
HOME AND COMMUNITY BASED SERVICES (HCBS) 

ELIGIBILITY /INELIGIBILITY I CHANGE FORM 


0 This is to verify that the individual listed has been determined to meet the level of care appropriate for Home and Community Based 
Services through the program indicated below. 

Assessment Date: Service Begin Date: 

0 This is to verify that the individual listed does NOT meet the level of care appropriate for Home and Community Based Services 
through the program indicated below. 

Assessment Date: 

C] New Applicant [] Change [] Transfer [] Termination 

(Complete additional information on reverse side of form for change, transfer or termination) 

0 38 Aging Waiver 70-lnfants, Toddlers & Families MFP CODES ONLY 

0 40 Attendant Care Waiver 0 77 Consolidated Waiver 0 16 MFP- DOM Care 

0 42 Independence Waiver 0 79 OBRA Waiver 0 17 MFP- Own Residence 

0 51 Adult Community Autism Prog. (ACAP) 0 80 0192 Waiver 0 18 MFP- Family Member 

0 52 Autism Waiver 0 96 LIFE 0 19 MFP- Group Setting 

0 59 COMMCARE Waiver 

0 68 Person I Family Directed Support 

Enrolling Agency Name and Address 
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Services Continued Services Terminated 

Verification of Shelter Expenses Attached for Food Stamps 

Services Terminated 



HOME AND COMMUNITY BASED SERVICES (HCBS) ELIGIBILITY /INELIGIBILITY I CHANGE FORM 

INSTRUCTIONS FOR COMPLETION OF THE PA 1768 


DATE 

THIS IS TO VERIFY THAT THE INDIVIDUAL LISTED HAS 

number a 

i was i 
BEEN DETERMINED TO MEET THE LEVEL OF CARE In the box enter the date that the assessment agency conducted the level of care and 
APPROPRIATE FOR HOME AND COMMUNITY BASED functional assessment and found the individual eligible for HCBS. 
SERVICES THROUGH THE PROGRAM INDICATED BELOW: In the box enter the date that the individual wil! start to receive services under a HCBS 

program.
ASSESSMENT DATE: 

SERVICE BEGIN DATE: 

Check the box to Indicate that the individual was determined ineligible for HCBS. 
BEEN DETERMINED NOT TO MEET THE LEVEL OF CARE 
0 THIS IS TO VERIFY THAT THE INDIVIDUAL LISTED HAS 

In the box enter the date that the assessment agency conducted the level of care and 
APPROPRIATE FOR HOME AND COMMUNITY BASED functional assessment and found the individual ineligible for HCBS. 
SERVICES THROUGH THE PROGRAM INDICATED BELOW: 

ASSESSMENT DATE: 

Check the appropriate box to indicate whether the individual is a new applicant for a 
HCBS or a Change, Transfer or Termination of services has occurred for an individual 
who is currently receiving services. For a Change, Transfer or Termination use the 

0 NEW APPLICANT 

0 CHANGE 0 TRANSFER 0 TERMINATION reverse side of the form to enter additional information. 
(COMPLETE INFORMATION ON REVERSE SIDE) 

For applicants - Check the appropriate HCBS program In which the individual was 
0 40 Attendant Care 0 70 Infants, Toddlers & 
0 38 Aging 0 68 Per. Fam. Direct. 

determined eligible or ineligible to receive services. 
0 42 Independence Program Cl 77 Consolidated For recipients- Check the appropriate HCBS program to Indicate which HCBS program 

(ACAP) 0 79 OBRA is affected by a change, transfer or termination of services. 
0 51 Adult Community Autism 0 80 0192 
0 52 Autism Waiver 0 96 LIFE 
0 59 COMMCARE 

For Money Follows the Person (MFP) applicants- Check the appropriate MFP code in 
which the individual was determined eligible or ineligible to receive services. 

D 16 MFP Participant Living in a Dam. Care Facility 
LJ 17 MFP Participant living in Own Residence 
0 18 MFP Participant Living with a Family Member For MFP recipients- Check the appropriate MFP code to indicate which MFP code is 
0 19 MFP Participant Living in Other Group Setting with Less affected by a change, transfer or termination of services. 


Than Five People 
 In order to be eligible for MFP, an individual must be enrolled or enrolling in one of the 
following six HCBS programs: Aging Waiver, Attendant Care Waiver, Independence 
Waiver, COMMCARE Waiver, Consolidated Waiver, OBRA Waiver. 
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HOME AND COMMUNITY BASED SERVICES (HCBS) ELIGIBILITY /INELIGIBILITY I CHANGE FORM 


INSTRUCTIONS FOR COMPLETION OF THE PA 1768 


that the agency 
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HOME AND COMMUNITY BASED SERVICES (HCBS) ELIGIBILITY /INELIGIBILITY I CHANGE FORM 

INSTRUCTIONS FOR COMPLETION OF THE PA 1768 


Check the box to indicate that additional information is being prc,v1aea, including 
reason(s) for non-participation in the HCBS Program. 
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