Ohio Department of Medicaid

HOME CHOICE APPLICATION
Applicant Mame (Last, First, M) Applicant Phone Mumbser
Is the applicant on Medicaid? Medicald 1D Mumber)17 digirs) Gernder Date of Birth fmmydadnay)
Oves O Mo Om OF
County List arry communication barriers
Mam# of Facility Date of Admission fmmy/doimy)
Streat Addreid Facility Phone Member
City State ip Code Facility FAN Number
Type of Facility [ Hospital
| Mursing Facility L] Qualified Residential Treatment Center (individuo! under the age aof 27 only)
I 1CF-mn ] Payehdatric Hospital [daobdual under the of age 22 and over the age of 60 any)
Beferral Source
] Self oo [ Mursing Facility CJ Family and Childnen First Council
] Frigmd O s 1 ICF-I O Oher [specifd:
L) Famiby L] LTC Ombudsman L] Haspital [ Community Agency (specifvl:
] Physician ] Courty Baard of DD ] PASRR
Mamie of person making referral Persan relerring Phone Numbsr Referral Date (mmdd inay)
Does the applicant have Income 7
O ves [ Mo (specifiy):
Does the applicant have a mental health diagnosis? i yes to any
O ¥es O Mo [specifyl: diagnoses, is the
Does the applicant have a drug and/or alcohol diagnosis? applicant receving
O¥es O Mo (speciy) treatment or
services?
Does the applicant have a developmental disability diagnasi? 0 Yes
O ¥es DHDM}\I O Mo
Additional information that will assist in processing this application:
Wha else might we cortact about the person being relerred? Contact Phone Number
The following must be fflled owl i spplicant hos o legel guardion or s under fhe oge off 18,
LEGAL GUARDIAM (if spphcabile)
Mame (Last, First, M) Typs of Guardianship
i L Person ] Estate O Person and Estate
Address City State Tip Code |rmumt-
PARENT [if applicant is under the age of 18)
Mame |Last, First, M)
Address Ciry State Zip Code Phone Nwmber
IWHWIMMIWEW Imm.mw
Submit completed Tarm to:
Ohio Department of Medicaid/Office of Operations
HOME Chodte Dparaticns LniR
Baox 182709, 4™ Floor
Columibus, Ohso 43218-2709
Email- Phone: (BEBE) 221-1560 FAX: (G14) 466-6045

ODM 02361 [Rev. 3/2017)



