns nogen 3 0MexxeHUMMN MOXIMBOCTSAMN TaKoX
AOCTYMNHi 6e3KOLITOBHO.
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